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Introduction to UnitingCare NSW.ACT

UnitingCare NSW.ACT is an agency of the NSW Synod of the Uniting Church in Australia. It has responsibility for assessing issues of public policy in which the church has an interest and is the peak body for all community services, chaplaincy and social justice and advocacy activities of the Uniting Church in New South Wales. UnitingCare NSW.ACT provides a range of community services including aged care, child care, work with children and young people who are at risk and their families, disability support and tenants services.

Our work is guided by a belief in a God of love, compassion and social justice, who provides all that people need in order to live. Our view of social justice is guided by the Christian scriptures, theological reflection, insights of social, political and economic analysis, the statements of the Synod and Assembly and our encounters with people and their life experiences in our work. 

Belief in the God who works for justice carries a further obligation to work for social and systemic reform, to change the social conditions that produce injustice such as violence, homelessness, unemployment, discrimination, poverty and the unequal distribution of power. UnitingCare bases its community service provision and its advocacy on the principles of access, equity, participation and human rights that should inform all public policy and community services.

Terms of Reference of Reappointed Medicare Select Committee

The Terms of Reference of the Committee are that it inquire into:

(i) the Government’s proposed amendments to the Health Legislation Amendment (Medicare and Private Health Insurance) Bill 2003,

(ii) the Government’s proposed increase to the Medicare rebate for concession cardholders and children under 16 years of age, and

(iii) the Government’s proposed workforce measures including the recruitment of overseas doctors.

In considering these matters the Committee has (c) “power to consider and use for its purposes the minutes of evidence and records of the select committee appointed on 15 May 2003”.

Previous Submission

We would like to draw the Committee’s attention to the previous UnitingCare submission on the Government’s proposed changes to Medicare set out in  “A Fairer Medicare’, already received by the Select Committee.

In this submission we expressed concern that the Government’s proposed changes to Medicare would undermine the universality of Medicare, moving it away from the principles on which it was founded. We noted that Medicare was not intended as, and should not be transformed into, merely a safety net.  Concern was expressed that incentives for bulk-billing would create a two tier health system, and would not ensure affordability to the low-paid. The fact that these incentives were not adequately targeted to areas where bulk-billing is low was also raised. 

We also expressed concern that introduction of a system of co-payments at the point of service, enabling doctors to both bulk-bill and charge a fee, would in fact lead to higher costs to patients. The issue of exclusion of dental treatment from Medicare was also identified as a serious problem, leading to lack of access to dental care for concession card holders and the low paid.

In conclusion we called on the Howard Government to “return to Medicare based on its original principles, public hospital care and the PBS as universal systems, funding them through as adequate Medicare levy with surcharges on very high incomes”.

Current Government Proposal- Medicare Plus

While MedicarePlus improves on ‘A fairer Medicare” in some ways, many of the problems discussed above continue to exist in the revised package.  The nature of these problems and our response to them is discussed below.

Proposed amendments to the Health Legislation Amendment (Medicare & Private Health Insurance) Bill 2003

The Reappointed Committee has invited comment on “(b) (i) The government’s proposed amendments to the Health Legislation Amendment (Medicare and Private Health Insurance) Bill 2003’”.


Government proposal- Safety Nets

In the above Bill, the Government has proposed amendments to the Health Insurance Act 1973, which involve changes to the safety net proposals put forward under ‘A Fairer Medicare’:

· The proposed MBS concessional safety net has been expanded to cover all Australians, once a sum of $1000 has been expended on health care covered by Medicare. Furthermore the Private Health Insurance safety net product proposed in ‘A fairer Medicare’ will not proceed.

· The safety net that becomes operational after $500 is expended, has been extended from concession card holders only to recipients of Family Tax Benefit (A).

Comments

· We recognise that the proposed safety net for families and individuals who pay high levels of health care costs is an improvement over the proposal in ‘A fairer Medicare’.

In the current context where there is a lack of access to bulk-billing doctors, we support the extension of the $500 safety-net, inadequate as it may be, to Family Tax Benefit A recipients. The extension of the safety net to cover all Australians is also an improvement on the safety net proposal in ‘A fairer Medicare’. 

In addition, UnitingCare welcomes the abandoning of the Proposed Private Health Insurance safety net product in ‘A fairer Medicare’.

· However, while a safety net is necessary in a system that allows doctors to choose whether or not to bulk-bill and what fee to charge, the proposed safety nets will not deliver adequate access to affordable primary care and should not be considered a satisfactory alternative to improving bulk-billing rates.

· The safety nets make health care less unaffordable rather than affordable.  Up-front costs of $500 for concession card holders and Family Tax Benefit A recipients are not affordable, as they former exist on very limited incomes, which for some types of recipients, are beneath the poverty line.

After the safety net is reached the federal Government will only meet 80% of out-of pocket costs for non hospital MBS services, leaving the patient to fund the rest.  Concession card holders with young children or who have chronic illnesses, and need to visit the doctor more frequently, are likely to face relatively high health costs in relation to income. 

Patients pay on average around $13 (after receiving the Government rebate) for a GP consultation that is not bulk-billed. Concession card holders and Family Tax Benefit A recipients may thus continue to pay $2.60 for a standard consultation and more for a longer consultation, even under the safety-net. While this may not seem a lot, people with concession cards can lack sufficient funds to meet basic needs such as food, clothing, transport and utilities.   

· The consequences of having to pay up-front fees may mean that the socio-economically disadvantaged, who already have less access to bulk-billing
, will not seek medical attention, or will attend a hospital accident and emergency service for free treatment, putting pressure on hospital accident and emergency departments.

· Up-front costs of $1000 for other Australians have similar ramifications to those faced by concession card holders, especially for the low paid, particularly those earning the minimum wage, which is around $450 per week. After the threshold is reached, all Australians will still have to meet 20% of their out of pocket medical expenses. 

· On top of these costs, families will have to pay the first $708 of pharmaceutical costs if they do not have a concession card. After the Medicare pharmaceutical safety net applies, people without a concession card will still have to pay 20% of the cost of prescription medication, in addition to the cost of non-prescription medication.

· The proposed safety nets have the potential to lead to an explosion of medical costs for out of hospital MBS services, not just GP visits, but other already expensive services such as psychiatry, X-rays, CT scans, tissue biopsy and radiotherapy.  This is because for the first time the new proposed safety net will cover costs above the schedule fee.

· To be eligible for the safety nets patients will have to be meticulous in keeping receipts and monitoring their own spending. This will be impossible for people who lack literacy or numeracy and difficult for transient people such as the homeless, and for persons with intellectual disabilities. 

· While we recognise that the aim of creating and extending the safety net is to provide better and more affordable access to non-hospital MBS services, it is clear that it will not effectively deliver this objective. It has for example been claimed that the new safety nets will pay benefits to less than 5% of families. 
 This is because the threshold is too high to be of benefit to most. The government has estimated that only 200,000 Australian families will receive any benefit from the proposed safety-net.
 Thus the safety net thresholds for both concession card holders and other Australians should be lowered to a level at which it is likely to be of genuine assistance in reducing health costs. 

· In preference to a safety net what is needed is policy change that leads to more extensive access to bulk-billing, through strategies such as investment in community based multi-functional health services in areas of poor supply. If this were to occur there would be less need for the proposed safety nets.

Increase in Medicare rebate

The Terms of Reference of the reappointed Select Committee invite comment on “(b) (ii) The Government’s proposed increase to the Medicare rebate for concession cardholders and children under 16 years of age”.

Government proposal:

The Government proposes replacing the bulk-billing incentives in ‘A Fairer Medicare’ with a new $5 payment to GPs for each bulk billed service to a child under 16 or a concession card holder.

Comment:

· While this proposal is superficially appealing since it may mean that more concession card holders and children under 16 are bulk-billed, we are concerned that it undermines bulk-billing as a mechanism that implements the Medicare principle of universality.

· The policy amounts to a refusal to properly reimburse doctors who bulk-bill other patients and is a deliberate attempt to undermine the general provision of bulk-billing. To undermine access to bulk-billing, by making it less attractive to doctors to bulk-bill some patients than others undermines Medicare as a universal system of health insurance.

· This proposal is illogical and unrealistic. It creates a policy in which children under 16 are treated differently from their older siblings and their parents. Family budgets are stretched by medical costs no matter who incurs them. The Australian Council of Social Service, (ACOSS), has noted that patients  who are not bulk-billed, including the low-paid, are likely to face an average co-payment of  $13 for every GP visit and $45 for an x-ray (ACOSS Media release 23, Nov, 2003).

· The question remains as to whether $5 is an adequate increase to improve bulk-billing to the level required for a universal, accessible health care system. The Australian Medical Association (AMA) and the Royal College of General Practitioners do not believe that this measure represents a substantial enough financial incentive to doctors to result in higher levels of bulk-billing of the targeted groups. 

The Government’s own calculations indicate that the additional $5 will result      in a typical GP receiving an additional $15,500 from the Government. Out of this figure GP’s could expect to lose 56% in practice costs, although practice costs could be as low as 15% where minimal extra services are added in the delivery of care (Select Committee on Medicare: 2003: 21). 

The AMA and other doctors groups are concerned about what they consider to be falling GP incomes, and have argued that the Medicare rebate for a standard consultation be almost doubled. The report of the Select Committee on Medicare, Medicare or Welfare? found evidence that real incomes of GPs who exclusively bulk-bill had fallen relative to average weekly ordinary time earnings in the last 10 years (Select Committee on Medicare: 2003: 27).

· Although it is unlikely on its own to solve the problem of the decline in bulk- billing, a better strategy is to extend the additional $5 offered by the Government to all GP consultations. This would avoid the stigmatising of concession card holders, the creation of a two-tier health system, and would avoid any disincentive to bulk-bill adults who are not concession card holders. In addition, it will partly, although perhaps not adequately, address the issue of the decline in GP incomes.

· The policy is thus likely to fail in two ways. To the extent that $5 is a useful rebate increase, it will only benefit some patients and not others, even within the same family. At the same time the policy will not increase bulk-billing to the level that is consistent with Medicare principles. In addition, as ACOSS has pointed out, it is inequitable that the children of the wealthy will benefit from this policy, while low-income adults will miss out.

· MedicarePlus also announces a higher rebate for patients of non-vocationally   registered GPs who have worked in areas of workforce shortage for at least five years. This will lift the current rebate for a standard consultation from $17.85 to $25.70. This is a positive measure, although the conditions placed on this increase may mean that it will not be received by many patients of vocationally registered doctors.

Workforce Measures

The Terms of Reference of the Committee also invite consideration of:

“(iii) the Government’s proposed workforce measures including the recruitment of overseas doctors”;

Government Proposal:

Most of the workforce measures discussed under MedicarePlus were already announced in ‘A Fairer Medicare’, and have simply been carried over into the revised package. A new item is the introduction of a new Medicare Benefits Schedule Item for nursing support in general practice. However the new item will only cover immunisations and wound management services. 

MedicarePlus announces an increase in the number of accredited training places; payment for more GP supervisors and increased payments for supervision under the Australian General Practice Training Program. A total of 150 fully funded places have been added to the latter, presumably under MedicarePlus. Those attached to rural and remote locations will attract additional incentives. MedicarePlus also puts an emphasis on increasing doctor numbers by increasing the number of overseas trained doctors by the equivalent of 725 full-time positions by 2007. MedicarePlus announces training for more doctors, including overseas trained doctors and supervised junior doctors, to work in areas of workforce shortage. In addition it announces the retraining of doctors who want to return to work after a break. 

The Government also claims that MedicarePlus will provide better access to medical care for residents of aged care homes, through a new Medicare item for comprehensive medical assessments for new and existing residents, attracting a rebate of about $140. In addition the Government has announced funding of up to $8,000 to a GP who provides services to aged care residents who do not have a regular doctor, including after hours and in an emergency, and participates with the home in quality improvement. 

Comment: 

· Many of the above measures that seek to address GP workforce issues appear positive in nature, as they will to some degree increase they availability and expertise of GPs.  

· There seems to be unanimity on the issue that a shortage of GPs, particularly in rural and regional areas, is an important factor driving up the cost of GP services and resulting in lower levels of bulk-billing. However the workforce measures set out in MedicarePlus to increase the availability of doctors are not sufficiently targeted to regional and rural areas, where the shortages are greatest.  For example there appears to be no plan to direct the additional overseas trained doctors announced in MedicarePlus to areas of shortage. In utilising overseas trained medical professionals, we are also concerned that these not be sourced from countries that also experience workforce shortages. 

· The announcement of additional short term supervised placements in regional and rural areas for junior doctors is positive, however it will result in only an additional 70 full-time doctors every year, when it has been estimated that a total of 2,000 are needed.

· While strategies such as the recruitment of overseas doctors, should they be available, may represent a stop-gap solution to the existing shortage, a more long term solution is to ensure that sufficient medical graduates enter general practice and that established practitioners continue to practice. The Select Committee on Medicare found that the current GP shortages
 are the result of a shortage of graduates from Australian medical schools (Select Committee on Medicare: 2003: 32) as a consequence of an inadequate number of medical graduates choosing to enter general practice and established medical practitioners leaving the system. Both of these occurrences have been linked to the decline in general practice incomes.  However other commentators such as the Doctors Reform Society have linked GP shortages with Government decisions to limit doctor provider numbers and training places

 ( www.drs.org.au/articles/2003/art11.htm).

· The Select Committee on Medicare’s report Healthcare or Welfare? found that there has been a decline in the number of nursing home visits by GPs and an increase in the cost of these services. UnitingCare ’s Ageing and Disability Service, who run facilities for the aged such as nursing homes and hostels, report that GP visits to residents can be rushed and that the new Medicare item announced in MedicarePlus will hopefully facilitate longer visits by GPs. It was also thought that this would result in staff being more confident in calling upon GPs to visit more regularly.  

The additional funding to address the problem of GPs not being available after hours or for emergencies was considered positive, and it was thought that this might avoid the need to send some residents to hospital. However more information is required about how the proposed strategies, particularly the additional $8,000 would result in greater after hours and emergency access to GPs.  In conclusion, measures to increase access to GPs for residents in aged care facilities and to encourage these services to be bulk-billed put forward in MedicarePlus are positive and should be supported, however more detail is required about how they would work in practice. 

· In our view consideration should be given to offering technological and business support to GPs as part of a package of incentives to bulk-bill, rather than without conditions. In addition the increased use of ‘swipe card’ technology runs the risk of making it easier for doctors to increase out of pocket expenses to patients.

Other Issues

Although it is beyond the scope of the Reappointed Medicare Select Committee’s Terms of Reference, we believe that the Government should also address the following issues, as recommended by ACOSS:

· set up a new Commonwealth Dental Health Scheme for low income Australians;

· establish more public programs for ancillary health care- physiotherapy, podiatry and counselling services, and

· expand the Primary Health Care Access program for Indigenous communities.

Conclusion and Recommendations

 Safety nets

Until the Government develops mechanisms that result in universal bulk-billing we recognise that a safety net will be required. However the proposed MedicarePlus safety nets will not deliver adequate access to affordable primary health care. We recommend that the safety-nets proposed by the Government in MedicarePlus take effect after a lower level of expenditure is reached, particularly for concession card holders and Family Tax Benefit recipients, and provide 100% cover rather than 80% once the payment thresholds are achieved. In addition we urge the Government to adopt measures to increase bulk-billing to at least the 80% level and to provide community based multi-functional health services in areas of poor supply, so that consumers will have less need of safety nets of this kind.

Additional $5 rebate

Rather than confining the additional rebate to children under 16 and concession card holders only, for the reasons stated above, particularly to protect the universality of Medicare and to prevent any further fall in bulk-billing, we recommend that the additional $5 offered under MedicarePlus be available for all out of hospital MBS services. We also recommend that the effect of the $5 increase be monitored to establish if it results in higher levels of bulk-billing, particularly of concession card holders.

Workforce Measures

We support the direction of the workforce measures announced in MedicarePlus, but are concerned that they may not be sufficient to address problems such as the undersupply of doctors in rural and regional areas. Rather than developing an over-reliance on overseas trained doctors we call on the Government to ensure that sufficient numbers of medical graduates are trained in Australian universities to enter general practice and that adequate strategies are developed to retain qualified GPs.  

� A report by the Australian Consumer’s Association found that the poorest 10% of federal electorates, with an average income of $27,116, have the lowest bulk-billing rates at 53.6%. Those living in National Party electorates fared the worst. This reflects the disproportionate fall in bulk-billing in outer urban and rural and regional areas, cited in Tobler Helen, Poor get least access to ‘free’ GPs’, The Australian, Sept 3rd, 2003, � HYPERLINK "http://www.theaustralian.news.com.au/printpage/0,5942,7151229,00.html" ��www.theaustralian.news.com.au/printpage/0,5942,7151229,00.html� accessed 9/3/03.


� MedicarePlus – A Minus for Working families, ACTU, � HYPERLINK "http://www.actu.labor.net.au/public/campaigns/savemedicare/medicaremr" ��www.actu.labor.net.au/public/campaigns/savemedicare/medicaremr�.


Html, accessed 3/12/03


� cited in ALP News Statements, � HYPERLINK "http://www.alp.org.au/print.html?link=/media/1103/20006457.html" ��www.alp.org.au/print.html?link=/media/1103/20006457.html� accessed 4/12/03.


� An AMA commissioned Access Economics report released in February 2002, found an overall GP shortage of between 1,200 and 2,000 GPs, while a 2000 report by the Australian Medical Workforce Advisory Committee, found that there was a particular shortage in rural and remote areas (Select Committee on Medicare: 2003: 32).





5
9

