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Summary
The National Rural Health Alliance supports many of the health workforce proposals in MedicarePlus.  Some of those proposals should increase the availability of General Practitioners’ services in rural and remote areas in the medium term.  We particularly welcome the additional payments for General Practitioners undertaking procedural work, the extra support for General Practice trainees and their supervisors, the Practice Nurse proposals and some of the initiatives related to Overseas Trained Doctors.  

The Alliance remains concerned that there is still no overall national strategic approach to the health workforce for rural and remote areas.  We would like to see a vision which includes appropriate and adequately resourced models of health services for the special circumstance of rural and remote areas, particularly Indigenous communities.  We advocate a vigorous approach to implementing alternative models to improve affordable access to primary health care - and in particular for people in areas with no or very limited access to private General Practice.

National bodies responsible for monitoring the health workforce must ensure that they have effective mechanisms in place to identify trends which are of particular relevance to rural and remote areas, such as a growing reliance on overseas trained professionals, and take them into account in their workforce projections.

The National Rural Health Alliance is available to assist the Government in refining and improving its workforce measures to ensure they are as effective as possible in achieving the desired outcomes.

Two of the proposals contained within MedicarePlus breach Medicare’s principle of universality.  They are the proposal to provide a $5 extra payment for services bulk-billed to defined groups, and the proposal for the two-tier safety net.

The Alliance does not believe that these two specific changes will have any substantial impact in the short-term on increase levels of bulk-billing or otherwise reduce out-of-pocket costs for residents in rural and remote Australia.  They will not relieve the substantial cost barriers to accessing General Practitioners’ services in these areas.  The proposed bulk-billing measure would act as a reward for General Practitioners who currently bulk-bill cardholders and others, rather than as an incentive for other General Practitioners to increase their bulk-billing rates overall.

The higher General Practitioners’ current charges are and the lower their current level of bulk-billing, the greater the loss in income if they shift to bulk-bill those eligible for the proposed $5 bulk-billing payment.  High charges and low levels of bulk billing are common in rural and remote areas.  Because averages across areas mask substantial difference between General Practitioners in their billing and charging practices, detailed modelling based on individual General Practitioners is necessary to judge the likely impact of the proposed changes on bulk-billing patterns.

The majority of the costs to the Government of the $5 bulk-billing initiative would go to General Practitioners in metropolitan areas who already bulk-bill the majority of their services.  These metropolitan areas already attract a substantially higher proportion of Medicare benefits relative to their populations than residents in rural and remote areas, despite their on-average better health.  If the measure was implemented the so-called “rural Medicare deficit” would increase.

We consider that the proposed safety nets will have limited value for Australians living in rural and remote areas.  Changes which could improve the position are lower thresholds and a 50% lower threshold figure for single people.

Alternative approaches which minimise out-of-pocket costs are preferable to administratively complex and discriminatory safety nets.  Many rural and remote practices which have previously bulk-billed have ceased to do this because they have been unable to cover overheads.  Minimising out-of-pocket costs requires setting and maintaining Medicare benefits at levels which generally enable General Practices to provide economically viable, high quality services, combined with special measures in areas where this approach is insufficient to contain out-of-pocket costs.  Such changes would maintain Medicare’s commitment to access for everyone to free or low cost essential health services at the point of service.

Background

In its submission to the Senate Select Committee on Medicare Inquiry on the Government’s Fairer Medicare package, the National Rural Health Alliance indicated its concerns about many of the proposals.

In summary the initial submission described the Alliance’s concern about: 

· moves away from universality, for example the identification of certain groups for whom extra payments would be made (eg cardholders), and an increasing reliance on regressive co-payments and private health insurance premiums, rather than progressive taxation to fund out-of-hospital medical services;

· the proposed introduction of a three tier system, namely special arrangements for cardholders, current arrangements for the bulk of the population, and the availability of private health insurance for the first time within Medicare to provide a safety net for the costs of out-of-hospital private medical services;

· the lack of specific measures to deal with the problem of “no doctor, no Medicare”.  This issue is likely to persist even if the proposed workforce measures result in more General Practitioners working in country Australia overall – it is simply not economically feasible for private General Practitioners to have viable practices in more remote areas.  In addition, the ‘fee-for-service’ model is not appropriate for the health needs of many remote areas.

The Alliance welcomed the proposed initiatives to increase the availability of General Practitioners in rural and remote areas.  At that time we said “improvements in the rural health workforce require measured, structured and supported increases in the supply of doctors and other health professionals.  In the case of General Practitioners the changes need to focus on aspects of practice which are particularly rural - like procedural work and indemnity cover”.

Broad response to MedicarePlus

The Alliance considers that the Government’s revised Medicare package contains some improvements on the Fairer Medicare proposals.  However some of our major concerns remain.  In a media release dated 7 November 2003 we sought two things from any revised Medicare package, namely:

· measures to increase the supply of doctors in rural and remote areas which are part of strategic workforce planning for all health professionals, and which will help to improve access to primary health care in the longer-term for people in rural, regional and remote areas; and

· reform to Medicare which immediately provides more equitable access to doctors where they already practise, through increased bulk-billing and lower out-of-pocket costs for country people.

The Alliance considers that two of the proposals contained within MedicarePlus breach Medicare’s principle of universality.

The Alliance welcomes most of the individual enhanced workforce measures included in the MedicarePlus package.  These proposals should help to increase the availability of General Practitioners in rural and remote areas.  Nevertheless, we remain concerned that there is still no overall national strategic approach to health workforce matters in rural and remote areas linked to a vision of appropriate models for health care services that reflects the unique circumstance of rural and remote Australians.  Furthermore, the proposals will do little to improve access to primary health care in remote areas where there are very few private General Practitioners. 

Although the government has put a substantial number of short and long-term programs in place over the past several years, the number of doctors practising procedural medicine continues to fall in the face of indemnity issues and State government reductions in acute health services in rural areas.  In addition, although the Rural Workforce Agencies and other groups have been placing significant numbers of doctors into rural areas, the main effect has been to permit previously exhausted rural doctors to reduce their hours to more reasonable levels.

In addition, there is substantial evidence that the rural General Practitioner workforce crisis is going to worsen over the next 10 years as the rural population increases and grows older, and as the ageing medical workforce retires or continues to reduce its hours of work.

There is evidence that an increasing proportion of the General Practitioner workforce in rural and remote areas comprises Overseas Trained Doctors.  This trend may be masking an underlying issue of a continuing reluctance of Australian educated doctors to practise in these areas.  While it is too early to evaluate the effectiveness of many initiatives to increase the locally educated medical workforce practising in rural and remote areas, it is clearly important for there to be close monitoring of trends affecting the rural medical workforce to ensure that initiatives are effective and amended if necessary to achieve the desired outcomes.  

There are national bodies such as the Australian Medical Workforce Advisory Committee and the Australian Institute of Health and Welfare which are responsible for monitoring the medical workforce and providing advice to governments on medical workforce planning.  They must ensure that they have effective mechanisms in place to identify these trends and take them into account in their projections of the future medical workforces. 

The establishment of bodies such as the Divisions of General Practice has encouraged and enabled doctors to undertake a range of activities outside direct fee-for-service provision of services to individual patients.  This has led to many useful initiatives, but it may now be opportune to examine whether the balance between individual services and broader roles is appropriate for General Practitioners in rural and remote areas.

All of the key medical organisations working to improve access to General Practitioners in rural and remote areas are members of the National Rural Health Alliance.  The Alliance is available to assist the Government in refining and improving its workforce measures to ensure they are relevant and effective in achieving the desired outcomes

Universality

Some of the changes proposed in MedicarePlus, including those affecting bulk-billing and the proposed new safety nets, would effectively spell the end of a universal Medicare.  

The Alliance remains unaware of any substantial evidence that the proposed changes affecting bulk-billing and the safety net will have any major impact in the short-term to increase levels of bulk-billing or otherwise reduce out-of-pocket costs in rural and remote Australia, leaving in place substantial cost barriers which discourage people in these areas from using General Practitioners’ services.  The impact of this in the short and long-term will be a continuing difficulty in accessing health services and no diminution in the health gap between metropolitan and country Australia.
, 

It is true, as the Government states, that universality was never defined as 100% bulk-billing.  However bulk-billing is a very effective mechanism to deliver affordable access and to contain overall health costs.

Maintaining high levels of bulk-billing requires a number of factors to be in place including:

· reasonable Medicare benefits in terms of practice viability;

· a sufficient supply of doctors to ensure a reasonable level of competition;

· special arrangements for areas where the above two conditions do not apply; and

· a minimum number of doctors who are philosophically or otherwise opposed to bulk-billing.

Universality is the keystone of Medicare.  In essence universality means that everyone in Australia contributes on the same basis to Medicare and its provisions apply equally to everyone.  Achieving the other principles of access, equity, efficiency and simplicity is made possible through maintaining universality.

Once universality is removed the other principles are immediately threatened.  Access for everyone to affordable services becomes problematic when policy selects some groups for special arrangements, leaving other groups in similar or worse circumstances on the wrong side of the line.
  New poverty traps are created.  Equity questions come to dominate, with some groups inevitably feeling disadvantaged.  Efficiency is reduced and complexity increased.  Administrative costs rise and uncertainty about entitlements causes extra worries at times when people need access to health services.  

The Alliance has repeatedly pointed to the limitations of Medicare for country Australians due to the lower availability of medical practitioners in many rural and remote areas.  From a rural and remote perspective the Government’s proposals provide no justification for breaching Medicare’s principle of universality. 

The Alliance seeks ‘Universality Plus’ – a fair and universal system that is augmented in such a way as to permit access to the contract for people in more remote areas.

The current Medicare system is ‘universal’, but it does not work well for rural and especially for more remote areas.  Each year there is a funding shortfall of around $500 million.  This is calculated by comparing the Medicare benefits outlays per capita in rural and remote areas with those paid in urban and metropolitan areas.  The Alliance believes that this amount should be quarantined and used in rural and remote areas to fund alternative primary health care models and other necessary health services.  The Alliance advocates additional special measures for Indigenous peoples and rural people, not the current ‘special groups’ – who may or may not have high health needs. 

In other words the Alliance wants the Medicare underspend put into rural and remote area health services to ensure that Medicare’s contract of universal access to necessary health services is delivered, albeit through alternative mechanisms.  For instance the Practice Nurse model could be extended to allied health services.  This is an issue of social justice.  The Alliance wants more money for rural primary health care teams, particularly in areas with poor health and very limited access to primary health care.  

Now might be the time to consider expansion of different, regional funds pooling models, as with the Indigenous Co-ordinated Care Trials
, to include other regions of high health need where the separate streams of Commonwealth, State or Territory and local government funding are not working effectively to deliver essential health services.

 The $5 extra payment 

Average levels of bulk-billing generally decrease with increasing distance from major centres.  The reasons for this are complex, but key factors include the level of the Medicare benefit compared with the fee required to maintain practice viability, and the degree of competition in the marketplace for General Practitioners’ services.

Overall levels of bulk-billing in specific areas can mask substantial differences in billing patterns between individual General Practitioners within the area and in the proportion of services provided to children and concession cardholders.  Hence averages by area are not useful in examining the impact of this proposal on individual General Practitioners’ billing patterns.

It would be very informative if the Senate Select Committee was able to commission modelling based on actual charging practices of individual General Practitioners to give a more detailed picture of the impact on General Practitioners’ income if they moved to bulk-bill everyone eligible for the $5 extra payment and made no other changes to their billing patterns.

In the September 2003 quarter, six Electorates had bulk-billing rates of 40% or below: Barker, Canberra, Eden-Monaro, Fraser, Indi and Murray. All of these are in regional areas.  At the same time, bulk-billing rates exceeded 90% in 12 Electorates.  All of these are in metropolitan NSW.

The Government estimates that over 63% of General Practitioners’ services are to children or Commonwealth Concession cardholders.  With no change in billing patterns, General Practitioners in metropolitan areas would immediately receive substantial increases in their Medicare benefits income because many of them already bulk-bill all such consumers.

In areas with lower levels of existing bulk-billing the picture is quite different, as the table below demonstrates.

Contrasting impact on General Practitioners’ income of proposed changes to bulk-billing

	Doctor
	Location
	Old BB 
	New BB 
	Current average c’payment
	Benefit increase
	Private income loss
	Net change in income

	GP – A
	Sydney
	94%
	94%
	$2.50 
	$22 050
	Zero
	+$22 050

	GP – B
	Canberra
	Zero
	63%
	$20
	$22 050
	$88 200
	-$66 150

	GP – C
	Rural 
	40%
	63%
	$15
	$22 050
	$24 150
	-$2 100

	GP – D
	Remote 
	20%
	63%
	$10
	$22 050
	$30 100
	-$8 050

	GP – E
	Regional Centre
	55%
	63%
	$15
	$22 050
	$8 400
	$13 650

	GP – F
	Rural 
	42%
	42%
	$15
	$14 700
	Zero
	$14 700


Notes:

1. Assumes each General Practitioner provides 7000 services per annum.

2. Assumes that where General Practitioners bulk-bill 63% or less of their services, all these services are to people eligible for the proposed $5 extra payment.

3. The examples are not based on actual General Practitioners, but chosen to demonstrate a range of different scenarios.

These examples demonstrate that the higher General Practitioners’ current charges, and the lower their current level of bulk-billing, the greater the loss in income if they shift to bulk-bill those eligible for the proposed $5 bulk-billing payment.

The Government’s costings are based on paying $5 for 79% of General Practitioners’ services to children and Commonwealth concessional cardholders
, leaving more than one in five of services to these groups not being bulk-billed (and potentially costing more than $5 per service out-of-pocket).

Thus the proposal provides the greatest rewards in areas with current high levels of bulk-billing.  In areas where bulk-billing rates are currently low and out-of-pocket costs are high, levels of bulk-billing are unlikely to increase substantially.  The measure is a reward for General Practitioners who currently bulk-bill their patients, rather than an incentive to increase bulk-billing for those General Practitioners who tend not to.

The likely impact of this is that there will be little change in bulk-billing rates in the short-term in rural and remote areas with already low levels of bulk-billing.  This is of major concern to the Alliance as cost barriers for General Practitioners’ services are already high and increasing in country areas.

The majority of the costs to the Government of this initiative would go to General Practitioners in metropolitan areas who already bulk-bill the majority of their services.  These metropolitan areas already attract a substantially higher proportion of Medicare benefits relative to their populations than residents in rural and remote areas, despite their on-average better health.  The so-called “rural Medicare deficit” would increase.

Safety Net proposals

These proposals breach universality and create many discrepancies in entitlements for those whose circumstances can be comparable.

For many people in rural and remote areas, finding either $500 or $1000, depending on their status, to pay up-front for out-of-pocket medical costs is a major problem.  Some rural and remote areas are amongst the poorest in Australia.  The Alliance is concerned that with low levels of bulk-billing continuing, many people in rural and remote areas will avoid seeing doctors until problems have become serious.  They will then face high up-front costs.  Even after they reach the safety net they would still be required to pay 20% of fees charged, which can be substantial, especially for specialist services.

Safety nets are unnecessary if there is truly universal access to medical services provided free or low-cost at the point of service.  Access to medical services free or low-cost at the point of service was a commitment of Medicare, part of the social wage and should be retained as an essential feature of Medicare.  The real solution is for the Government to be creative in finding new ways to minimise gap payments or make medical services available through alternative programs so that they remain affordable.

Failing this, the safety net thresholds could be lower and apply equally to all families.  A threshold for single people at half the family rate would also assist the many single people who have low incomes and poor health.

A strengthened safety net would have greater appeal in rural areas if it included the costs of necessary travel to access out-of-hospital care.  
The Australian Democrats have proposed a safety net with a lower threshold.  The Government apparently has costed an across-the-board $300 threshold, but rejected it as an option because it is “too expensive”.  What the Government means is that the cost to tax payers of improving protection for families against high medical outlays is high because the gap between the Medicare Benefit and doctors’ fees have increased markedly.

The Alliance finds it strange that this option is considered unaffordable when the costs are spread across all taxpayers, but affordable for individual families or single people facing ill health.  Without lowering the threshold, costs of between $500 and $1,000 per family or individual are borne by those affected rather than being pooled across all tax payers.  There is no equity in this. 

More General Practitioner training places and support for practices and General Practitioner supervisors. 

The Alliance welcomes this proposal.  Appropriately supported rural placements will increase the likelihood of rural practice.  Such support is required for both trainees and supervisors.  

However it is essential that attention is also paid to other aspects of rural placements such as ensuring there is appropriate accommodation, assisting students and trainees with the costs of rural placements and finding ways to limit the increasing load being placed on rural practitioners to supervise and support trainees and students undertaking rural placements.

The Alliance is also concerned that there is no provision in the Government’s proposals for similar assistance for nurses and allied health students on rural placements.  These health professionals need the same sort of assistance for the same reasons.  Increasing their availability in rural and remote areas is vital to enhancing the health of people living in these areas through access to comprehensive primary health care which is characterised by multidisciplinary teams.

More graduate doctors to regional rural and remote areas

The Alliance supports this proposal in principle.  However it remains unclear whether there will be much impact from the proposal in rural and, especially, remote areas.  

Funding is promised to compensate public hospitals which release junior doctors for General Practice placements, but it is not clear where public hospitals will find doctors to replace those on placement.  Many public hospitals already face shortages of doctors.  Moves to reduce the unacceptably long hours often worked by junior doctors are also placing great strain on the capacity of public hospitals to maintain appropriate levels of services.

Support for Practice Nurses

Nurses play a vital role in many General Practices in country areas.  The Alliance welcomes this proposal which has the potential to increase the economic viability of General Practices in rural and remote areas and further free some General Practitioners to concentrate on services which require their specific expertise.  A recent report concluded that 20 per cent of General Practices in rural areas were currently not viable and that this figure could increase to 50 per cent in 5 years’ time.

There is already a growing shortage of nurses in rural and remote areas.  It is not clear whether this proposal will attract existing nurses away from other areas of nursing shortages, for example in aged care facilities and remote areas generally, or attract former nurses back into the nursing workforce.  Many nurses in rural areas already work in both a local General Practice and the Hospital, Multi-Purpose Service or Community Health Centre, so it is not an ‘either/or’ situation.  There are not two clearly distinct pools of nurses.  

The Government’s estimate of the number of ‘extra’ doctors that will be provided through the proposed package includes an allowance for doctors whose time will be freed up by the work of Practice Nurses.  This is a reminder about how statistics can be at best complex and at worst misleading.  In this case all of the ‘extra’ doctors would be in practices and towns where they already work, none of them in new areas.  Further some doctor might just choose to reduce their unacceptably long hours.

Our approach must start from a vision of appropriate models of health care services and the special circumstances of rural and remote areas.  The above three proposals (more General Practitioner training places and support for practices and General Practitioner supervisors, more graduate doctors to regional rural and remote areas, and support for practice nurses), whilst in themselves positive initiatives, provide an example of a piecemeal approach, rather than as part of an overall strategic approach to address urgent health workforce issues in rural and remote areas.

Healthy Horizons provides a strategic framework for redressing access and health differentials in rural, regional and remote Australia.

Support for procedural General Practitioners

Many General Practitioners in rural and remote areas provide a range of procedures such as anaesthetics, obstetrics and operations to their communities.  In recent years many factors have contributed to a decline in the numbers of these types of service provided by General Practitioners in rural and remote areas.  This has created extra difficulties for rural and remote area residents who have needs for such services.  They increasingly have to travel to major centres, often incurring substantial time and travel costs as well as being away from family and friends at times when they most need their support.

Factors contributing to the decline in General Practitioners providing procedures have included:

· the rise in medical indemnity premiums;

· the increasingly stringent and thus costly and time-consuming continuing medical education requirements; and

· the changing roles of public hospitals in rural and remote areas.

The Government’s proposals to reimburse procedural General Practitioners for some of their costs of continuing professional development and to provide additional recompense for their costs through the Practice Incentive Program will help those General Practitioners who have retained their procedural role.  It is unclear though whether they will be sufficient to attract back those General Practitioners who have given up procedural work in recent years.  In addition, work is required with State and Territory governments to persuade them to increase their support for rural and remote acute health services.

Bonded medical school places

Bonded medical school places which commit graduates to undertake fixed minimum terms in areas of workforce shortages for a defined period in the future raise many complex issues.  The Alliance has a policy paper on these issues (attached).

In summary, the Alliance provides conditional support for bonded scholarships where students receive substantial funds to assist them to undertake a medical degree in exchange for a commitment to practise in specified areas in the future.  With the right details in place and full disclosure by both parties these may be seen as fair contracts in which a genuine benefit is provided by one party in return for services made available by the other.

However the Alliance does not support bonded medical places where extra medical school places are created and made available to suitable candidates willing to commit to practising in areas of defined workforce shortage for a minimum period in the future, but with no financial or other assistance to the student.  Our reasons include:

· inadequate definitions of areas of workforce shortage;

· a range of ethical issues;

· lack of funding for university infrastructure and facilities necessary to support the extra medical places;  and
· lack of proper consultation with students, the universities or professional bodies on the proposals.

Drawing on qualified doctors from overseas

The proposals in the MedicarePlus package contain significant changes relating to Overseas Trained Doctors (OTDs).  The proposed measures are particularly important for rural areas.  OTDs are playing an increasingly important role in providing services in rural and remote areas.  The Government’s proposal will encourage more doctors from overseas to come to and remain in Australia for longer periods, thus enhancing the Australian trained medical workforce.

The Alliance particularly welcomes the Government’s intent to provide improved training and support programs for OTDs.  It is vitally important that support includes initiatives at the community level to ensure the doctors and their families working in rural and remote areas are made to feel welcome and can quickly become integrated into these communities.

The Alliance emphasises the importance of Australia not poaching doctors from developing countries.  Even though we are still short of doctors ourselves, the Alliance considers that Australia ought to aim towards making a net contribution to less developed countries. 

Other medical workforce measures

The Alliance supports the proposals to extend the higher retention payments for General Practitioners in rural and remote areas for a further 4 years.  It also supports to increase the Medicare benefit for General Practitioners who are not vocationally registered if they work in underprovided areas and make a commitment to achieve the standards determined by the Australian Medical Council. 

Access to primary health care in rural and remote areas

As will be clear from this Submission, the issue of access to primary health care in rural and remote areas remains of major concern to the Alliance.  There is good evidence that people in rural and remote areas have poorer health than metropolitan people, and that their access to comprehensive health services is substantially lower.  Death rates in regional and remote areas are 10 per cent higher than in major cities, and 50 per cent higher in very remote areas.
  People in some areas miss out on accessing Medicare benefits because of poor or no access to doctors (this is what is called the ‘rural Medicare deficit’).

The current package does little either in the short or longer terms to address this problem.  The Alliance considers that the conclusions and recommendations of the Report of the Senate Select Committee on Medicare, Medicare – healthcare or welfare, relating to innovative approaches to primary health care in a diversity of circumstances are important priorities within this current debate.  It considers that the Australian Government should pursue developments of this type with vigour in rural and remote areas where access to primary care is limited and likely to remain so in the foreseeable future.
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