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SUBMISSION INTO GOVERNMENT’S MEDICAREPLUS PROPOSALS

 

When the formal terms of this enquiry are transcribed into more accessible language, this enquiry is really into the following terms:

(a)     Will the new proposals provide more opportunities and incentives for General Practitioners to bulk bill patients?

(b)      Will they offer more convenience to patients to claim their rebates without having to go to a Medicare office or wait weeks for a rebate by mail?

(c)     How “safe is the proposed safety-net?

(d)     The claim that the package will provide a substantial increase in the supply of doctors and nurses especially in hard-to-service areas.

(e)     The claim that the package will result in a substantial increase in the number of doctors involved in aged care. 

While our response is in terms of these 5 points, our overall philosophy on the whole Medicare question is not now substantially different from what it was in our submission to the Medicare Enquiry earlier this year.  While ever the Government fiddles with the peripherals and fails to come to grips with the need to completely overhaul the whole question of Health Care in Australia, any proposals come across largely as policy being made on the run, band aids being applied to carry through to the next election.  The philosophy appears to be appeasement to powerful lobby groups and a grab for votes rather than a commitment to all the citizens of this country.  Again, the view taken seems to be short-term, the next election being of greater importance than any strategies that may prove electorally a little risky, but which would put in place systems that ensured long-term policies that created a health care continuum of benefit into the next 20 years.  

 

Another ongoing concern for any of us interested and involved in the best possible health care solutions for all of us, is the constant buck-passing between Federal and State Governments.  Both levels of  have a joint responsibility, inherent in their being elected, for the provision of the best health solutions and policies for the people of this country.

 

(a)     Bulk-billing:  We are quite pessimistic that the provision of an extra payment of $5 to GPs for the treatment of every child under 16 (no means testing attached) and every Concession Card holder will somehow reverse the current trend of doctors not to bulk bill their patients.  Does the Government truly believe that a $5 payment for these patients will induce the average GP to forego a higher fee for other patients?  The AMA and the other associations representing doctors, like the Rural Doctors, do not believe so.  They accept the payment is a move in the right direction, but do not accept that it will substantially alter the attitudes of their members, the attitude that largely led to the development of this package after the first attempt failed to win their support. This provision also strengthens the perception that our health care system is increasingly a two class system.

 

One of our great concerns with this provision is that yet again in government policy the so-called working poor are ignored.  They do not have Concession Cards, yet their incomes are too often just above that threshold for eligibility.  The lowest paid workers in our economy, shop assistants, hospitality workers, casual employees are all left out of this equation.  So too, and this is of particular concern to our members, are young persons, over 16, who are usually on low wages as they work their way through traineeships, for example, or are in casual employment, that does not bring in an adequate income but nonetheless in our “reformed” welfare systems classes them as “employed” and therefore ineligible for assistance.  They are often away from home, struggling to pay rent and look after themselves and it is their health care that regularly is ignored as being too expensive. To these groups can be added the majority of self-funding retirees. This tendency not to have optimum health care in the long run, of course, as debilitating or serious illness results, so much more adversely and expensively impacts on the whole system– but, as said earlier, such long-term outcomes seem to have no part in current government thinking.

 

(b)     Convenient claiming of rebates:  We agree that this is superficially an excellent improvement for patients – but only superficially.  There is no cap on the cost of a consultation; GPs have been claiming for years that their incomes are inadequate; already most of us live in a community where a doctor charges around $35 for a consultation; in spite of the rhetoric, we are not likely to witness GPs fighting each other for the privilege of looking after a rural community or some other community currently difficult to service, so the competition chestnut cannot even be invoked.  There has to be a mechanism that covers two aspects of this provision: a capping of fees and the regulation / accountability of doctors to ensure that there is no increase in the numbers of practitioners who push through their patients rather than take adequate time to treat them.

(c)   The safety net:  This clause is obviously the most contentious of all the provisions, proving the stumbling block to the Bill’s passage in the Senate.  The sums of $1,000 and $500 appear high, especially for the “average” family or individual and, on examination, demonstrate the gross exaggeration of the government’s claims of the millions who will benefit from this provision.  If those figures were honest, most Australians would be spending the bulk of their lives at a doctor’s surgery – remembering that this safety net is applicable to health care OUTSIDE hospital; and it does not even cover the young family’s booking fee for a birth.  So much for the rhetoric about improving our fertility rates.

 


It appears that in truth about 200 000 families, at the most, will benefit – and a person has to spend these sums of $500 or $1 000 even to get on the net.
 

(d)  Substantial increase in numbers of doctors and nurses:  why are we planning to
 recruit nurses when Australia has so many who are not in their profession?  Why do governments, both Federal and State, not think big and really improve the pay and conditions for nurses?  For too long, government – and community – have relied on their goodwill and sense of vocation instead of valuing their dedication and commitment in terms that are applied to all other aspects of our lives – “the bottom line”, that is, in commercial terms. 
 

If there is to be an influx of doctors from overseas, from which countries is it intended they be poached?   

HOW does the government plan to achieve this recruitment both of doctors and nurses?  The package is somewhat short of detail.  Within Australia, the increase in training places announced in the “first” Medicare package was done without any consultation with those institutions which are supposed to run the courses.  Has  anything changed?  Other areas of concern on this aspect are the numbers of  students currently training who have no interest in pursuing the career of GP; and the number of years taken to train a GP to handle the medical care of a community – often estimated at 12 years.  The comparatively recent innovations of internet consultations have positive aspects, but rural communities in particular are still offering big money to entice doctors, not always successfully.
On the other hand, the concept of “Practice Nurses” is being implemented successfully and, pleasingly, seems to involve a high level of cooperation of the Federal and State levels of government – nurses sharing their work time between a local practice and the hospital.
(e)  More doctors for people in aged care:  Again, a worthy and politically appealing
clause, but from where are these doctors to come?  The concept of better doctor     access for our aged people being announced as an incentive for the acceptance of this package is an indictment of our current treatment of and attitude to the aged.
 

In conclusion, we remain concerned that MedicarePlus will not lower the workload of the Accident and Emergency Departments of local hospitals; that it will not be particularly successful in attracting GPs to hard-to-service areas and, above all, that it is most unlikely to save Medicare and bulk billing in the long run.  Its provisions do not bear close analysis; they read like motherhood statements rather than a serious attempt to solve the problems of a health care system that has been deliberately run down.
 

We wonder what value the average citizen receives for his/her mandatory Medicare levy; we also question the value of private health insurance.  The provisions and benefits of this latter have been steadily eroded.  There appears to be a need for a probing investigation of the management of funds – they continue to seek government (taxpayer) subsidy far too often; they return minimal benefits to their members; and are propped up by the rebate that many argue would be much more effectively spent on direct help for public hospitals.
 

An appealing picture of effective change that could help our health care system would involve cooperation not competition at federal and state levels; a focus of governments at both levels on the their constituents as complex human beings rather than as one-dimensional creatures whose sole function is to re-elect; the breadth of vision and the political courage to make major changes instead of “tinkering at the edges”; the wisdom of governments to envisage Australia and its health needs in twenty years, not at the next election; and the recognition and memory of what most politicians tell us before they are elected: that they are standing in order to serve the electorate and that it is taxpayers’ money they are administering, not their own.  We deserve a universal, strong health system that looks after the less able and supports a viable public hospital system.
 

Another angle, but certainly in our opinion, not a separate matter, is the question of why dental treatment is not included in bulk billing and Medicare?  If we have bad teeth, we have bad health.  The two are inextricably linked physically, why not within our Health system?
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