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Committee met at 9.10 a.m.
CHAIR—I declare open this public hearing of the Senate Select Committee on Medicare, and
welcome everyone here today. As most of you would be aware, the committee tabled its first
report, entitled Medicare: healthcare or welfare?, on 30 October last year. That first inquiry was
a general investigation of Medicare and the Australian health care system, focusing in particular
on the government’s proposals to reform Medicare contained in the A Fairer Medicare package.
In early November the government released a revised set of proposals. To properly assess these
proposals and the extent to which they address the problems in Medicare, the Senate
reconstituted this committee on 20 November 2003, with a reporting date of 11 February 2004.
The committee’s terms of reference call for an examination of three particular issues: the
proposed safety nets, the $5 incentive payment to bulk-bill services for concession card holders
and children under 16 years of age, and the work force measures contained in the government’s
proposals. Because of the more limited scope of this second inquiry and the short time frame, the
committee decided to hold only 1½ days of public hearings. To maximise the value of this time,
we have structured the proceedings into a number of panel discussions. In running today’s
proceedings, I am hoping we will have an orderly, free-flowing discussion. I do not want to put a
stopwatch on speakers but, to make sure that all participants are able to contribute, I encourage
shorter rather than longer contributions.
These proceedings also differ from the usual format of Senate committee hearings, in which
senators formally question witnesses. Today we are here principally to both participate in and
listen to the discussion. Nevertheless I remind everybody that, as a formal committee activity,
these proceedings are covered by parliamentary privilege. I and, I am sure, all my colleagues
look forward to hearing your comments and the discussion today.
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[9.12 a.m.]
DEEBLE, Professor John Stewart, (Private capacity)
DWYER, Professor John Michael, Chairperson and Spokesperson, Australian Health Care
Reform Alliance
HALL, Professor Jane, Director, Centre for Health Economics Research and Evaluation
McAULEY, Mr Ian, Lecturer, Public Sector Finance, University of Canberra
WALKER, Ms Agnes, Principal Research Fellow, National Centre for Social and Economic
Modelling, University of Canberra
CHAIR—Information on parliamentary privilege and the protection of witnesses and
evidence has been provided to you. In a moment I will invite each of you to offer some
introductory comments. In view of the limited time available I would ask that you keep these
comments to somewhere around three to five minutes. After that, I will open the floor to
discussion. Mr McAuley, can I ask you to begin?
Mr McAuley—I will certainly keep my comments brief. I assisted the Australian Consumers
Association with their submission, but today I am speaking independently as an academic,
although I do not think our views differ much. Martyn Goddard will be appearing later to speak
to that submission. In the research for that submission I do not think there are any surprises, but I
will go through the four main points. Firstly, we found that while the rebate for item 23—the
indicator item that we generally use for a short consultation with a GP—has kept up with
consumer price inflation it has not kept up with average weekly earnings. If there is a principle
of comparative wage justice, I think the view of the medical practitioners that they have been left
behind is quite reasonable, and that of course is not making any adjustment for practice costs, if
indeed they have moved in a real sense.
There is a limited amount of data as to how practice costs have moved. Certainly I can sum
that aspect up by saying that, in relation to average weekly earnings, over the 1990s when real
incomes for most Australians in work did rise the real incomes of medical practitioners certainly
did not rise if they were sticking simply to the Medicare rebates. But the gap there is in the order
of $5 to $7 depending on which indicator of average weekly earnings you use. It is certainly not
as high as the $15 or so which is often talked about by the profession. That is not to say that that
is wrong. There may be cost factors in there that do justify a higher rate, but I am certainly not
aware of them and there is not a good set of data on cost factors.
Secondly—and this is what did surprise us—we found that the greatest driver of the fall in
bulk-billing, simply by correlation analysis, was supply. Thanks to the Health Insurance
Commission we have a fairly good time series by seven states and territories—we have left the
Northern Territory out because that was somewhat sui generis—of several years supply and rates
of bulk-billing. We found that what seemed to be driving down the rates of bulk-billing was the
fall in supply. There was a very strong correlation there. As supply fell—in other words, as the
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number of doctors per thousand of population fell—the rates of bulk-billing fell quite strongly,
and that is in the ACA’s submission. That has not gotten a great deal of publicity, because I think
the conventional wisdom is still that it is very much about costs and comparative justice—that
bulk-billing has fallen simply because of the lack of reimbursement.
Thirdly—and this is very much speculative—is the question whether there is some natural
floor. A lot of people are asking for the number: where will bulk-billing fall to with the
government’s package or any other package if there is no intervention? I do not know that there
is a floor. It is something that seems to collapse in certain regions. In earlier examination for the
ACA—and we did not submit this to the Senate, but we could easily make it available to the
secretariat—we looked at bulk-billing by electorate. It is data which is readily available to the
Senate. A couple of electorates in the country are down to 30 per cent and there is a big batch at
40 per cent.
I cannot see any logical reason for there to be a floor in the level of bulk-billing. Perhaps there
will be the occasional highly dedicated general practitioner who will bulk-bill all patients, but
you can imagine the tremendous pressure they would be under if they were the only person in a
region bulk-billing. So it seems to unravel. If there is a good supply or an oversupply in a certain
area, bulk-billing will hold up until perhaps one or two key or focus practices stop it and then
other practices stop it. It is not something that falls steadily; it collapses. You will be well aware
of that with the steady build up of bulk-billing over the years and the very sudden decline when
we look at national figures.
The other aspect of course is health care price inflation. I think there will be others speaking
on that. But certainly as an economist my major concern is about open-ended subsidies. Initially
of course that was to be financed through private insurance which has got extraordinary levels of
moral hazard. If funded through budgetary processes then we can always count on the
bureaucrats at Treasury and Finance to keep some sort of a long-term cap on it, but it still seems
to be extraordinary public policy to allow open-ended subsidies past the initial $500 or $1,000
payment. It does seem to be full of moral hazard.
In relation to inflation, we have noticed that as the rates of bulk-billing have fallen so too in
real terms quite significantly have the average patient contributions per medical practitioner not
bulk-billing. That has been going up at quite a strong pace since bulk-billing has fallen. So the
general original design principle of Medicare seems to hold—bulk-billing was a mechanism to
preserve or to attain some degree of price control in a market where there really were, and
probably still are, no other practical means of price control for amelioratory services.
Prof. Hall—I will start in the same sort of area that Ian did, which is to try to identify what
the problem is here. This is being driven by the observation of rapidly falling bulk-billing rates
and also reported problems of access to bulk-billing and, indeed, to general practitioners in
certain areas. I think it is useful to keep that as the problem in mind. We have also looked at the
factors that influence bulk-billing rates and we find two factors to be statistically significant.
One is doctor numbers and the other is the income of the region in which the doctor is practising.
It certainly seems that doctors are charging what the market will bear, and in richer communities
they are able to charge more than in poorer communities. It would seem to me then that the
particular problem we are facing is probably not so much about welfare people paying more but
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in those poorer areas where there are not sufficient numbers to drive competition on prices. So it
is about people who are really facing financial barriers who cannot afford to access doctors.
So what difference will the $5 increase in bulk-billing rates make across these areas? If we
look across the data on what the average copayments are at the moment, we see that the
electorate data shows that they range from about $8 to about $22. That suggests that for those
practices that are already not bulk-billing $5 does not sound like it is going to be enough to
throw a lot of them over the line. One of the problems in the area—and we have commented on
this before—is that there is no such thing as an average general practice. There are all sorts of
different styles of practice with numbers of practitioners practising in different areas with
different attitudes to bulk-billing and so different practices will react differently. Certainly it
would seem to me just on those data that the $5 additional rebate for bulk-billed patients is
unlikely to reverse current bulk-billing rates, though it may do something to change things on the
margin to halt the decline. But it is not possible to model that without practice-level data.
What we are seeing I think through this policy is substantial new funds being directed towards
general practice, and it has moved away from targeting high-cost areas or particular practice
types. Indeed, much of the money—the additional $5—will actually go to established practices
with high bulk-billing rates, because that rebate for those concession card holders and children
will go up. It seems to me to be a lot of money without any other requirement around incentives
for improving general practice or some sort of restructuring. Really, what is key here then is
what happens on the work force side, as it is doctor numbers that are so important in driving
prices. We have seen in the past that simply increasing the supply of general practitioners has not
been enough to redress those problems of shortage in the outer urban and rural areas. Indeed, we
have seen in the past that the increase in supply has in fact led to larger differentials between the
well served areas and the underserved areas. Clearly, the current policy response to that is
around bonding overseas trained doctors and bonding medical students. I guess this is really a
short-term strategy—the bonds are for six years. What happens at the end of that period? Will
that have a permanent effect in terms of encouraging people to stay in those underserved areas? I
do not think we know that yet but we could certainly look at some other areas of the work force
where bonding has been tried.
Finally, I want to make a comment on the safety net proposals. Safety nets are needed where
we are going to accept high reliance on out-of-pocket payments. It is important to note that the
safety net proposals still include a copayment for the patients. That becomes quite difficult. I
draw your attention to the 2002 Commonwealth Fund survey of sick adults in this country. Of
the people who were surveyed, 16 per cent reported that they do not get medical care because of
the costs. Perhaps even more importantly in terms of the safety net, if we think about the
Pharmaceutical Benefits Scheme, which operates on relatively low copayments and good safety
net provisions, 23 per cent of people reported that, because of the cost, they did not fill
prescriptions.
CHAIR—Thank you. I now call Professor Deeble.
Prof. Deeble—You have received my submission.
CHAIR—And thank you very much for it.
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Prof. Deeble—I will speak very quickly to it. I will also comment on a couple of points that
Jane and Ian have raised. I am not nearly as mechanical in my interpretation of what drives bulkbilling or anything else. I know that economists like to go back to the principles of economics
and say that if the you increase the supply then the price will drop. I do not believe that that
always holds. I think the level of bulk-billing—and this is from experience over a very long
time; it runs back for 40 years or so—was partly a set of expectations that the doctors had about
what the government might do to them if they did not bulk-bill and a set of expectations about
what the patients expected.
The rise in bulk-billing up to 1996-97 was not associated with a rise in coverage and it was not
associated with a rise in doctor numbers particularly. The drop after that has not been associated
with those things either. It was a perception that the doctors had, which was also endorsed by the
relative values study, that they were underpaid. Whether or not they were underpaid did not
matter—they thought they were. The government encouraged a relative values study which
endorsed that perception and then did not do anything about it. I think that was a very bad piece
of public policy which was mishandled by the minister of the day—it is not necessarily the
minister at the present time but the minister of the day. You should not encourage confidence in
the outcome of an inquiry and then not give the participants the results of that inquiry.
It took a couple of years for the GPs—and this is my interpretation—to realise that that was
not going to happen and that if they wanted more money they better take it themselves. I think
all of the other mechanical explanations are interesting but they are not particularly relevant to
the argument. I do not think that if you flooded the market with GPs you would drive the price
down much at all. If you were to drive the price down much you would have to increase your
total outlays enormously because the volume would go up with the extra GPs. That is a different
interpretation to what the department holds and what a lot of my colleagues hold, but I think the
statistical associations are just an association—they are not an explanation.
For the general interpretation, I would agree with Jane and Ian that the $5 is not going to lure
back people who have reduced or ceased bulk-billing, but I think it will hold the proportion up.
Doctors in the metropolitan areas who have built their practices on bulk-billing will take that
extra $5 and they will be under great pressure from their patients to bulk-bill children under 16
because the government has virtually promised it. That is not irrelevant to the doctors’
behaviour. The government has put pressure on them and the patients will put pressure on them,
and I would expect the bulk-billing rate to hold in the low 60 per cent—I do not think it will hold
up exactly as at present. I think it will hold up the bulk-billing rate to some degree and slow the
decline, but I do not think it will persuade anybody who is not willing to go back.
There is a general problem. I read a lot of the submissions. The submissions say that, if the
amount of payment that the government offers is less than the gap that we can get by charging
patients what we think they can pay, then the logical extension of that is that the government has
to match whatever the doctors decide to charge. That is not necessarily true. But if they will only
bulk-bill if they get the same amount that they think they could get from patients then you might
as well give up Medicare, because it is completely untenable to go chasing any level of fee that a
doctor thinks they can get. I do have a concern about the development in the last year or so of a
general perception amongst doctors—GPs and specialists—that they can charge what they like.
That has nothing to do with the economics or the supply and demand situation.
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I have given most of my attention to the safety nets because I have been around long enough
to remember safety nets in the 1960s. I am appalled to find that a system which was one of the
main reasons why Medibank was introduced is now being put forward as the panacea for the
problems that are exactly the same as they were then. Safety nets can handle specific and
isolated incidents, but they are not an answer to a general, systemic change. The structure of the
safety nets that the government is suggesting is such that it is very unlikely that any family will
get into the safety net through GP visits alone. In my submission, I have analysed the
composition of the factors that might lead to getting into a safety net. About 70 per cent of that
appears to be overschedule charging. About 30 per cent of it appears to be high use. The safety
net is only minorly a compensation for high use. It is majorly a compensation for high doctors’
fees, and most of those high doctors’ fees are going to be specialist fees. So this is a safety net
under which the government undertakes in certain circumstances to pay high specialist fees—or
a very large proportion of them.
I am concerned about that as a principle which says: we cannot control doctors fees, so we
will just pay them at the margin in order to reduce the impact on people. My suggestion, as you
might have gathered from the submission, is that the entry level to the safety net should be
considerably lower than the government is suggesting, but the government should not be forced
to pay benefits above the scheduled benefit level. That will at least dissuade any government—
but it will not stop them—from simply freezing the benefits and letting the other fees rise so
everybody picks up a little bit through the safety net. The safety net is really very small. The
department has never said, in its submission or anywhere else, how it calculates this, and I think
you have every reason to ask for detail on that. But it is one per cent of the total Medicare
payout, and only about six per cent of what people are paying at present is what the government
is suggesting they will pay through the safety net—and remember that most of that will go to
out-of-hospital specialists.
Prof. Dwyer—Thank you very much for the invitation. I am glad to be here with you. I am
frustrated, as is my organisation. As those of you who have looked at our communique from our
health care summit at Old Parliament House last year would know, the process that we are going
through is fundamentally flawed because we are looking at Medicare as if it were an island in an
ocean of health care. We should be looking at a full, broad range of reforms that would improve
the Australian health care system.
Having said that, there is no doubt in my mind that this is a most important hearing for this
committee. Australians are looking for leadership here—and I have no doubt in my own mind
what it is that Australians want. In my daily life I am a consultant physician but I also run the
largest services at a major teaching hospital. I meet monthly with a division of general practice
that is 190 strong in south-east Sydney. So I am at the coalface. I believe I know what I am
talking about, and I talk to a lot of patients. I do not think there is any doubt, senators, that our
health care system is at a crossroads. One of the paths that we could take, which I am absolutely
convinced that Australians want, with your leadership, to pursue—and I am happy to talk about
some of the data if you want—involves a sweeping reform of our health care system. We are all
sick to death of the fighting between federal and state politicians about health. We are sick of
reading about hospital crises in the paper every morning and hearing about the Medicare crisis,
not having enough doctors and work force issues. The Australian public want the problems
solved. Health professionals, informed consumers and my colleagues are not short of policy.
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On this path that I think Australians want you to pursue—and help us to pursue—a crucial
issue is that Australians have become very comfortable, in fact it is part of our Australianness,
with health care as a social justice issue. We like universal insurance. I am very happy, if I am
well, to have my tax dollars helping someone who is not well. I do not like—and nor do the
majority of Australians—to think that personal finances might have anything to do with
determining your health outcomes if you are unfortunate enough to become sick. The path that
we take should end the quite distressing socioeconomic situation occurring at the moment, where
there is no doubt that poor health outcomes are related to poorer socioeconomic circumstances.
In the western part of Sydney, you are five times more likely to die prematurely of a preventable
disease than you are if you live on the north shore. This is a wealthy country with a huge surplus.
There are lots of policies to fix this—and we are not fixing it. We need to solve that problem. We
need to solve the work force crisis. We need to recognise in Australia that there are working poor
out there who seem to fall between the gaps. Doctors know this. We meet patients—and both
mum and dad are working—who have only $10 between pay packets. They take two kids with
asthma to a GP and have to pay a larger copayment. This is a major problem. So this is one
pathway which I think we need to go down.
The other path, which I believe the government are taking us down, moves us far away from
socialised medicine. Recognising the relative values study in terms of Medicare, the government
are, as I read it, saying, ‘We know that GPs have to earn more money but we are not prepared to
continue to use taxpayers’ dollars to pay the bulk of a fair remuneration for a GP.’ We are going
towards a user-pays system with a safety net for the government’s definition of who needs a
safety net. Sickness will become a financial burden for the individual—apart from just having to
deal with the sickness itself. Our contention is that that is not fair and that is not cost-effective.
At the heart of this issue that you have to debate and think about, I believe, is this: the
government are almost exclusively focused on the mechanism of how they are going to pay GPs
and what they are willing to pay them. We have heard comments from my colleagues about that.
What we should be concentrating on is: what is the nature of the primary health care that
Australians want, need and can afford that improves our health care system and improves
outcomes? What do we want to happen when a doctor closes the door and sits down with a
patient at his surgery or, increasingly less commonly, in the bedroom at home? We want a quality
service that actually positively influences health outcomes. The way we structure and finance
Medicare should be about making it more likely that a quality health outcome will be achieved
by the dollars that we spend. We really should be sitting back and asking: what in 2004, in the
modern Australia, do we want from our primary health care system? We want more than we are
able to get from most GPs at the moment.
There was a flurry of publicity before Christmas about how much GPs earn. Say a general
practitioner is earning $150,000 a year, which different people might decide is enough or is not
enough, the question we should be asking is how that GP is earning that $150,000. Is it earned in
a way where the health outcomes he is achieving from his interactions with his patients is spot
on and spectacularly good and we are getting improved health and solving these socioeconomic
problems, or is it earned by volume—by churning people through—so that he can have enough
money to look after his family the way his training and responsibility makes him think he should
be able to? That is the question.
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I was talking about this issue on the radio before Christmas. Afterwards a GP from Port
Macquarie called me. I think his story summarises the real essence of what is going on here.
This guy had been serving self-funded retirees in the Port Macquarie area for 20 years. The
investments of his retirees were not going well and, for three years, he had not put any additional
money in the bank. He said he could not but bulk-bill these people because they just did not have
the money. He had tried to shorten his consultation times and found that the satisfaction of his
patients and his own satisfaction was falling off markedly. His best friend in the building where
he works was the local undertaker, who offered him a partnership in the business which would
double his income. His wife and his family said, ‘Take it;’ he has taken it, and he has left the
medical profession. He could not do a quality job on bulk-billing his patients, which he felt he
had to do.
We need to pay general practitioners enough for them to offer us this quality service, and in so
doing we can ask more of them. I think that in any reform agenda we would be moving away, as
other countries are doing, from a fee-for-service basis for primary care. In the long term, that
uncapped situation is just not a viable mechanism. Better job satisfaction is happening in
countries where GPs are being offered contracts or the equivalent of employment with an area
health service. Of course, in any reform agenda we would be moving in that direction but, since
we do not have the leadership at the moment that would allow us to address the reforms we so
urgently need, we are stuck with the current situation.
There are numerous testaments in the submissions of the average GP charging a copayment of
about $13.50. If we do not make the majority of that available through Medicare, we are going to
develop an even greater two-tiered system where those people would have to be bulk-billed
because they cannot pay. We heard from Jane about doctors working in poorer suburbs: they are
going to try to maximise their income—they are going to feel that they have to do that—by
offering a lesser service, in terms of quality and time available, to people who need more of the
doctors’ time and expertise than those in the richer suburbs.
On the concept of solving the problem by flooding the market with doctors—often overseas
doctors, many of whom are excellent but there is many a problem in terms of knowledge,
training and cultural sensitivity—to force doctors to keep their prices down, this completely
moves us away from the concept of the quality we want from the individual doctor and their
interactions. If they are forced to charge very low rates for an occasion of service, you are not
going to get the time and the quality that produces the health outcomes. There is plenty of
scientific data showing that the length of time of a consultation affects the outcome—surprise,
surprise!
As we get a chance to talk to you and the government and continue our dialogue with Mr
Abbott—my organisation met with him before Christmas, and he has welcomed further
dialogues—in my dreams the government would actually say, ‘It’s an election year. Health is
going to dominate the domestic agenda. Yes, there’s a better way of doing this. This is a flawed
process. We really do need to get back and ask those questions about what we want from
primary health care and how we integrate it horizontally with our hospital services. We’ll
withdraw this legislation, go back to the think tank and come back with a really good policy for
the Australian people to digest.’
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If they do not, I strongly believe that the Senate should reject the safety net legislation—not
that a safety net is not better than no safety net—along the lines that we would help explain to
the Australian public that this is a flawed mechanism and that you need a safety net when there
are jagged rocks below. Let us get rid of the jagged rocks of Medicare and we will not need the
safety net. We will help you explain to the Australian public as to why you are just not happy
with any of this and want to go back to the drawing board. In rejecting this, the Senate would be
really forcing the government—because without the safety net the policy would be so
unpopular—to go back and do what Australians want; that is, to look at the reform agenda that
would really move our system forward and give us the quality outcomes for health that we
deserve and can afford. Thank you.
CHAIR—Thank you, Professor Dwyer.
Ms Walker—At a previous hearing of this inquiry, I mentioned that NATSEM was doing
research that was relevant to that part of the inquiry, which was basically on private health
insurance and the hospitals part of the health sector, and the committee made a recommendation
in its report, recommendation 11.1. This work has now been completed—in December—so I
have three conference papers to be submitted to the inquiry on that.
CHAIR—Thank you.
Ms Walker—The question is: what is the relevance of it all to this particular MedicarePlus
inquiry? First of all, there are very strong linkages that exist between the sectors, which is what
Professor Dwyer was talking about. One obvious example is that patients who cannot afford the
contributions that doctors are charging have been flooding the emergency sector of hospitals. In
our analysis—we looked at very detailed data over four years—we found that in public hospitals
actual usage has gone down as far as inpatients are concerned but there has been absolutely
massive growth on the emergency side of it. Is that an efficient way of delivering GP services?
That is one question which comes out of it. I did not see that mentioned in the department’s
thing.
The second point that I would like to make, in terms of relevance of what we have done, is
that we have carried out some distributional analysis on service usage by socioeconomic status.
We measured that at the level of individuals rather than at the postcode level. There were strong
indications, moving again over a four-year period, that we were moving towards rich people
having a better deal in the system than poorer ones, and that does not look terribly good. Just
thinking about the MedicarePlus package, I have listed some areas that I really think are worth
mentioning. One thing that really concerns me is the open-endedness at the patient contribution
end, at the subsidy end of the Medicare one, with pharmaceutical benefits. There is some sort of
system of control over it but there seems to be nothing in the proposals here that will actually
look at whether some poor people can keep affording that system, especially if you take away
the free sort of loophole whereby they can go to public hospitals. So I think open-endedness, as
Ian McAuley said, is a very important issue that we should discuss.
Another important thing is the impact on the other parts of the system. While we found that in
public hospitals usage declined, in private hospitals—and this is for inpatients—it increased by
an enormous amount. All the diagnostic testing things and other things that the department talks
about in its submission for specialist GPs also come up in the private hospital growth sector, so
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this is the area that is picking up. Again, very little is known about that. When we worked with
our colleagues in New South Wales on the hospitals data, it was not very clear even if it was
comparable, given the way they were measuring inpatients and outpatients, so I got very
confused when I read the department’s submission as to what ‘outpatient’ means. It seems that
private hospitals have an incentive to classify people as inpatients—they put day surgery in; the
public ones do not—so we do not even have the data to properly look at it. I think it is terribly
important to actually see the impact of what this sort of package actually has on the rest of the
system.
I have one more comment in relation to the safety net. The safety net is only there to stop
people who are really sick going totally bankrupt, which is good. The work we have done on the
pharmaceutical benefits safety net—and I think it would be similar to the Medicare one—shows
that people who have concession cards tend to be reasonably well protected; it is the people who
have just missed out on getting a concession card who are pretty badly off. We managed to do an
analysis of pharmaceutical benefits and had a look at after-tax take-home pay—therefore, taking
into account family benefits and various other things. The proportion of the take-home pay spent
on PBS drugs for the poorest part of general patients was drifting up towards 10 per cent. That is
a hell of a lot. Again, the data we have does not tell you how much they paid for PBS-approved
drugs which are below the copayment, which has been growing as pay increases. So it would be
well over that level. It is very hard to do, but I would very much like to see somebody bring it
together to see how much people are paying out-of-pocket per family for their total health
package as a result of their after-tax take-home pay.
CHAIR—Thank you very much, Ms Walker, and to all of the contributors this morning. A
range of issues have come out of those contributions. Could we start by going to the issue of
bulk-billing rates. Professor Deeble, you say that bulk-billing rates will go to around 60 per cent.
Bulk-billing is generally being afforded to people on concession cards now. I am not sure that is
being given to children under 16. The incentive that is being paid seems to me being paid for
those people who are currently being bulk-billed. I would like your comments on whether or not
that will actually change doctor behaviour. What will it do to the bulk-billing rates and for those
people, as Ms Walker commented, who do not have a concession card? Professor Deeble, would
you start the discussion.
Prof. Deeble—It depends on whether you think that preserving the bulk-billing rates in the
areas that are already bulk-billed is an equally important objective to raising the bulk-billing
rates in areas that are not bulk-billed. I actually think that there is some virtue in maintaining
bulk-billing rates in those areas that already have it, because from an insurance point of view, not
a welfare point of view, bulk-billing is better insurance—it covers the cost better. Not being
bulk-billed leaves people to bear some of the risk themselves, and that is bad insurance—or less
good insurance than bulk-billing. Therefore, keeping bulk-billing rates as high as they
reasonably can be in those areas bulk-billing is worth while—I think it is worth the money.
It is only a judgment—because you would have to be the Almighty to know what is in the
doctors’ minds—but I think that doctors in the metropolitan areas who I do not believe would
have maintained their bulk-billing on the previous $1 offer will maintain their bulk-billing on the
$5 offer. It is a significant enough amount: it is $15,000 a year or more. Well, it is more than that
if you were a 100 per cent bulk-biller: it is 6,000 services times $5, and that is a lot of money. So
for a 100 per cent bulk-biller or something like it, it is a fairly substantial increase. Sorry, I am
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not quite right about that; it is actually 60 per cent of that because it is only 60 per cent that you
go to. So it is about 60 per cent of $30,000, which is about $18,000 a year. I think the doctors
would take that.
Prof. Dwyer—There are a couple of issues about bulk-billing. I suppose it is impossible
because of everyone’s different background to answer the question: how much should a GP in
our society earn? However, if you take the relative work value study and you think of how much
you last paid the tradesmen who came to your house or the repairman to fix your TV, $44 for an
occasion of service for most skilled tradespeople, let alone professionals with enormous
responsibility, is not an enormous amount of money.
But why is it so important that we continue to have high bulk-billing rates? There is the social
justice issue: we do not want sickness to become a financial burden; we like to self-insure each
other; we do not want to have any disincentives that keep people from going to the doctor when
they should and from taking their children to the doctor when they should. The World Health
Organisation has very excellent figures around the world which show us that prevention is very
cost-effective. We have just done a survey in my hospital looking at all the geriatric admissions
to the hospital over the last year—which have cost the hospital a lot of money, let alone the
suffering involved for the people who have to be admitted. This is a burgeoning crisis in
Australia. Sixty per cent of those admissions could have been prevented if earlier interaction had
occurred. In other words, the people were not perfectly well 24 hours before they came into the
hospital.
But the system is not allowing our general practitioners to intercede early enough in many
situations, because they are stuck in their surgeries seeing five to seven patients an hour to try
and make ends meet. Bulk-billing is terribly important, even for wealthier Australians, because
there is a phenomenon that I see with my own patients where, even for people who probably
would not be financially disadvantaged by paying $15 or $20, it can be a disincentive to go
down and get check-ups and the like. We are dealing here in Australia with enormous costs
associated with preventable diseases that do not produce symptoms, like osteoporosis, heart
disease and hypertension. It is costing the country a fortune in our public hospital system looking
after people who have not had the benefit of interaction earlier. As I say, the whole financing of
Medicare should be concentrated around achieving the health outcomes that we want that are
cost-effective and fair and do not discriminate against the sick and the socioeconomically
deprived.
Mr McAuley—What we are all saying is that there is no generalisation about the behaviour of
medical practices. There are perhaps some surprising things about the relationship with income.
Within cities certainly, the lower income areas have higher rates of bulk-billing. To that extent
the $5 will probably continue to support what is already happening. So, if you were looking at it
purely as a cost benefit incentive notion rather than an equity notion, you would say that it was
money down the drain. The other income relationship, though, is very complex. The relationship
between levels of bulk-billing and income is not linear. Bulk-billing is highest in those outer
metropolitan electorates which have reasonably high incomes—they probably also have very
high needs—but it is lowest in the very poorest electorates, the country electorates in particular
and the provincial cities. There it is very hard to see, given the very low supply, that there would
be any significant boost to bulk-billing, even if there are these minor increases in supply. I
certainly take into account Professor Dwyer’s comments that we are not necessarily going to get
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quality supply. Some of these poorest electorates are so dispersed that, even if in one centre you
suddenly get another GP and a 10 per cent increase in supply, you are not going to get that
having much effect on practices 200 or 300 kilometres distant.
Prof. Dwyer—Could I just point out very quickly, to back up what Ian was saying, that if you
live in the country of New South Wales, if you live out in Bourke or any regional country area,
the added longevity that the rest of us in cities have gained over the last 100 years is reduced by
between five and seven years. People do not live as long in country towns as they do in cities.
This is clearly related to the quality of the health care service available to them. If you live in the
country you pay a little bit of a penalty. You are always going to, but this is too much.
Prof. Hall—I think that the problem of city and country—just to make it very polar; and I
know there are more gradations than that—is not just a bulk-billing issue. It is not something
that has just arisen in the last few years. This disparity between the country and the city has
always been a feature of the Australian health care system. It seems to me that to get focused on
that as the issue of what is driving this current debate is looking at the wrong problem. There
certainly is a problem there, but it is not around just bulk-billing; it is around a whole lot of other
issues.
Prof. Deeble—I agree. Canada has the same problem. I was in Russia in the old days, the
eighties, and even the Russian state could not drive the doctors out into the rural areas—they
were working in Kiev, but they would not go out there. That was a system that had everything
available in its power.
Senator HUMPHRIES—Was that Siberia?
Prof. Deeble—There may not be many patients there!
CHAIR—Ms Walker, did you want to add anything to that?
Ms Walker—No.
Senator KNOWLES—I would like to ask all the participants about the bill that is before us.
Professor Dwyer has made his position fairly clear—maybe for a whole range of reasons—but to
the rest of the participants: would you like to see this particular piece of legislation that extends
the concessional safety nets passed?
Mr McAuley—At this stage no, even though it is obviously an improvement on the earlier
bill. It is still another step towards redefining Medicare as a welfare program. We tend to forget
the difference between welfare benefits and welfare intention. Medicare has huge welfare
benefits, but it has those partly because it is a very low-cost social contract. We find that the
households in Australia that are in the highest 20 per cent income range receive from the
government about four per cent of their equivalent income from health care benefits; the very
lowest receive about 134 per cent—in other words, their health care benefits are greater than
their private income. So the universality of Medicare has been a low-cost way of enforcing a
social contract. If that social contract breaks, if higher-income households no longer feel part of
the system, they are not going to feel so happy about paying their taxes to support the poorer
households. Fred Argy has a very nice term: downward envy. I fear that redefining health care as
MEDICARE

Monday, 19 January 2004

Senate—Select

MEDICARE 13

a charity rather than as a universal shared good carries that risk of downward envy and carries
the risk of losing the contact of higher-income people from the system. To repeat the point: yes,
higher income people get benefits, but those benefits come at a very low cost because people on
higher incomes generally have very good health and do not need to draw very much on the
system. But as long as they have a stake in that system, it will be maintained for all, so it is a
low-cost way of keeping that contract.
Senator KNOWLES—So you do not want any concessions given to anybody?
Mr McAuley—No.
Senator KNOWLES—Thank you. Professor Hall?
Prof. Hall—I do not think it is my role to say whether the legislation should pass or not. I
have not been elected by the Australian people and it should be a reflection of the community
and where it wants to go. My role is to try to throw up implications. We are at quite an important
point in the health care system as to whether we move into a much more consumer pays
environment, with more weight and financing coming from copayments and out of pockets in
one form or another—this country already relies quite heavily on out-of-pocket costs in terms of
overall financing—or we try to go the other way and ensure that more of the health care
financing comes from taxation or social insurance in one way or another.
If we are going to go for more copayments then we need a safety net, because we know that if
you have higher copayments then there is a group of people who will miss out on services that
most people feel they should not miss out on simply because they cannot afford them. So if we
are going for more copayments, of course we need safety nets; if we are not, we do not need
safety nets if we can rely more on government funding and the sorts of controls that go with that.
I think that is the issue.
I do not agree with Professor Dwyer that we need some sort of big bang reforms of the health
system, because I do not think they work. Every country that has tried them has ended up with
unhappy consumers, unhappy citizens, unhappy patients and unhappy doctors. But we do need to
look at improving the incentives and the structuring of the system to get more of what we want
through a much more incremental approach; otherwise, you just throw everything into chaos. It
would seem to me that this provides an opportunity to look at a whole range of issues around
general practice and how it should be funded. Those discussions can still take place whether you
choose to go for copayments or you rely on government finance.
Senator KNOWLES—Professor Deeble?
Prof. Deeble—Senator, you would know that I would rather have the government go with the
full insurance model, because I think the full insurance model—which means covering as high a
proportion of costs as you can—solves all the welfare problems at the same time. That is the way
I would hope the government would go. But if it did not—and I recognise that governments have
a right to choose their policies—you would know from my submission, if you read it, that I have
no objection to compensating people for unavoidably high medical use. That is the basis of the
present safety net; it was the basis of the Medicare safety net that was designed in Medibank. As
I said in the submission, there were always going to be some places where bulk-billing was not
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available and where perhaps access to public hospitals was not available. Those people may
conceivably run up bills because of high use.
But the Medicare safety net as it is now constructed—and as it has been constructed for 30
years, really—did not take into account and did not underwrite over-schedule fee charging. As I
said in the submission, 70 per cent of all the patient gap at the moment is over-schedule
charging, not high use. If you follow that logic, I would support an extension of the present
safety net which is related to high use. I would not support one which is an alternative to facing
the problem of high specialist fees. I agree that high specialist fees are a very hard nut to crack,
and governments do not really know how to do anything about that, but there must be a way of
getting to that or full insurance would become impossible. Either the benefit we will be paying is
too low or the prices that the doctors are asking are too high. There are really only two
alternatives. Putting that into a safety net seems to me to be a way of ducking that problem.
Therefore, yes, I would support a safety net and the extension of it for high-use people. That
safety net for high-use people could extend—and it does in the present safety net—into specialist
care, not just to GP care, but I am very reluctant to extend it into covering over-schedule fees just
because you cannot think of any other way of covering them.
Ms Walker—Like Professor Hall, I do not think I am in a position to make a statement about
whether or not it should be accepted but I would like to put a different angle on what is
happening here. A recent OECD study stated that health expenditures in most of their member
countries’ tended to outpace economic growth and that this forced governments to try to contain
costs. If you ever sit in Treasury or places like that, you would know it is a huge problem; it is
going up. Demand is there, people would like it, expectations keep growing and technology is
coming up, and there has to be some capping somehow. The OECD also said that nations have
searched for new ways to pass a larger share of the cost on to individuals, so it is not unique to
Australia. We are moving in the same direction. I see MedicarePlus trying to do that. It is going
more towards targeting rather than to covering the complete thing. Whether we like it or not, I
personally do not think you can get away with it, especially with a totally uncapped system. Who
is going to pay for it all?
Given that—and I have not done as much study as the others of MedicarePlus—if the bulkbilling issue, the $5 extra et cetera, is making sure that some of the people who could not afford
the patient contributions are not penalised or is helping the poor I would be for it, especially if
somebody also had a look at the impact of all that on public hospitals. Maybe the emergency
departments would become less burdened and people could get on with the proper job of running
an in-patient system. It is the same with the safety net: if somebody suddenly gets very sick,
even if they are rich or whatever there must be a limit to how much they can pay. So I think it is
a positive step in the direction in which I do not think we can stop going, given that the bulk of
the OECD countries are experiencing the same push to less from government and a bit more
from patient contributions. But for heaven’s sake make sure you do not get people falling
through the pockets, which is why the Medicare system initially came in—there were a whole lot
who were not protected. Provided the system protects most people who need it and does so when
they need it then I would be for it, yes.
Senator KNOWLES—The Medicare system—I have to differ with you—came in as an
ideological thing as opposed to the old system whereby people were either covered by the public
purse or had private health insurance.
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Ms Walker—I was around at that time. I am old enough for that—
Senator KNOWLES—Unfortunately so am I.
Ms Walker—and I still remember. My recollection—and I have not looked back at it—is that
it talked about a few million people who were not covered by insurance and sort of fell through
the system, which seems to be the problem with the American one as well. But I could be wrong.
Senator KNOWLES—The situation was very clear: people were either covered in the public
system or covered in the private system. Then the whole thing was turned on its head by this
utopian thing, this mythical thing, of saying, ‘The taxpayer will pay; it will be free.’ I think that
is why there is an expectation now that there has to be free health care. As Professor Dwyer said,
people do not baulk at the fact that they have to pay $65 for the plumber to come out. Then they
pay to get their DVD fixed and that is another $65—how they have paid for the DVD in the first
place might be another question. Then they pay the electrician, and so forth and so on. Why is it
that they will baulk at paying a $20 gap fee maybe three times a year? Three to five times a year
is the average number of times people visit a general practitioner. What is wrong with the
psyche? Why is your research dictating that people somehow think health should be free and
bulk-billed but it is okay not to have everything else free?
Prof. Deeble—Because there are really no great consequences if your DVD breaks down.
Senator KNOWLES—Oh yes there are! That is the first thing that will get fixed.
Prof. Deeble—It probably is.
Senator KNOWLES—That is the first thing that gets fixed. That is the psyche. That is
exactly what I am saying.
Prof. Deeble—Yes, but that is discretion.
Prof. Dwyer—There is no Medicare levy to help you pay for your DVD. Maybe one of these
days, if it is that important, there will be. But seriously, the big difference here is that through
progressive taxation, through indexing contributions to our income, we have a mechanism for
supplying a lot of dollars to provide us with a first-class health care system that overridingly is
equitable and by which Australia, the lucky country, is able to supply its citizens—or should be
able to supply its citizens—with quality health care independent of one’s personal financial
circumstances. That is ideological; it is a principle that I am absolutely convinced Australians
hold dear. Health is different. We in Australia do not want to have added to the burden of the
sickness itself a major financial concern, and I think that at the moment that is where we are
heading.
This would be good legislation if it removed disincentives for people to go to their general
practitioner and seek timely care. I do not believe it does. It would be good legislation and the
whole package would be good if it encouraged general practitioners to spend more time with
patients to get better health outcomes for them, and I do not believe it does. It would be good
legislation and the package would be good if it allowed general practitioners to move out of their
office and care for sicker people in the community in their homes rather than pushing a button
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and sending them to hospital. It does exactly the opposite. There is an economic model here of
cost-effectiveness but it all gets back to looking at what we want from primary health care that
gives us better outcomes, better health for Australians and, in the long run, more costeffectiveness whereby we get more health care from the available dollars.
Senator KNOWLES—I thought the government was putting in place measures to provide
more doctors and more practice nurses, which in turn would free up doctors’ time to provide
better health care. You have mentioned nothing about that. In broad terms, we are whistling
Dixie in a west wind by saying that we have to have free health care again. People do not
understand that the levy does not provide the full cost of Medicare.
Prof. Dwyer—Nothing like it, but our taxes—
Senator KNOWLES—Professor Deeble and I have had this discussion over many years. If
we were to have this so-called free system and full insurance and everything on that wish list,
has any research been done by any of you to show what the levy would need to be to provide
such a utopian outcome?
Prof. Deeble—It seems that we probably meet most of the demand for health services as they
now stand. As the health sector is now structured, if we were to remove charges altogether,
demand for present conventional services would not increase very much. That is curative
services. The others might wish to comment on that, but that is my belief. When Medicare came
in and insured the extra people, the demand did not increase. Something like 16 per cent of the
population came in and the use of services went up three per cent. So it brought in a lot of people
who were not users. They were not contributors either but they were not users. Therefore, it does
not seem to me that, if you were to move to free services for everybody, you would have very
much effect on the demand. I am not talking about any argument of social justice as to whether
everybody deserves to have this; it is just a question of fact. You could remove charges and not
make much difference to services. If you were then to introduce, under that umbrella, more
preventive services it may go up but, hopefully, there would be some offset on the curative side.
Senator KNOWLES—I am not talking about services going up. I am not talking about an
explosion of services if health services were free. I am talking about what it would cost in levy
terms should what has been partly suggested today be invoked.
Prof. Deeble—If it does not go up much, the levy does not need to change much—that is
unless you want to replace the tax contribution with the levy.
Mr McAuley—About three years ago I did some research on that. The research suggested
that, if the levy were raised by about 1½ per cent and part of what we already call general
income tax were renamed ‘levy’—another three per cent—there would be a total Medicare levy
of about six per cent but a rise of only 1½ per cent in the total tax take and there would be a
totally hypothecated health care system. Those figures need to be updated somewhat, but it
would not be a difficult calculation.
Senator FORSHAW—Or we could ask the question: what would be the cost of private health
insurance premiums if there were no Medicare system and we went back to the old system
whereby you are either privately insured or you are not? How much would the subsidy be from
the taxpayer to keep the private health insurance companies afloat?
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Mr McAuley—The answer is an even bigger motser. Senator Knowles raised a very valid
point about the average of five consultations a year—so what if it is five by $15, totalling $125?
Unfortunately, the average does not mean a great deal. That average figure is correct but many
people have one, two or fewer consultations, and many people have in the order of 20 or more.
They tend to be the poorer people. Quite frankly, the cost of subsidising—
Senator KNOWLES—But they are covered under this legislation. They have the safety net.
That is the point I am making.
Mr McAuley—But the other point is that, for people like me who have one or fewer
consultations, viewed in isolation, it is perhaps absurd that, if I go to a GP I should be subsidised
fully. But it is a very low-cost way of keeping me in the system. To an extent I am being tricked
by being given free medicine. That is a low-cost way of keeping me in the system and paying
my taxes to support the others. There is something of a deception in it, but there is in all such
transfers.
Prof. Dwyer—Could I respond to one part of Senator Knowles’ question? If we accept, as
many submissions to this inquiry have claimed, that the genie is well and truly out of the bottle
and that around Australia a copayment of $13.50 is pretty much average, the chances that GPs
will reimburse that for $5 is, as I think most of the knowledgeable submissions agree, pretty
unlikely. If we were to pay that $13.50 out of taxpayers’ dollars, it would cost a bit less than $1.5
billion per year. If you look at the total package associated with the safety net and the like and
you look at where Australia is with its economy, I would certainly contest that we could afford to
do that.
Others might wish to comment on this, but I think it has been remarkable that, in an uncapped
fee-for-service business paid for with taxpayers’ dollars, for many years—more than a decade—
we had extraordinarily high bulk-billing rates, only breaking down and accelerating when the
work values study, and reality I think, made it clear that we were not keeping up with the
payments that a GP needed to earn a fair remuneration. I think general practitioners in this
country have shown an amazing social conscience and a willingness to embrace bulk-billing
while the remuneration to them from the taxpayers’ dollars approximated a fair return. I have no
doubt that, if we pay $13.50 out of taxpayers’ dollars, the need for a safety net would disappear.
There are always going to be some doctors in an uncapped service that will charge you more.
But is it utopian, Senator Knowles, to ask that the standard—the quality of the care and the
interaction between a doctor and a patient—be the same whether that patient be wealthy or not
wealthy? That is a crucial social justice issue. If a doctor can only earn the same amount of
money as his friend in a wealthy suburb—he and his family are going to want to earn that money
because he has the same responsibilities and the same education and training—by reducing the
quality of the care he gives to someone and having more items of service that he sends to
Medicare, that is a two-tiered system. Is it really utopian in our wealthy country to want to avoid
that like the plague?
At the time that Mr Costello gave them a small tax cut and Senator Vanstone made her famous
comments, 79 per cent of Australians of all political persuasions said in two polls that I know of
that they would rather have seen the money spent on the health care system. The collective
buying power of that $2.5 billion or whatever it was would have more than solved the problems
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that we are talking about. This is philosophy, this is ideology that we are talking about here. I
think we need to be looking at what Australians want and what they can afford, but it is about
ideology.
CHAIR—We will move to questions from Senator Allison now.
Senator ALLISON—I would like to return to the question of safety nets and the role of
specialist costs in that area. There seems to be general agreement that we would be better off
without safety nets. The department, for instance, points out that 27 per cent of bulk-billing costs
represent, for GPs, 44 per cent of consultations but only 18 per cent of the cost to patients—I
hope that is clear. They say that specialist service is the big issue here, in terms of cost to people
and those who will end up in the safety net system. Doesn’t that suggest that the current lack of
competition is a problem with specialists? Is that why their costs are so high and seemingly
unable to be contained? You have all talked about the moral or economic hazard of open-ended
subsidies, particularly for specialists, more so than even GPs. How do we solve that problem
without safety nets?
Prof. Deeble—If you look at how competition works in the medical profession, you will see
that it does not work in the specialist area, because the specialist does not tout for patients. The
specialist operates by referral. The doctor who is referring refers on the basis of clinical
competence and very rarely on the basis of what that specialist charges. For general
practitioners, where the service is regarded by the patient as much the same, price is important.
For a specialist, price is not so important, because it is very much associated with the referral to
that individual doctor. Flooding the market with specialists is not going to lower the price even
as much as it would for GPs. I know that the Competition and Consumer Commission would say
that if we had a lot more specialists the price would drop. I am very doubtful about that, because
I believe that it is a fairly captive market and having a low price is not going to get you more
referrals.
Senator ALLISON—One of the submissions also points out that there are now fewer
outpatient consultations with specialists made available through the state governments. Are there
any figures on that? Do we know what the trends are with regard to specialist availability
through public hospitals? Another part to that question is: what difference has the expansion of
the private hospital system made to the availability of specialists through public hospitals or
through referrals by doctors to specialists out of hospitals?
Prof. Dwyer—In New South Wales, sadly, the number of public hospital outpatients with
specialists is falling, for a couple of reasons. I say ‘sadly’ because it is a service that is much
appreciated by the public. It is a great opportunity for learning and also for research. It is falling
away for a number of reasons. One is that we have a perverse incentive in Australian health care
agreements where hospitals are penalised based on their inpatient to outpatient ratio. The number
of overnight bed admissions and keeping that high attracts more federal dollars through the
Australian health care agreements than otherwise. This is one of the reasons why we are all so
upset about the last round of negotiations. In this day and age, when we are doing everything we
can to keep people out of hospital and have them cared for as outpatients, to have such a
perverse incentive—a financial incentive—for states to keep high overnight bed rates is totally
ludicrous.
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Public hospitals are increasingly saying, ‘We can’t stop people knocking on the door of the
emergency room; we have got to cut costs.’ More and more, they are trying to divert the costs of
those specialist public outpatient clinics to the federal government by cost shifting by either
sending patients to see doctors in their private rooms or, before the indemnity crisis hit, trying to
make every patient who went to a public hospital a private patient—arm’s-length referral so the
Commonwealth could be billed. Jane says that reform is too hard. There are fundamental issues
for reform here that I believe we cannot continue to avoid. We have got to try to end this costshifting business. You are quite right: it is most unfortunate that in the equity that we are trying
to achieve for people it is harder and harder—much harder than it was, say, 10 years ago—to see
a specialist in a public hospital, and we should try to reverse that.
Prof. Hall—But surely that does not matter if you can see the specialist somewhere else.
Prof. Dwyer—It does if that specialist is going to charge you are a lot of out-of-pocket
money; it matters a heck of a lot.
Prof. Hall—Yes, then it does.
Ms Walker—That is where patients come in.
Prof. Hall—But it is not whether it is in a public hospital or out of a public hospital; it is: (a)
whether you can get to see them and (b) what you are charged.
Prof. Dwyer—Yes, although, as I said, as an academic educator I think there are enormous
advantages for public hospitals to have those specialist clinics for research and teaching and
teaching continuity of care to interns and the like—all of these things that we are losing. It is all
about quality. Quality and safety, and not the cold economics of this and that, should be at the
heart of our deliberations.
Ms Walker—This is the area in the work we have done at hospitals that gets very murky, but
it seems to me like a hell of a lot of things that people got free before through the public hospital
system somewhere are now going out into that area that seems to be growing like topsy—what
one of my colleagues at New South Wales Health was calling the entrepreneurial private sector
area. I do not think what is happening there under Medicare is fully understood. It seems as
though people are now paying all these high prices for specialists whereas previously they could
get it free. Again, patient copayments are going up, but in an indirect way it is not as clear as
with the GPs.
CHAIR—I just make the point that we were to finish at 10.30. Our colleagues have been very
helpful here and, with your support, we will go for another 10 minutes. I know that Senator Lees
has questions. Senator Barnett has a quick question; so does Senator Forshaw. With the
knowledge that we have 10 minutes, can we try and cope?
Senator ALLISON—I have lots of questions.
CHAIR—I know. We could work all day here.
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Senator BARNETT—Professor Dwyer, you present today as an independent, objective
health academic, but you have also been vigorous and strongly critical of the MedicarePlus
package. According to the Senate documentation, you are the spokesperson for the National
Public Hospitals Clinicians Task Force. I understand that, in addition to that, you are paid by the
New South Wales Labor government for organising the public forums on health care which are
strongly critical of MedicarePlus and the Australian government. Can you clarify for the record
whether that is true?
Prof. Dwyer—I have absolutely never been paid a penny by the Labor Party in New South
Wales—or by any other government—to organise anything.
Senator BARNETT—What is your involvement with the public forums on health care in
New South Wales?
Prof. Dwyer—I have been invited to speak on various issues related to Medicare at a number
of forums, as I am hopefully trying to play a constructive role here. The last one that Ian and I
were invited to was a ‘save Medicare’ rally. We put forward our viewpoints, but there was no
financial involvement. There was nothing organised. I am not paid for that, Senator. I am rather
taken aback at the suggestion.
CHAIR—Senator Barnett, we have 10 minutes. Let us use it to the best advantage, please.
Senator BARNETT—I think it is a legitimate question. Your involvement then is just to the
extent that your views about MedicarePlus and health care arrangements in Australia are
strongly held?
Prof. Dwyer—They are strongly held, but, like many people, I do wear a number of hats. I am
a spokesperson for the National Public Hospitals Clinicians Task Force, an organisation of all the
hospital medical staff executive councils in Australia, and for the Australian Health Care Reform
Alliance—22 organisations of health professionals and consumers. We have had a strong
consumer and health professional focus on speaking as one voice about these issues, and our
communique from our health care conference, which I have attached to my submission,
summarises the views of all those people plus the 267 informed delegates who came to the
summit.
Senator LEES—Looking at your response to Senator Knowles’s question, I have also got
dozens of questions, but we are only going to be allowed one. Looking at the salvagability or
otherwise of this package, and looking specifically at outcomes for rural Australians—those
living outside our capital cities—we see that we have a number of measures in this package. We
have more doctors in training, we have overseas trained doctors and other payments et cetera.
How do you think we can improve this package to give better health outcomes for people in
rural and regional Australia? Or can’t we? Do we go back to something quite different? Do you
see any changes that can be made to this package to help rural and regional Australians?
Prof. Deeble—While the others are thinking, let me say that I think that rural and regional
Australia is better off with this package than it was with the last one, because there are more
directed programs. There are programs to recruit some overseas trained doctors—however
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practical that may be, but there is an emphasis on it. There is some support for practice nurses in
the rural areas, and that is a good move.
Senator LEES—Is that sufficient, or is that one of the areas that could be further boosted?
Prof. Deeble—My view, which was in the submission, was that just throwing more money at
them by way of higher fees was not going to do either of those things. That is, it was unlikely to
raise the amount of services that people got in country areas by paying the doctors a bit more,
and I think that the package is better for that. My view would be that you may not even be able
to do what is in this package, because of the constraints on the supply of doctors and nurses.
Putting more money out to it may not be a particularly fruitful way of doing it anyway. If you
want to retain people in the country areas I think you have to identify the reasons why doctors
are not in there—and it is not just money.
Prof. Hall—I think that is right. I think the reasons are not just money; the problems are about
getting the people out there. It seems to me that the practice nurses are probably going to be very
useful in the country, because we do not have the same problem with nurses in the country.
There are nurses in the country, whereas we have not got doctors in the country. If we really
want to solve the problem, we have to understand why doctors will go to the country and what
makes them leave. It may be about restructuring the service so that, instead of pushing them out
to be independent entrepreneurs—which is what general practitioners have to be at the
moment—they are in some more structured, or even salaried, service. My colleagues in the UK
tell me that the young doctors are very positive about salaried positions, because it gives them
the opportunity—
Senator LEES—Something like Commonwealth clinics?
Prof. Hall—Yes—or, if the Commonwealth did not want to do it, it could potentially be done
through divisions of general practice. You would have to change what they are allowed to do at
the moment, but you could set up something that became another agency that then took
responsibility for the sick leave, some long service leave, maybe some study leave—whatever it
is that those doctors feel they miss out on—and gave doctors the support that would enable them
to stay there. It may be much easier to do it through an organisational structure than just though
throwing money at it and expecting them to do it themselves, because clearly they do not.
Prof. Dwyer—It sounds like a reform agenda to me, Jane!
Prof. Hall—I am not against reform, John; it is the pace at which it is done and the disruption
that it causes. If we have got things that are working well, we should not upset them. We have to
improve what we are doing.
Senator FORSHAW—I have three questions, but I will try to keep it to two. It is interesting
to note that the government has decided to put forward the $5 additional payment—which pretty
much takes it over paying the full schedule fee for item 23 anyway, which is about $4.40—as a
separate $5 payment, rather than saying, ‘We’ll give you 100 per cent of the schedule fee.’ I am
not asking you to comment on that, but does anybody have any data or any comment to make
about the government’s proposal that says this $5 payment will be to concession card holders
and children under 16 who are bulk-billed, in the context of the fact that we have low rates of
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bulk-billing in regional and rural areas? It seems to me that it does not in any way focus upon
that. Does anyone have data about whether there are more kids out there in rural and regional
areas?
Prof. Deeble—Fewer.
Prof. Hall—Senator McLucas made the point earlier that a lot of people who would continue
to bulk-bill would benefit from raising the rebate for everybody; it is not focusing the effort on
just on one group on the margin.
Senator FORSHAW—I understand that, but there does not seem to be any rationale—and I
wonder if anybody could see any rationale—between that and the fact that one of the problems
people, including the government, are identifying is much lower rates of bulk-billing in rural and
regional areas. The payment is not directed at that sort of factor. The other question I want to ask
is this: the minister has announced that the government will bring in the $5 payment in
February—as I understand it, that is with or without the legislation. What do you think the
impact of implementing the $5 payment, which does not require legislative approval, would be
in the absence of the rest of the legislation being passed?
Prof. Deeble—I would think that it would do something to slow the drop-off in bulk-billing.
There will be a further small drop; we do not know the decisions people are making now. But I
think that would happen. The $13.50 that people pay will be uncompensated, as it is now.
Senator FORSHAW—It seems to me the government talks about this as a package but it is a
package that has a number of parts that at the end of the day even the government is saying are
not really necessarily interrelated as a package.
Prof. Deeble—If you follow the argument that I was putting before, the safety net is only
related to GPs in a minor way anyway. It has not got much to do with the GPs. It is linked in the
legislation; it is linked in the rhetoric; but it is not actually related. What would happen if you
did not pass the safety net would be that the $13.50 would not be covered. That is the present
situation. That is all. The present situation would remain. The government would, presumably,
be able to say that you had denied them the opportunity to improve the lot of people. I would not
go as far as they would about covering things but there are some suggestions which I could
discuss about how they might go about improving the safety net arrangements. But the result of
you not doing it would be just that.
Prof. Dwyer—None of us are GPs and none of us represent GPs, although the College of
General Practitioners is part of our Health Care Reform Alliance, but if you look at their
submissions and the majority of statements coming from divisions of general practice all around
Australia you see that the $5 clearly has been rejected by GPs as being totally inadequate to get
around what they see as the financial inequities associated with their experience, training and
practice costs. It is not going to solve the problems that we have surrounding the quality of
service the GPs can currently afford to give to poor Australians.
Senator FORSHAW—I understand that.
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Senator ALLISON—I would like, if possible, to pursue that point a little further. Mr
McAuley, you talk about keeping pace with wages and say that the doctors’ incomes have not
done that. Why is it, do you think, that the other payments which have been made for some years
now to doctors—practice incentive payments, to name just one—do not seem to be included in
what we regard as the incomes of doctors and do not get to be assessed in terms of their
reasonableness? Professor Deeble, you say that doctors have not been persuaded by governments
that they should contain their costs. Is that part of the problem: that the government has not,
firstly, come out and said openly, ‘We want to see increases in bulk-billing,’ and, secondly, said,
‘There are all these other payments going to doctors. Why aren’t they taken into account’?
Prof. Deeble—Yes.
Mr McAuley—Very quickly, I have to say we do not know, because we do not really have a
good time series on medical practitioners’ costs. We have a little bit in the relative value study,
true, but otherwise we do not have a good time series. There is also quite a bit of evidence that
while some of their extra payments have gone up there are quite significant costs associated with
some of those extra payments—particularly administrative costs. I would also suggest that there
is a reasonable amount of evidence around that productivity in medical practices could be
significantly higher. Some of that low productivity is simply poor management, which is
common in all small businesses, and some of it is because of legislative restrictions.
Prof. Deeble—In terms of what governments have done, governments have tried to have it
both ways—as you might imagine—ever since Medicare began. They do not want to say that
bulk-billing should be higher, because it might offend the doctors, and yet they want to say to the
public, ‘We expect it to be higher.’ You cannot have it both ways, but that is the politics. There
has not been a lot of government pressure on doctors, but there was an expectation, which I think
broke somewhere in the middle of the 1990s. I suppose I should be more explicit: they thought
that this government was not going to do anything if they did not.
Senator FORSHAW—Exactly.
Prof. Deeble—They thought that the other governments might have done something. When
there was no threat of any consequences from breaking away from bulk-billing, they did it. That
is why I do not think it has anything to do with the economics or any of those extraneous factors.
Senator FORSHAW—That might explain why the rebate could be going up but the bulkbilling rate could still be going down, which has been an argument that has been used to say that
there is no—
Prof. Deeble—The same thing applies to their treatment of the extra payments: (a) it is
convenient to leave them out, but (b) it does not enter their minds as a source of income. They
see it as something else altogether; do not ask me what they see it as. But they see their fees as
their source of income and they see the other things as some sort of ex gratia payment for being
good.
Senator FORSHAW—That is a good note to finish on.
CHAIR—I am just going to let Senator Humphries ask a very quick question.
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Senator HUMPHRIES—Thank you, Chair. I think I detected that some of the members of
the panel felt that there would be some inflationary effects of the safety net arrangements. I just
want to make sure I have got that right.
Mr McAuley—Yes.
Prof. Deeble—Yes.
Senator HUMPHRIES—In the first iteration of the committee’s work, it felt that there was
not a significant concern about inflationary pressures from the safety net arrangements. Are you
saying now that you think the committee—
Prof. Deeble—Did it say that? I do not think it did.
CHAIR—I do not think the committee did say that.
Senator HUMPHRIES—I will just quote one of the conclusions:
On the evidence presented, the Committee does not consider inflationary pressures to be a significant concern arising out
of the proposed safety nets.

CHAIR—The current safety nets as they were then.
Senator HUMPHRIES—The proposed safety nets. That is on page 92 of the committee’s
report.
CHAIR—Yes, but that was to do with the situation prior to MedicarePlus. That was to do
with A Fairer Medicare.
Senator HUMPHRIES—Yes, I realise that. That is the point I am making, Chair. The point I
am making is that that is what the committee found about the previous safety net arrangements.
So if you are concerned about the inflationary effects now, about MedicarePlus’s safety nets, are
you saying that you thought the committee got it wrong the first time around, or are you saying
that there are significant differences in the safety net arrangements here that put a concern back
on inflation that was not there in the previous arrangements for safety nets?
Mr McAuley—Had I appeared before that first committee I would certainly have said that
allowing private insurance would have had huge inflationary effects, because they simply pass
through money without controlling it, as public funds do. I will concede that there is a little more
inflationary pressure, however, when the threshold is brought down to $500. But, as already
explained, that is perhaps not to be overstated.
Prof. Deeble—I thought that it was very simple reasoning. If doctors and patients both
believed that nobody was going to be really hurt, because the safety net was going to look after
them, then there was no reason why the doctors should not just gradually edge fees up. That is
the experience in the in-hospital area, where gap insurance and rising fees have gone together.
The higher the coverage that is offered through gap insurance, the higher the fee eventually
becomes as more doctors switch. It is not that individual doctors change their behaviour; more
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doctors switch to a higher fee level. That is my concern about the present safety net arrangement.
I have suggested that you make a simple alteration to the present safety net limits and the present
safety net structure to cap the amount that would be paid at something like 30 per cent over the
benefit. That would be equivalent to 110 per cent of the schedule fee, and you would be just
extending this present safety net a bit higher. But I do have a concern about admitting, even,
things which are twice the schedule fee into the safety net and the government automatically
paying 80 per cent of that.
Senator HUMPHRIES—So you are saying that the 30 per cent cap would stop specialists,
effectively, from charging more than 30 per cent above the Medicare rebate?
Prof. Deeble—It would be more than that, actually. If you took 30 per cent above the benefit,
that would be 110 per cent of the fee. If that is 80 per cent of it then something like 130 per cent
is the maximum that could go into the safety net.
Senator FORSHAW—The current safety net.
Prof. Deeble—Currently none of the excess can go in.
Senator FORSHAW—That is right; it only goes to the schedule fee.
Prof. Deeble—But if you made that limit it would stop the really expensive things being paid
for at 80 per cent in the safety net.
Senator FORSHAW—It is a lower threshold, too, isn’t it? It is $316 or something.
Prof. Deeble—It may help. I do not know. In the in-hospital one, the gap insurance was
extended in the beginning of 2000. The in-hospital proportion for insured people above the
schedule fee has gone from about 132 to 143 in two years. That is not just sudden cost pressures
or anything like that—the distribution of those charges was fairly even; there are almost no
doctors now in private in-hospital practice who charge anything less than 20 per cent above.
Once they were charging 10 per cent or they were charging the schedule fee, but they are not
now.
CHAIR—Thank you to the witnesses who have come before us this morning. We have gone
20 minutes over time, and I think that reflects the sorts of contributions that you have been
making. If you feel as if we have not covered a section of matters this morning, please make
contact with the secretariat and you may like to make further submissions in writing. I also thank
you for the submissions that you have made. This morning has been extremely beneficial. I am
sure we could have gone until lunchtime with this session. Thank you very much for your
contribution.
Proceedings suspended from 10.50 a.m. to 11.11 a.m.
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GODDARD, Mr Martyn Stewart, Senior Policy Officer (Health), Australian Consumers
Association
HARVEY, Mr Roy, Health Policy Adviser, Australian Council of Social Service
HOPKINS, Ms Helen, Executive Director, Consumers Health Forum of Australia
MENADUE, Mr David Lynton, President, National Association of People Living with HIVAIDS
MOHLE, Ms Beth, Coordinator, Community Alliance, Public Hospitals Health and
Medicare Alliance of Queensland
WENTWORTH, Ms Ann, Co-chair, Australian Capital Territory Policy Council, Council
on the Ageing National Seniors Partnership; and Member, National Policy Council,
Council on the Ageing National Seniors Partnership
CHAIR—Welcome. Information on parliamentary privilege and the protection of witnesses
and evidence has been provided to you. In a moment I will invite each of you to offer some
introductory comments. In view of the limited time available, as you are probably all aware, I
will ask you to keep these comments to somewhere between three and five minutes. After that,
we will open the floor to discussion. Please proceed with your comments.
Mr Harvey—ACOSS consider MedicarePlus an improvement on the A Fairer Medicare
package proposed last year, but there are still a number of major elements in the package that
make it unacceptable from the perspective of ACOSS. The issues concern both the short-term
impact of the package and the potential long-term impact of the package. In terms of the shortterm impact, ACOSS’s concern is with the conditions of low-income and disadvantaged people
in Australia. We believe the limitation of bulk-billing to concession card holders and 16-yearolds is not an adequate response to financing the health needs of low-income people. There
would be quite a lot of low-income people on around $450 to $500 a week who are not covered
by the card. The GPs will therefore not be entitled to charge the additional $5 item, and it seems
highly unlikely that they will bulk-bill at the old rate for people who they may otherwise
consider disadvantaged. We believe this group of people will suffer an immediate disadvantage
by the introduction of this package.
The package undermines two important principles. One is that it works against the universality
of Medicare because we are starting to categorise people as socially disadvantaged as
determined by certain social security entitlements. The other is that it compounds the problem of
undermining universality of Medicare that the private insurance arrangements have introduced.
Private insurance has meant that we are starting to move towards a two-tiered health system. We
also believe that the principle involved in the safety net provisions whereby 80 per cent of the
total fee is paid is a retrograde step. It takes away any pretence that the Commonwealth is
interested in cost control of doctors’ fees. I understand that a lot of people will still be exposed to
the full cost—those going up to the safety net and so on. But we believe that, with the

MEDICARE

Monday, 19 January 2004

Senate—Select

MEDICARE 27

undermining of the Medicare universality principle, there should be some formal view that cost
control is an important element of Medicare.
As the committee will know, our general recommendation was that the $5 bulk-billing item
for general practice consultations should be available for all people. We believe that this will at
least maintain, if not improve, the position of the proportion of people bulk-billed. We believe
that the Medicare and PBS safety nets should be combined and that eligibility for the safety net
conditions includes the low-income people who are currently excluded. Finally, we believe there
needs to be a fairly systematic review of our health financial arrangements. We seem to be
heading for a sort of MedicarePlus bandaid situation, with one bandaid being put on top of the
other. The Australian Health Care Reform Alliance has been calling for a national health reform
council to be set up to try and take an objective view of the needs of health financing in
Australia.
Mr Goddard—Firstly, I wish to mention the good things, the things we support, which have
not always got a lot of attention. Medical work force measures are clearly of high importance
and we support those. Inevitably there are going to be debates about how effective they will be
and how quickly they are going to be effective. Given the situation we are now in with a fairly
well-recognised shortage of doctors pretty much across the board, anything that anybody does—
that any government does—is not going to have a major effect overnight. With that caveat in
place, we regard medical work force measures as well worthy of support, and we do support
them.
Regarding rural and remote GP supply, we disagree with some medical organisations which
say that the government has no right to enter into bonding agreements with medical students and
others. For instance, the AMA said this constitutes civil conscription. We do not agree with that;
we think that the government has every right to do what it is intending to do in that area. The
question of rural and remote GP supply has, in the past, proved pretty intractable. The measures
that are being put up, including the measures in this package, are going to have a relatively
marginal effect. That is the reality. There are some other proposals being put up that I think are at
least worth a look at. One is reserving a proportion of Medicare provider numbers for areas of
particular need. I think that is worth consideration. It is at least worth having a look at.
Again, the rural and remote issues are going to need measures of their own that are not just
about the total supply of doctors and that are not primarily about remuneration. They need their
own package over and above a general package. To those practices that sign up to Medicare card
swiping there is going to be some convenience for patients without the concerns that surrounded
the previous issue. I prefer to allow COTA to speak on aged care homes, but basically anything
that can be done to improve the situation for residents of aged care homes is welcome.
That brings us back to the other major measures on which we part company with the
government, concerning the bringing of the safety net towards the centre of policy. Inherent in
this policy direction—I agree with what was said earlier—is a recasting of Medicare away from
a universal health care insurance system towards more of a welfare model. That is not what we
would like to see. We do not believe that that is how the majority of Australians want to see
Medicare function.
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On the question of free health care, I do not believe that anybody thinks that health care is
free. It certainly is not. It is a question of how you pay for it. Whether you pay for it at the point
of service, through private insurance or through the taxation system, it always has to be paid for.
I disagree that large numbers of Australians think that the community can buy health care for
nothing and that they can get health care for nothing. I really do not buy that. It seems to us that
the overwhelming issues are how much the nation as a whole is paying for those services, how
efficiently they are being run, how cost effectively they are being run, how sustainable their
provision is and how equitable the access to them is. Those seem to me to be more important
than the particular bill to the government. The question of how large the taxpayers’ bill is seems
to be secondary to how well the system is functioning and how much the community as a whole
has to pay.
As we say in the submission, there is no particular advantage in simply taking financial
responsibility off the Commonwealth budget to put it elsewhere if that does not improve equity
and efficiency. We do not think it does. If you are going to rely on a safety net, then this would
not be the safety net. The failure to roll in drugs and all the costs of going to the doctor is a
major flaw. However, if you did those things, then we would be up for a very expensive and, I
suspect, economically inefficient process.
Speaking personally for a moment, as a patient I know how hard it is to actually get to the
PBS threshold. I have HIV, and I have two or three other chronic illnesses. I take a lot of pills. I
have never got to the threshold for the PBS. I would get there in about January of the following
year, so I have never actually got there. There is another thing, which is slightly embarrassing to
admit. Before joining the ACA I did not earn anything for a couple of years. I now know that I
was entitled to a concession card. I did not put in for one, and I think the reason was that I just
did not think of myself as that sort of person—as a charity case. I was not earning any money
and I was living off savings, but I did not put in for one. I did not think of myself as included in
that. I should have known. According to my present job, I guess it was a mark of incompetence
that I did not do it—but I did not. I did not get a card and I probably should have. I missed out,
stupidly. But I reckon if I am that stupid then other people are too.
That raises the well-characterised problems of safety nets for the individual. The $5 is a bit of
a hard call for us in one sense, but in another sense it is good that any sort of contribution is
made at all. I take John Deeble’s point about maintaining bulk-billing, even among people who
are already being bulk-billed. But, gee, we are giving up a lot for that. We are giving up the
universality of Medicare. That is what universality is. It is not about 100 per cent bulk-billing; it
is about the promise that when people go to a doctor they will be treated equally based on what
they clinically need rather than on what their income is. And this seems to us to be a strike
against that. I think whether we advise the Senate to disallow that is a really tough call for
everybody. It is a very tough call for you. I do not know what the answer is. I think on balance I
would disallow it, but I suspect that some of my colleagues here would think differently.
Ms Wentworth—COTA National Seniors welcome the government’s intention to improve on
its plans for Medicare, announced in the last federal budget through MedicarePlus. We see that
this is a forward step. However, our National Policy Council, which consists of seniors from
every state and territory, met in November 2003 and adopted a resolution strengthening our
support for the universal health system provided by Medicare and calling for the preservation of
bulk-billing. For COTA National Seniors, the principal issue is that the revised arrangements
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under MedicarePlus still do not fully support a universal health system—one that is accessible to
all. I think this is taking up what Mr Goddard was saying. The arrangements in fact splinter the
foundations of Medicare through differentiation between groups in the community in terms of
access to health care. This will result in different groups having different levels of access to
services, and we do not wish to see this.
When it comes to bulk-billing, at one level COTA National Seniors believe that the $5 rebate
may help with bulk-billing for seniors. However, there are still many potential problems. All of
us remember when pensioners were given money to help them rent in the private sector, and the
rentals rose to meet whatever they were being given. MedicarePlus does not restore bulk-billing.
There is still a very significant shortfall between the rebate and the fee. My GP now charges $52
for a short consultation. I do not know what yours charges, but the rebate is not going to do
much for that. It is possible that many GPs will continue to charge a copayment to concessional
patients and use the $5 rebate to make up any longstanding income shortfalls. It is a business,
after all, that they run.
The safety net provisions have some attractions but there are still some major problems with
them. The $500 for the concession card holders and the $1,000 for individuals and families still
leave many people with potentially high costs for medical care. Taking into consideration that
many people are already contributing through taxation, the Medicare levy and private health
insurance, exposure to costs under the safety net levels and the 20 per cent loaded on top mean
that people are still going to find it incredibly difficult to meet all these costs. The safety net is a
minimalist protection measure. It is harsh on low-income and single people. We do, however,
agree with the work force measures. Overall, we support the measures in MedicarePlus,
particularly incentives for GPs to practise in outer-metropolitan, regional, rural and remote areas.
Since Canberra has one of the lowest take-ups for bulk-billing and the lowest number of GPs per
capita in the country, I want to see a few more in Canberra too. I come from here.
As for access to medical care for residents in aged care, COTA National Seniors particularly
support this element of MedicarePlus. We have been very concerned about the lack of GPs and
other medical services in residential aged care. Access to specialists, as well as GPs and nursing
staff, is critical for residents, who are amongst the most vulnerable people in our community. We
hope that the initiatives will increase the numbers of GPs willing to work with residents and staff
in aged care facilities. So we support your proposals for access to medical care for residents in
aged care and we support your work force measures. But unfortunately we are still very
supportive of bulk-billing and very supportive of a universal Medicare scheme and we do not
wish to see any form of a welfare Medicare scheme.
Ms Hopkins—The Consumers Health Forum of Australia is a national organisation that
represents all different kinds of health consumers—people who have high health needs. In this
package, which our members would see as an improvement on the earlier one, there is some
attempt to recognise that there needs to be an improvement in bulk-billing for people with high
health care costs, a group that overlaps with concession card holders but is not the same. Not
everyone who has a concession card has high health care costs and there are many people with
low incomes but high health care costs who do not qualify for concession cards. This package
recognises that some groups who may have these costs are families with young children but it
fails to provide an answer for the people with chronic conditions that are paying year after year
and not reaching some sort of safety net.
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The other thing that we thought was good about the package was that once the Medicare
safety net is reached there is more recognition that people are paying rather a lot more than the
difference between the Medicare schedule fee and the rebate. However, as a number of the other
people present will say, not as many people as actually need to are going to get there. Our other
concern was that a lot of the focus seems to be on negotiations with doctors over their payments
and conditions. We see very much that the focus of Medicare reform must be on delivering
health care to those in our community who need it the most. I will perhaps leave it there because
there are others who have made many of the points that I would like to make.
Mr Menadue—Thank you for the opportunity to speak today. The National Association of
People Living with HIV-AIDS agrees with a lot of what has already been said about the need to
preserve bulk-billing and Medicare in general. The particular concern we would like to raise here
is one that Helen has just alluded to relating to the needs of those people without families and the
fact that this package only covers those people with children, through the family tax benefit
scheme. We are concerned about those people who still have high chronic health care costs.
Those people will be covered under this legislation, but they will have to reach the $1,000 safety
net for MBS items.
There may be a misconception in the community that people with HIV-AIDS are at one end of
the spectrum and that we are all to some degree on the DSP and living lives such that we are
unable to participate in the work force—although people are increasingly realising that with the
new treatments a lot more of us are able to participate. The reality is that more than 50 per cent
of positive people are still active in the work force, but a lot of those are in part-time jobs so they
are not going to be in the ‘above $50,000’ mark where they can pay for these fairly expensive
costs. As Martyn already suggested, the health care costs of some of the medications are very
high, not just for conditions like HIV but for other chronic illnesses that have the same
requirement for huge numbers of medications. As a person with HIV myself, I can testify that in
the past I have found it quite easy to get to the safety net—in about July. It really does depend on
what level of acute illnesses you have had in the past. I have had six different AIDS-defining
illnesses and I still need to take a whole lot of prophylactic drugs and other drugs to make sure
that I stay well. The reality, as we all know, is that PBS and section 100 do not cover all your
health needs. Quite a lot of us are using supplements—which could be things like psyllium husks
that help you with the diarrhoea associated with a lot of these things—that are not covered under
either system, so our health care costs are not completely covered by the current safety net
arrangements anyway.
Our concern is for people who have the need for frequent medical visits and who, because
they are part-time workers, are increasingly unlikely to be offered bulk-billing by their doctors.
We are finding that happening. Our concern is also how we can more equitably address
disadvantage, which includes people with high chronic health care costs. The family tax system
obviously does cover some of our people, who have families, but as a rule, as you probably
know, a good percentage of people with HIV are gay men who do not have families as such but
for whom the costs are there. It is pretty steep to expect any individual to reach the $1,000 MBS
safety net that is being proposed. We are certainly happy with the $5 incentive—although we
would obviously like it to be more—and with the incentives to have more support and training
for doctors to work in regional and rural Australia.
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To sum up, we do not support the proposed safety net thresholds. We urge that these
thresholds be urgently revised to take into account the needs of people with chronic illnesses
who are on low incomes with high health care needs. We recommend the introduction of a
chronic illness card. That has been on our agenda before, and some of the senators have heard
me rabbit on about this. I think it is incredibly important. We need to acknowledge that there are
some people who will need extra help to be able to remain in the work force. A chronic illness
card that entitles these people to the benefits of a health care card, as is currently in place for
people on a disability support pension, would be a good thing. I am sure we could come up with
a system that says once you reach a certain level for medications, and you have a certain
condition that requires that level of medication, you should be entitled to such a card. We
welcome the proposed $5 increase in the rebate for bulk-billing pensioners and children—we
believe that this increase needs to be extended to make sure that bulk-billing remains widely
available to those on low incomes—and we welcome the additional support and training for
doctors to work in regional and rural Australia.
CHAIR—Thank you. We will now hear from Ms Mohle.
Ms Mohle—Thank you for the opportunity to address this important reconvened Senate select
committee inquiry into Medicare today. The committee would be well aware of PHHAMAQ, the
Public Hospitals, Health and Medicare Alliance of Queensland—I will use the acronym from
now on, because it is a very long title—because we have appeared before this committee and
other Senate committees in the past. I do, however, wish to stress again that we are a broad
community based coalition of consumer groups, unions, community organisations and health
professional groups that formed in 1998. Members of PHHAMAQ share a common concern
about the future of the Australian health system, and our aim is to promote public debate and
critical analysis of key issues of concern.
We are not a party political organisation. We focus on policy—what constitutes good policy to
bring about improvements in health outcomes and improved functioning of our health system.
We have therefore been critical of policy initiatives and inaction by coalition and Labor
governments alike in the past. We have established a process whereby submissions of
PHHAMAQ are endorsed by members and focus on our agreed principles and objectives. I am
making this point today because it is not possible to cover all of the issues that are of concern to
our members. For example, the Health Consumers Network have asked that I table a submission
on their behalf today because in the time that we have got available to us we cannot possibly
deal with all the issues. I will provide that to the secretariat later on.
I will provide a brief overview of our main issues of concern. I will not revisit our submission
in any detail but I will quickly try to highlight our main problems with the package. I also want
to pay particular attention to the issue of safety nets at the end of the presentation. Although the
MedicarePlus package is an improvement on the A Fairer Medicare package, the fundamental
intent of the package remains the same and is our major concern. That intent is to undermine the
universality of Medicare with a fundamental shift from payment for health services through
progressive taxation to a greater emphasis on a user-pays system through copayments and
reliance on safety nets.
I will now briefly outline our other major concerns about the MedicarePlus package. We
believe that the package will not adequately address the decline in bulk-billing. This is our
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principal major concern, especially when it is viewed in the context of Howard government
rhetoric about Medicare being a safety net and there not being a universal entitlement to bulkbilling. The number of community groups and individuals contacting PHHAMAQ to express
concern about this issue continues to grow by the day. A recent example was when I was
contacted by the Women’s Health Queensland Wide staff last week. They expressed concern
about the increasing number of contacts that they are receiving from women who are saying they
cannot afford to access medical services because of the decline in bulk-billing. The service is
therefore concerned that this may result in diminishing access by women to health services. In
particular, they are becoming very concerned about the potential impact that this may have on
women going to the doctor for pap smears. Increasingly, the service is receiving calls from
women who are searching for GPs who bulk-bill for pap smears, and they have been so
concerned about the trend—the decline in the number of GPs who do this—that they are now
starting to monitor this situation.
This is extremely concerning given that Australia has made tremendous improvements in
recent years in the early detection and treatment of cervical cancer. A recent report released by
the Australian Institute of Health and Welfare shows that pap smear screening decreased
mortality rates for cervical cancer by 53 per cent between 1982 and 2001. This particular service
has also provided some information on the decline in bulk-billing amongst the GPs they have on
a register. If the committee would like that information I could pass it on to them. They have also
expressed concern because women have been contacting them saying that they are having
difficulty accessing antenatal care because of the decline in share care arrangements. This is
another worrying trend that they are monitoring. If you would like any further information on the
concerns of this organisation I could put you in contact with the project officer.
Another concern that PHHAMAQ has about the proposed reforms is that the package
represents an attack on the concept of universality through the creation of different rebate levels
for different categories of patients. Other people have spoken about that already today. The
proposed safety net arrangements are also a sweetener to facilitate a greater shift towards userpays. As I said, I will deal with that in some detail at the end of my presentation. Although the
extra doctors and nurses are welcomed—that is one of the initiatives in this package that we do
welcome—we are very concerned that these will not easily be found. As you would know, there
is an international shortage of nurses at present and there is also a growing shortage of medical
practitioners. There is a long lead time for the educational preparation of health professionals
and we do not think it is going to be easily solved by recruiting people from overseas, for
example, because that will potentially denude developing countries of their health professionals.
Another concern we have is that the package does not address other areas of critical need,
such as dental care. That is a particular concern of PHHAMAQ. PHHAMAQ have been
concerned for a long time now about the appalling state of dental care that some people in
Australia currently have access to, particularly low-income earners. We are very concerned about
recent research released by Hawker Britain and UMR Research that found that one-third of
respondents in the $30,000 to $50,000 household income bracket were not able to visit a dentist
in the last two years because of inability to afford to pay for accessing that care.
The package also represents an unacceptable shift in power relationships between doctors and
patients. This is a really important point that is often missed. At hearings in the past, AMA
representatives have made comments to the extent that if people do not pay or make a
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contribution towards their health care then they do not actually appreciate that type of service.
This is fundamentally very concerning to PHHAMAQ, and we totally reject that assertion.
Doctors should not be expected or allowed to make assessments on levels of contributions and
who can afford to pay. They are trained to assess health not wealth. To return to such an
arrangement is humiliating for patients and can threaten the relationship between doctor and
patient. The power imbalance inherent in the patient-doctor relationship is large enough without
instilling an economic dimension to it. You cannot tell a person’s financial situation just by
looking at them, nor are they likely to easily admit to financial embarrassment when questioned.
This is a very important point that I think the committee needs to give further consideration to.
I will now quickly turn to our concerns about the issue of safety nets. The question has often
been asked in the last couple of months: how can anybody oppose a safety net? On the surface
they appear appealing. That is until you realise that such arrangements give tacit legitimacy to
copayments and a multitiered system. The MedicarePlus package is underpinned by the
expectation that all but children and concession card holders will have to make an out-of-pocket
contribution to their medical expenses and that a safety net will protect individuals and families
against excessive expenses. This is objected to by PHHAMAQ members, who believe that bulkbilling for all Australians must be restored as a cornerstone of Medicare. If this were to occur,
then there would be no need for elaborate, inconsistent or complicated safety net arrangements.
Our principal concern about safety nets is that people must first have funds to pay the out-ofpocket expense to access the needed medical services before they even get to the point of
claiming that expense via a safety net. Our view is that many low-income earners will delay or
not access medical services at all, put the copayment on credit card—therefore adding to their
levels of personal indebtedness—or access services via public hospital emergency departments.
People who appeared before this committee earlier today have already commented on the
potential inflationary effect of safety net arrangements, so I will not deal with that. We are,
however, concerned about the safety net being linked to family tax benefit part A, and other
people who have presented here today have also mentioned concerns about the limitations on
that. We think that would be a logistical nightmare. I am not a tax expert, but I have tried to find
out a bit about that package in the last few months and I understand that package is quite
problematic as it currently stands.
In preparing for this inquiry, for example, I asked our accounts sections what their experience
has been with this package. They advised that in the last two years all of the employees of the
organisation that I am employed by who were able to access this package—those who actually
qualified for it—had incurred overpayments ranging between $600 and $1,800. These were
inadvertently incurred because, for example, they received back pay for a pay increase or they
had not accounted for their leave bonus. Another scenario that can tip families over income
thresholds in this situation is when teenage children commence part-time work and they do not
account for that as part of the package. I am advised that the package is already quite
problematic to start off with, that the forms are a bit of a nightmare to fill out—which is an issue
for people with literacy and mental health problems—and that it is also difficult to get telephone
or face-to-face advice or assistance with regard to this package. As a result, many people give up
on the process of applying for this benefit at all.
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We have a lot of questions rather than concerns about these proposed safety net arrangements.
The more we looked into it, the more questions we had. I did actually call the hotline and try to
get some of these addressed, but I think it is probably just that all of these situations have not
been thought about. So I would appreciate it if you have the opportunity to ask these questions of
the experts who are appearing tomorrow. It would be greatly appreciated if these could be
answered for us.
What will happen when a family’s circumstances change and their income drops so that they
do qualify for family benefit part A? How will they be able to jump from safety net to safety net?
You might lose a job or whatever and so you will qualify for one safety net—the $1,000 one—
but what happens then? How do we keep control of changes in people’s financial circumstances?
What will happen if a family qualifies for part A, has medical expenses over $500 a year and
starts to get paid the 80 per cent of medical expenses but then exceeds the income threshold?
How will such overpayments be handled? In the situation of family break-up and shared care
arrangements for children, how will medical expense thresholds be calculated? How will a tally
be kept of medical expenses incurred? Will the onus be on individuals to do so? If so, we believe
that many will underclaim because they will fail to keep the necessary medical expense records.
How expensive will this system be to administer? We believe that it would be very expensive
and quite complicated.
To us, this multiple safety net arrangement will be a massive headache and a recipe for further
community discontent. It certainly represents a shift away from one of the key features of
Medicare, which is simplicity. Surely, isn’t it simpler to find a way to retain bulk-billing for all
Australians? Opinion poll after opinion poll shows that this is what the community wants.
People do not want to and should not have to consider their financial situation before accessing
health care. Thank you for the opportunity to address this committee today.
CHAIR—Thank you. To start proceedings, I want to ask a question of ACOSS, ACA and the
Consumers Health Forum. The government has said that negotiations with the health sector
occurred prior to the development of the MedicarePlus package. Were you asked to comment on
the proposals as a part of the development of that package prior to its release in November?
Mr Harvey—I personally was not directly involved. To the extent that I am health policy
adviser, I would have expected them to have contacted me. I personally had no direct
involvement and I have not been told by the officers of ACOSS that they were. I could make
some inquiries for you to confirm that if you like.
CHAIR—Please do. Thank you.
Mr Goddard—The only communication I had from the department or from anybody was on
the day of release or the day after release. I was in Hobart and I got a call inviting me to a
briefing in Canberra the next afternoon or that afternoon.
CHAIR—Thank you.
Ms Hopkins—I can confirm that the Consumers Health Forum of Australia was only invited
to the briefing which occurred on the release of the package.
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CHAIR—Thank you. I just need to know the extent of the consultation that occurred. The
question I want to go to is something that I think you, Mr Goddard, alluded to in your comments.
I think you were suggesting that the HIC Online proposal in MedicarePlus differs from the swipe
card proposal that we had in A Fairer Medicare in that it will be less inflationary. We had very
strong evidence in the first inquiry that the swipe was going to be extremely inflationary on
health costs for consumers. You say this will be less inflationary. Are you suggesting that the
health costs for people who do not have a health care concession card or are over 16 will
increase to compensate for those who do get bulk-billing?
Mr Goddard—This is not an argument in favour of more complication for the patient. I think
I saw in somebody’s submission something about what happens if you make things really hard
for people. I think it was John Deeble who said that the discipline of going to Medicare and
making the claim and so on was some sort of discipline on cost. Apart from that, the major
objection to that measure in the first package is really absent from the one now. I guess the
question is whether any disadvantage in any residual inflationary pressure would be balanced by
the advantage of greater convenience. I suspect it probably would. I think the great question is
how many doctors are actually going to sign up for HIC Online and to what extent it is going to
be relevant. Unless there is a sudden uptake of HIC Online, I suspect it is not going to be that
relevant in most situations.
CHAIR—Do any other representatives want to make any comment on that issue?
Ms Hopkins—That was a question that I raised at the said Medicare briefing. It is my
understanding that HIC Online is not ready to roll at the moment in most GPs’ practices by a
long shot. It will be of small benefit to consumers in the fullness of time, should it go ahead,
rather than something that actually comes into play right away. However, the Consumers Health
Forum was pleased to see that the benefit was now being placed where consumers might benefit
rather than, as it was in the earlier package, where if you were a good doctor you got these
facilities and the people who came to you benefited.
CHAIR—I suppose I am getting to the impact on those people who do not have a concession
card. I do not know if this is valid, but it goes to whether doctors will charge those people who
do not have a concession card somewhat more in a copayment. The average copayment is
currently $13. Those doctors who bulk-bill will get an extra payment of $5, but it still does not
make up the $13. I am concerned that those people who do not have a concession card may in
fact get charged more to compensate for those people who will be bulk-billed. Do you share that
concern? That is a general question.
Mr Goddard—Yes. The general practice I go to in North Hobart does not bulk-bill people
like me but does bulk-bill anybody with a concession card. They charge $46 for a standard
consultation, and I get back $26. Clearly, they are making more from me than they are from a
concession card holder. That is happening already.
CHAIR—Do you think it could be exacerbated? I suppose that is the question I am asking.
Mr Harvey—There was an experience under private health insurance in the sixties and
seventies whereby every time there was an increase in either Commonwealth benefits or fund
benefits the fees just kept going up. That is to some extent why you ended up with the Nimmo
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committee report and the medical benefits schedule—that is, to try and provide a mark as a
guide to what was a fair amount for doctors to charge. This new system is really saying to
doctors to continue doing what they have been doing in the past—namely, choosing a number
and charging that. There is not even a guide that the Commonwealth is really supporting, as far
as I can see, under the new arrangements. I think we will almost return to pre-Medibank times,
where it was just open slather.
Mr Goddard—If the result of measures is that the practice reduces or does not go up at the
rate that the doctor thinks it ought to then the only other way they are going to recover that
money is from their remaining patients. I think that is what you are getting at.
CHAIR—I think there is general agreement on that. Thank you.
Senator HUMPHRIES—A number of comments have been made in the submissions and
today about the potential gaps in the safety net arrangements. People on low incomes who are
not on concession cards do not get the initial $500 benefit: children between 16 and 18 and so
on. Do representatives at the table agree that, although that is a criticism that you can level at the
package, it remains a fact that there is no safety net at the moment covering those sorts of people
and that this package represents a very significant extension of the safety net arrangements
presently available to Australians? In light of that, do you believe that the legislation which is
before the Senate at the moment to institute the safety net package should be passed or not?
Ms Wentworth—I would like to say that I would prefer it not to be passed, because if it is
passed we will not do anything about fixing the root cause of what is going on, and that is that
the Medicare schedules have not kept up. We will end up with a two-tiered system. If we pass it
and go down that route then we will keep tinkering but we will not really get anywhere and the
system will not improve in the long term, particularly for many older people who are single and
on low incomes but who are not on a pensioner card or who are on a part pension. It is just not
going to help.
Ms Mohle—I agree with my colleague. PHHAMAQ would be very concerned about seeing
the safety nets passed. Given the concerns we have raised in our submission, we think that the
underlying problems have to be fixed, and they are not fixed through the safety nets. We want
Medicare to go back to being a universal health system, where all are cared for based on clinical
need and not ability to pay, and we think that the safety nets undermine that as a concept.
Mr Goddard—If you are talking about general practice, the other question is how relevant
the saving is going to be. I suspect it is not going to be very relevant at all. It is certainly going to
be relevant for specialists. The failure to deal with specialists is one of the great failures of
Medicare. In terms of general practice, it is really not going to be much help. It is certainly not
much of an alternative to having a healthy Medicare based on universal principles with a high
rate of bulk-billing. It is not a satisfactory alternative to that.
Senator HUMPHRIES—So you are saying that we should not put that safety net in place at
all, even though it is a lot better than what is available at the moment?
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Mr Goddard—It is better than the current safety net, but the current system does not rely on
the safety net; that is what I am saying. It is not as good as the present system. It is not as good
as the system we had a few years ago.
Mr Harvey—I agree. I think the damage that would be done, partly to the way people
perceive the system and the way providers perceive the system. It would just escalate the
fragmentation of Medicare as it currently stands. I think more attention should be given to
improving the current universal safety net that exists for Medicare payments and the PBS
payments. This was one of the recommendations that ACOSS made—namely, we should
actually look at improving and integrating the two payments. My sister died of cancer about two
years ago. I have always been a really strong supporter of Medicare, but I was appalled at the
extent to which she was required to rely on financial assistance from friends and family to
provide her with the support that I had believed was actually available through the system. She
was on a disability pension when she was getting radiotherapy. What they suggested was that she
actually travel from Nambour to Brisbane on a daily basis for radiotherapy. It was ludicrous.
I think the issue of having a broad review of Medicare is very important at this stage. We have
had so many incremental changes—Medibank, A Fairer Medicare, MedibankPlus and so on. I
think that the problems of the system are compounding at a rapid rate. If we do not do
something, we will end up with a system that is in a state of collapse, and it will not be serving
the interests of the large numbers of low-income people and medium-income people who have
significant health problems. We really do need this broad review. That is why I think that having
two safety nets, the existing one plus a superimposed means-tested one, is not a way forward.
Mr Menadue—From my constituency’s point of view, I suppose we are in a catch-22
situation in answering that question. Increasingly, because of the nature of our illness, we are
having to see specialists and use more MBS providers. I would like to think that those providers
would bulk-bill where possible but increasingly, obviously for the system-wide reasons that we
are discussing today, they are not doing so. If we had a system in which we could not address the
lack of bulk-billing and if you were going to bring into the Senate a system whereby some
people would benefit, I would be in a bit of a bind because I would not want my constituency to
miss out. I think it is ridiculous to expect an individual to have to get a $1,000 safety net cover
under the MBS proposals; $500 is nearer to what some of our people are spending, and they do
not have children. So I am in a bit of a bind in answering that question. If there is an advantage
in terms of helping people to pay for the out-of-pocket costs that were not reimbursed before,
that is all very well. I would still much prefer a system in which those specialists were somehow
or other encouraged to bulk-bill people on low incomes.
Ms Hopkins—The Consumers Health Forum is in a similar situation, with a very broad
constituency and some people who, if nothing happens, will go further down to the bottom of the
heap. We had felt that at least starting to collect some information about what money people
really are spending might be the one opportunity that arose from this type of reform, because
until now it has just been health consumer organisations like us really saying, ‘There is so much
money being spent on health by this group of people who are not picked up by concessional
benefits.’ Of course we would prefer to see that issue addressed head-on rather than by bandaid
remedies.
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Senator HUMPHRIES—I have a specific question for COTA concerning the fourth
paragraph of page 3 of your submission. You say:
It is possible that many GPs will continue to charge a co-payment to concessional patients and use the $5 rebate to make
up longstanding income shortfalls.

What is meant by that? If they charge a copayment to concessional patients, under these
proposals they cannot claim the $5 rebate. Are you suggesting that people might cheat the
system or is there something else that you mean by that?
Ms Wentworth—No, I do not think so. I am only guessing, because I did not write this, but I
think it means that GPs will take the $5 when they can get it for their concession card holders,
but, for other people who are not eligible for concession cards, to make up the income
shortfall—which is between $5 and $13 to $20 and is the real gap—they will simply charge
other people more. Otherwise, they will take the $5 but they will still charge a copayment,
because the $5 on top of $26 only makes $31. For instance, my doctor has raised his fees to $52
for a 10-minute consultation. There is still this huge gap—the $5 goes nowhere near it—and
these people are running a business.
Senator HUMPHRIES—But you couldn’t charge a concessional patient that copayment and
get the $5?
Ms Wentworth—You should not be able to. But I wonder what the other people that go to
that practice are going to pay, because the quantum of money that is earned to pay the doctors
that participate in the practice, to pay the rent, to pay the nurses, to pay the receptionist et
cetera—all of the costs—is going to have to come from somewhere.
Senator LEES—I would like all of you to look at the suggestion that Mr Menadue made
about another form of support for people with chronic illness. I would like to throw open for
discussion whether or not that is a way of improving the package.
Mr Goddard—It is something I have given some thought to—whether it is a card or not. The
RACGP was talking about having a chronic illness number. I suspect that it might need to be
structured in a slightly more complicated way than that. Working as an advocate—as well as
across the board—in the area of HIV and hepatitis C and working very closely with doctors on a
national policy level, it is quite clear to me that the GPs who treat chronic illness specifically are
required, sometimes by regulation, to have a higher level of qualification and skill than the run
of GPs. They have to have their general knowledge plus the knowledge of those things. The HIV
prescribers in general practice are required, mostly—by the states—to have quite substantial
continuing medical education qualifications which they must keep up. They must get their 10
CME points a year in order to retain their prescribing rights. But not only is there no benefit to
them for that; there is a disincentive. For example, when I go to my doctor to talk about HIV, I
am never out in less than half an hour. But there is no way that the doctor, who sees a lot of us—
and we do tend to congregate—can claim for all of that. In the present situation, without
recognising that looking after chronic illness is different, we are actually financially penalising
some of our best doctors. It does not seem to make sense.
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In terms of what David Menadue is saying, from the patient’s point of view it is different too.
You need a slightly broad definition of what chronic illness is. For instance, old age is a chronic
condition. All sorts of things go wrong for people once they get on a bit. You would not want a
chronic illness definition excluding people who are 75 years old, who do not have a lot of
specifically chronic illnesses but who have a number of things going wrong—that is what I am
saying.
Ms Wentworth—I do not know that COTA National Seniors has discussed this, so I do not
want to comment, thank you.
Ms Hopkins—The Consumers Health Forum of Australia has previously proposed and
supported the introduction of a chronic illness card to get over some of the issues that we have
discussed today—having to requalify every year to prove that you have a chronic illness, which
is what the safety net effectively means. A very big issue now, as we move into an era where
there is so much more focus on preventive strategies to maintain a better health profile for
people with chronic conditions—and this is picking up from what we heard from PHHAMAQ—
is that there is a positive disincentive for many people with chronic conditions not to seek their
doctors’ treatment for the sorts of things that they should be going to the doctor for. People with
asthma need to go along and be monitored and make sure they are using the preventive
medications. There are examples right across the range. With the best of intentions, doctors
cannot treat or be kind to or give charity to people who have never walked through their doors.
So Consumers Health Forum would continue to support that broader look at what people with
high health care needs actually need to maintain the most effective health care.
Ms Mohle—PHHAMAQ certainly holds the view that that is an area that needs particular
attention, and we think that should be achieved through a national health reform council or
something like that. We are just really sick and tired of seeing bandaids being put onto the health
system. It does need reform, despite what our colleagues said in an earlier session this morning.
One of them said that there was not a need for reform of the system—there is. I am not talking
about a big bang reform; there are some fantastic things that are going on in isolated areas. The
management of chronic illnesses is one area where there could be not only better treatment of
those people but also significant cost savings. We really do have to have a holistic look at the
system, at things like integration of GP services, in-hospital services and the whole range of
relationships between Commonwealth and state funding. It is not an easy area, but it is
something that needs urgent attention, in our view. That is one of the main reasons why we really
welcomed the recommendation in your previous report about the establishment of a national
health reform council. We think that is long overdue.
Mr Harvey—The reviews of the health systems in the United States and the United Kingdom
in the last couple of years have identified management of chronic care as the major problem
facing their sectors. I agree—and it is the third recommendation in our submission—that there
does need to be this broad based review. It is my belief that one of the problems, if we are
serious about improving chronic care by giving concessional cards, is that our current health
labour force is not adequate to provide comprehensive and effective health care for all the people
with chronic conditions. You need to start to look at the sorts of models that they have in Britain
or Holland or at some of the health maintenance organisations in the United States where they
have fairly clearly defined roles for medically qualified people, specialist nurses, generalist
nurses and a range of other people.
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If you followed the clinical guidelines that are put out by our various colleges here, you would
not have enough podiatrists, dieticians, physiotherapists, nurses and so on in the country to
adequately address the need, and you certainly would not have enough working in close
cooperation with general practice. The practice nurse model is good, but we have not said how
they are going to be used. It really is a complex set of issues. A lot of them are actually addressed
by the MedicarePlus package, but they are addressed independently in such a way as ‘We’ll
solve that; we’ll solve that; we’ll solve that’ when they are in fact interrelated problems which
are only going to get worse. I have not actually seen any country which has a chronic care card
that operates in that way, but there are ways of managing in many systems in many countries,
including the United States, that we could look at to try and get ideas—not major restructure. We
do not need health reform here; we need continuing change which is structured and incremental.
Mr Menadue—If you do not mind, I would like to give some idea of the ambit of what we
are really talking about. While it would be lovely to have access for people with a broad range of
chronic health care needs, our idea is particularly to provide an incentive for people with high
needs, particularly pharmaceutical, to be able to remain in the work force. Our argument is that it
is actually a disincentive at the moment for people on low incomes. I am talking about people
earning below $30,000—maybe you could argue $25,000 and below, but the mean income for
our constituents is about $24,000—who are missing out on eligibility for a health care card and
who are looking at the costs that they have to pay, particularly for pharmaceuticals.
I am not denying that there is a broad range of costs involved in a chronic condition but, as a
starter, we would particularly like to focus on those conditions where it is quite obvious that
there are high costs, extreme costs. We are not talking about every person with a chronic
condition in the country—we have to be realistic here. We are also not talking about people on
already good salaries that just happen to have a chronic condition as well. We would have to be
fair to the tax system and the taxpayer in general. We are talking about maybe putting a cap on
this. We are talking about people with high pharmaceutical needs. You could argue that there
may be some MBS needs—for example, they may need to see particular specialists—and there
may be particular extra costs. All I am saying is that it could be devised to help those with
extreme costs. A particular reason for doing it is to provide an incentive for those people to stay
in the work force—not to go onto the DSP—and to have the benefit of the health care card.
Ms Hopkins—That more targeted approach was actually the outcome of some research that
Consumers Health Forum did in the late 1990s. It was very much to keep people who wanted to
work able to work. It also targeted the cost of pharmaceuticals as one of the big indicators for
people who needed that help.
Senator STEPHENS—To continue this discussion in relation to other health consumers who
may or may not benefit from the proposed package, there is a large group of people that we have
not mentioned today, and I am thinking of those people with psychiatric illness or an intellectual
or developmental disability. Could you comment about whether or not there are benefits, or any
problems, in this package for those groups? My second question relates to a submission to the
inquiry from the New South Wales and national councils on intellectual disability which goes to
the issue of a specific Medicare Benefits Schedule item. Their submission states:
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.
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Their recommendation was:
A similar Medicare item is needed to cover comprehensive assessments of people with intellectual disabilities of all ages.

Could you comment about the benefits that that might deliver to the system as a whole and about
any problems that you might have with it?
Mr Harvey—On the issue of comprehensive assessment items for the aged group, my
recollection was that they are actually part of a care plan development process. I am really not
familiar enough with the general management or the support mechanisms that people with
intellectual disabilities receive, but it is certainly worth looking at. I cannot say any more than
that, and ACOSS does not have an existing position on it.
Senator STEPHENS—Mr Goddard, do you have any comments?
Mr Goddard—One question is: where do you treat people with complex mental illness? It is
clearly difficult to treat them in general practice. General practice is not too bad, I suspect, at
dealing with depression that responds to drug therapy. The rest of it simply requires a different
setting. This is not my field, but I suspect it requires a setting of some depth. We see an
increasing number of people with chronic illness in our AIDS organisations and our hepatitis C
organisations, for instance, because they have multiple problems in their lives. Their lives are
quite often chaotic. They have a lot of trouble adhering to a drug regime, and some have drug
and alcohol issues. All of that means that the care of those people is extremely complex.
The ability of people with debilitating mental illness to earn a living, to insure themselves and
to find their way around a complex health system is pretty limited. If they are in nursing home
care they often have issues—which are overwhelmingly issues of dementia—which would
benefit from specialist care, or at least from a specialist being available. My suspicion is that an
awful of those are simply dealt with by the nursing home staff and the local GP and that is it.
Briefly, to answer your question, I am not sure that there is much in this package to address that
situation, because it is a complex situation across state and federal responsibilities. It would be a
very complicated thing to address satisfactorily.
Senator STEPHENS—I appreciate your comments. Ms Mohle, do you have any comments
to make about that?
Ms Mohle—We made comment, with regard to the safety net, that the family tax package part
A was complicated enough and so we had concerns about people who had literacy or mental
health problems. We certainly have got concerns about the ability of those people to manoeuvre
in the system, if you like, and to be able to claim what they are entitled to. That would be our
concern in relation to the safety net in particular.
Senator STEPHENS—Mr Harvey, would you mind looking at that submission from the New
South Wales and national councils on intellectual disability?
Mr Harvey—What number is that submission?
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Senator STEPHENS—It is submission No. 39. Could you give some thought to the
recommendation and the argument that they made? I would appreciate that.
Mr Harvey—One of the problems is that just introducing items for assessment without
looking at support mechanisms is pretty much a waste of time. We have items in aged care
assessment. Many GPs are not psychologically responsive to working in teams. It is a major
problem for making it work. The item is only there to facilitate the process if the other elements
of the process are there. There is no point, really, in just giving item numbers unless you have
thought through what support and care processes should be in place. Are these processes going
to be funded? If there is one thing that really makes people angry, it is saying, ‘This is what you
need but the system doesn’t provide it, so tough.’ There are issues like that that would need to be
thought through. I will have a look at it for you.
Senator STEPHENS—I certainly appreciate that. This submission does make a very strong
case for this kind of an assessment and the way in which those people with a developmental
disability are cared for in our community and are treated by the health system. I would
appreciate your response to that.
CHAIR—We are getting close to time. We can crib 10 minutes out of our lunch break if that
suits the witnesses.
Senator BARNETT—I want to go back to the premise that Senator Humphries asked about
before. I think Ms Wentworth asked the question, ‘Where’s the money coming from?’ Just to put
it in context, it is a $2.4 billion package over four years. I know you are aware of that, but it has
actually started. It is being implemented as we speak. It started from 1 January this year. From
February this year the $5 rebate will start, and then the doctors and practice nurse will be put on
the ground. Obviously, there are mostly generally supportive comments about the work force
measures, which are obviously appreciated.
In terms of where the money is coming from, the average GP will be earning an extra $35,000
to $47,000 per year. That is what the department’s advice to us is. But at the end of the day the
Senate—the parliament—has before it the safety net legislation. That safety net legislation will
be provided at a cost of $266.3 million over this and the next three years. We are advised that
some 12 million Australians—four out of five Australians—could benefit from that—
Senator FORSHAW—‘Would’ or ‘could’?
Senator BARNETT—Could. Read page 17 of the department’s submission.
Senator FORSHAW—You just said ‘would’, but that’s okay.
Senator BARNETT—So the health care costs for those people who meet that criteria will be
lower if the safety net legislation is passed; if it is not passed then obviously they will be paying
more—so I was puzzled, to some degree, because many of you who are participants here today
are representing consumers. I heard your responses earlier, and I am wondering whether they
were fully recognised in terms of the legislation. It is already under way; the package is being
implemented and the legislation is before us. Does anybody want to respond further to those
observations? If not, I have a question for COTA.
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Mr Harvey—I would like to respond by asking what measures you are putting in place to find
people who are disadvantaged by it. You will be able to get some account, if the safety net
legislation goes through, of the number of people who get some financial benefit, but I think it is
true that all of the consumer groups are concerned that there are people who will be
disadvantaged. If we are going to try to realistically look at whether or not this is a good
measure, you should also be putting in place some sort of process to try to find out how many of
the people about whom ACOSS is concerned will be actively disadvantaged by the process;
otherwise, it is ‘let’s look at the good side and forget about the downside’. We certainly believe
there will be significant downsides. I would have thought that any potentially damaging piece of
social legislation like this should have an evaluation built into it. You will undoubtedly be
saying, ‘There are tens of thousands of people who have benefited, and they have an average
payment of X,’ but if there are also hundreds of thousands of people who have not benefited and
who have been out of work as a result of illness that was avoidable then that is tough, that is just
not counted.
Senator BARNETT—I appreciate those comments. I think the department will be here
tomorrow. We can seek some advice from it with regard to that. I am not sure whether you are
alluding to chronic disease, in particular—diseases such as asthma and diabetes; I have a chronic
disease. You would be aware of the Practice Incentives Program, which is available and is taken
up by GPs to assist people with chronic diseases, like asthma and diabetes—although that
probably has not been fully acknowledged as yet. But I accept that there are other suggestions
about assisting people with chronic diseases.
Ms Wentworth, the aged care initiatives in the package have not received much discussion or
debate, and I noticed that COTA’s submission welcomes them. You represent older Australians,
of course. Can you outline to us the benefits that will flow through to older Australians as a
result of the initiatives to support people in aged care—the $8,000 incentive for GPs and the
$140 rebate for GPs to provide an assessment of those people in an aged care facility—and why
you think they are a good thing?
Ms Wentworth—As I understand it, at the moment we are having trouble attracting GPs to
work in aged care facilities. We are hoping that this measure will go some way towards meeting
that need. We are also hoping that more gerontologists will attend, and we are also hoping that
we will be able to attract more nurses. There is a serious shortage of nursing staff—RNs—as
well as personal carers now available to work in nursing homes. All aged care facilities, as I
understand it, in every state and territory are starting to be really worried about the provision of
staff at all levels. That is what I am trying to stress here. I really do believe that these measures
will go some way towards alleviating that problem.
Senator BARNETT—Thank you. I have a long history in the aged care industry, and I am
particularly excited about these measures. I agree with you: I think they will be a very positive
step forward.
Ms Wentworth—If they are not a positive step forward it may be that that in years to come—
and not so many years to come—we will be seeing the closure of nursing homes because we
cannot attract sufficient RNs and doctors to keep them open. This is a real worry. I know that
COTA NSA is concerned about this and, considering that we have over 270,000 members plus

MEDICARE

MEDICARE 44

Senate—Select

Monday, 19 January 2004

1,500 national organisations as well as those single members that I mentioned, this is a very
large constituency that is worried.
Senator ALLISON—Mr Goddard, I want to pursue with you the part of your submission that
suggests that the bulk-billing rate paid to doctors should be 100 per cent of the schedule fee
topped up with, I think, $1.60, to bring the rebate increase to $6. It seems to me that central to
our consideration of this legislation is what will satisfy doctors and be likely to lead to an
increase in access and in bulk-billing in particular. We have had suggestions—there is another
submission that suggests that $10 is the right answer—but at the same time we have a complaint
that the rebate setting system has not kept pace with costs. We heard this morning that it has not
actually taken into account a whole lot of other payments that are made to doctors. Are we in a
bit of a mess—
Mr Goddard—Yes!
Senator ALLISON—in terms of what the rebate is, or ought to be, or the purposes behind
which we would want to be—
Mr Goddard—I suspect we are flying blind a bit in terms of practices. As Ian McAuley, who
did the calculations for this submission, said this morning, to restore the rebate in terms of
average weekly earnings—and there is a reasonable prima facie case to say that there should be
comparative wage justice for doctors as well as for everybody else; we should restore the level to
where it was when the Medicare rebate was actually pretty generous, and it was comparatively at
its most generous right at the beginning and again at the beginning of the nineties—and taking
that as the measure of real value you would need to increase the rebate for basically every
service by between $5 and $7, on average. On top of that, the profession talks about a lot of costs
which are specific to general practice. I do not think we have the research really to know what
those are. Our feeling is that the case for that has not been proven. That is not to say that there is
not a case there; the case has not been demonstrated. We doubt whether it would justify anything
like a doubling of the rebate. Even if that were politically feasible—and I do not think that it is; I
suspect that both sides of politics would regard it as just not on—I would be doubtful that that
could be justified. Are rents going up that far? Are receptionists’ costs going up that far? One
thing that has increased is that we are requiring more training now of GPs, and that has
legitimate costs attached to it that should be in there. My bet is that the answer is somewhere
between $5 and $10, but I do not think we know.
Senator ALLISON—Have you had a chance to look at the seven-tier MBS restructure
proposed by the working group? Do you have a view as to whether that should be dealt with as
part of this package? The government is saying, ‘We’ll just put it aside and we will do another
study this year and consider it later in the piece.’
Mr Goddard—I think there are quite legitimate criticisms of the current structure of the
rebate and the items in general practice. I have read Dr Graeme Alexander’s submission, in
which he suggests that it is unreasonable to give the same reward for a nine-minute consultation
as for a 19-minute consultation, that those things are not the same. I have not looked at the
seven-tier proposal in detail. It has been criticised as being, maybe, a bit too far the other way in
terms of complexity, but certainly it seems to us that there is a pretty good prima facie case for a
different structure—for more levels—and for it to be easier for GPs to claim for longer
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consultations. Maybe it would also assist if the guidelines for the claiming of genuinely longer
consultations were looked at. Basically, I think we are flying blind. I do not think we have a
good, objective knowledge of the legitimate costs over and above those faced by the rest of
society—by other businesses.
Senator ALLISON—In any case—and this may be somewhat contradictory; I do not know—
do I read from your submission that an incentive to bulk-bill needs to be built into whatever the
rebate increase might be, that at the end the day there is no point in giving doctors an extra $6 if
it does not change their bulk-billing behaviour?
Mr Goddard—No. I think there is certainly a good case for rewarding bulk-billing, for saying
that we value doctors who bulk-bill and that there be something extra in it for them. Certainly
there is a strong case that 85 per cent of the schedule fee is out of date; a lot has happened to
transaction costs in the past 20 years, so it is no longer relevant. I think the important thing is
indexation. I think that what you are getting at in the submission is this: a number of GPs have
told me they do not want this situation to arise again—if they are going to get back into bulkbilling, they want to make sure that they are not in the same situation again in another five or 10
years—and realistic indexation, based on an objective measurement of genuine costs, would I
think provide them with the assurance that it would be worth getting back in. Getting them back
in is going to be a problem.
Ms Hopkins—I want to add one comment to this discussion. The Consumers Health Forum
has generally felt that we should reward quality health care. Senator Barnett has already
mentioned the Practice Incentives Program, and there are a number of other programs that
provide money to doctors for the health care they provide. I have perhaps received the same sort
of input that you have, which is that it is very hard for consumers or health consumer
organisations to get a picture of how that money is actually being used in general practice and
what it is contributing. I think that, as part of unfolding any new initiative, we would like to have
a better picture of what money is going to doctors and what the outcomes are.
Mr Harvey—Perhaps you might like to ask the department whether they actually have any
idea of the structure of general practice costs. There are various lump sum payments and a whole
range of new payments for the assessment procedures and things like that. There is a payment
for practice nurses. So the fixed cost, variable cost components have been changing in a way
that—as Martyn was saying—we, as consumer groups, have no idea how to track. My worry is
in fact that probably the department does not have any idea and, likewise, people on your side of
the table will not actually understand the implications of these things.
CHAIR—When you say ‘cost’ do you mean income?
Mr Harvey—I am talking about a combination of a cost and income model, whereas Martyn
was saying there should be some sort of rise in relation to average weekly earnings. To some
extent there have been relatively large fixed grants being paid to general practice. That actually
changes the fixed cost, marginal cost relationship. My feeling is that no-one has any idea how all
of these changes—and they are coming along monthly or quarterly—factor in. We do need new
things and GPs either say, ‘It is enough,’ or, ‘It is not enough.’ In terms of public policy, I think it
is not good enough to just have that decision being made. You might like to ask the department if
they have a model and, if they do, can it be made public domain so that groups like ours can
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actually say, ‘These are the impacts of these sorts of changes,’ and likewise your committee
secretariat can talk to them and say, ‘One of the proposals is X. How does that affect the doctors’
income as distinct from the practice income?’ As I said, the bandaids are being put on so quickly
now by a couple of thousand dollars here and a couple more bucks there that it is very difficult
for anybody to know what the net impact is on incomes.
CHAIR—We had difficulty when writing the last report in identifying practice costs because
they are so variable. Because practice costs are so variable, so of course are practice incomes,
because they can be made up simply of income received through MBS right through to the full
range of Veterans’ Affairs payments or income from PIP payments. The other point that was
made earlier today is that no general practice is the same as another. I am not defending the
department but I do think it is quite difficult to describe income of general practice.
Mr Goddard—The other issue is whether you set those calculations on the basis of the most
efficient practice, the average practice or the least efficient practice. Should the taxpayer pay for
inefficiency? That is another issue.
Senator BARNETT—I would like to just take the point that is being made and draw your
attention—and the attention of the participants—to their initial submission to the original inquiry
and their supplementary submission. They were reasonably comprehensive in detailing some of
the things that you referred to. I am sure that there are other questions that you might have as
well.
Senator FORSHAW—I would like to make one very short comment which relates to the
question that Senator Humphries asked of Ms Wentworth about the comment in your submission
on page 3 that said:
It is possible that many GPs will continue to charge a co-payment to concessional patients and use the $5 rebate to make
up longstanding income shortfalls.

I think you said that you had not actually written that. I found that comment confusing as well,
because to get the $5 you must bulk-bill the concessional payment. I am not wanting to put
words into your mouth, but I read it—or tried to make sense of it—as stating that the
government’s proposal does not require a GP or any specialist to bulk-bill all concessional
payments in order to get the $5. So it is possible that a situation such as the one you pointed out
could continue where a concessional payment may be getting charged $52 over the amount and
other concessional payments are being bulk-billed. They could take the $5 for all those
concessional payments that they are already bulk-billing and make absolutely no change at all to
the fact that they do not bulk-bill other concessional payments.
Ms Wentworth—I would agree with that.
Senator HUMPHRIES—It seems that there are now two interpretations of what that means.
Senator FORSHAW—Your proposal does not require them to bulk-bill concessional
payments—that is the point I am making.
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Senator HUMPHRIES—I agree with that but what you have just suggested is slightly
different from what you suggested before might be the meaning of that phrase. Perhaps the
person who wrote the submission might be able to give a supplementary comment to explain
what was meant by that.
Ms Wentworth—I will ask and get something to you, Senator.
CHAIR—Thank you, Ms Wentworth. I thank all of our contributors this afternoon. It has
been a very useful session for us. Thanks for your time. Thank you also for your submissions,
especially as they were done over the Christmas break. I know many of you are from volunteer
organisations, and we are very grateful to you for doing that for us. Thank you very much.
We have with us Dr Helen Beange from the Australian Association of Developmental
Disability Medicine, whose submission is No. 17. Dr Beange did ask to appear. Unfortunately,
we could not fit her in, and I do apologise for that. We have had lots of people asking to appear.
However, Dr Beange is here, and I know she would be grateful if people would take the
opportunity to speak with her during the break.
Proceedings suspended from 12.50 p.m. to 1.40 p.m.
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HAIKERWAL, Dr Mukesh Chandra, Vice-President, Australian Medical Association
KIDD, Professor Michael Richard, President, Royal Australian College of General
Practitioners
LIM, Dr Kean-Seng, Secretary, Mount Druitt Medical Practitioners Association
MOXHAM, Dr James Roger Ewing, President, Australian College of Non Vocationally
Registered General Practitioners
SLANEY, Dr Graham Michael, Vice-President, Rural Doctors Association of Australia
WALTERS, Dr Robert John, Chairman, Australian Divisions of General Practice
CHAIR—Welcome. Information on parliamentary privilege and the protection of witnesses
and evidence has been provided to you. In a moment I will invite each of you to offer some
introductory comments. In view of the limited time available I ask you to keep these comments
to around three to five minutes. After that, we will open the floor to discussion.
Dr Slaney—Thank you for giving the Rural Doctors Association of Australia the opportunity
to address this inquiry. I will make a few brief comments which highlight the issues raised in our
submission. The Rural Doctors Association of Australia was set up in 1991 to give rural doctors
a voice at the national level. What we have to say today is very simple: the health of people who
live in rural and remote Australia and the socioeconomic vitality of their communities will
remain in jeopardy until there is major systematic reform of the health care system to underpin
quality primary health care based on general practice. The RDAA believes there are two key
interrelated issues that need urgent addressing in rural areas: our work force and the
sustainability of medical practice. Unfortunately, by not resolving these issues, MedicarePlus
will do very little for rural health care providers and their communities.
The work force initiatives contained in MedicarePlus may persuade or dragoon more doctors
to the bush in the short to medium term, but only if its measures are modified to make sure they
are practical and sustainable. But this alone is unlikely to make rural medical practice more
attractive or in fact more sustainable. The newcomers may replace those retiring or leaving rural
practice, but why will they stay if rural practice is no longer viable? The Rural Doctors
Association of Australia and Monash University have recently completed a national study into
the viability of rural practice. The results indicate that one in five—20 per cent—of rural
practices are currently not viable in terms of the financial and personal costs entailed in
providing quality care. This will increase to 55 per cent of practices in five years time unless
there are significant changes now. No wonder 37 per cent of the 1,500 rural doctors surveyed
said they would not be there in five years time.
MedicarePlus is not going to help improve practice viability. A flat $5 incentive payment for
bulk-billing across the country will make no difference at all to rural doctors who already have
to charge patients an average gap payment of $7 to $12, reflecting the increased cost and
complexity of rural practice. So MedicarePlus will not raise bulk-billing rates in rural and
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remote Australia. It will not make providing or accessing medical care in the bush more
affordable. Yet it is not difficult to see how to start doing this. In A Fairer Medicare, the
predecessor of this package, rebates and remuneration were related to actual costs across the
country rather than a notional figure based on urban costs and conditions. A Fairer Medicare had
many flaws, but it did propose a geographically differentiated incentive payment which
increased with rurality. It did acknowledge that both the cost and the complexity of GP services
are higher in the bush, so it follows that any payment—a rebate to the consumer or an incentive
to providers—must reflect this.
This logical and equitable approach was dropped in MedicarePlus, and by moving to a flat and
inadequate incentive payment the government has let rural people down badly. It is just plain
unfair. Our submission puts forward three options for making Medicare equitable again. This
could be a loading on the Medicare rebate for services provided in RRMAs 3 to 7, separate
specific rural consultation item numbers for these services or a differential rebate based on
socioeconomic, and therefore health, status. RDAA have costed these options, which we have
detailed in our submission and also in our budget submission for 2004-05. A differential loading
would cost about $187 million per annum initially and rural consultation item numbers would
cost about the same. A differential rebate based on socioeconomic need would initially cost
about $206 million. This may seem a lot, but it is also about time that we started to recognise the
direct and indirect value of optimum health and see spending on it not as a high price to be paid
but as a national investment. The cost of not making the investment may turn out to be higher
than the price of rejecting it.
I have talked about the incentive payment because that is what MedicarePlus offers. RDAA
believe that Medicare is one of the most important parts of our health care system and the
inevitable adjustment that it needs over time should be made through its basic mechanism—the
patient rebate. Using external leverage through incentive payments to doctors is likely to
jeopardise the integrity of the system. Using a differential rebate to ensure rural and remote
patients get an equitable share in Medicare benefits supports the integrity of Medicare. They
certainly do not get this now. It has been estimated that in 1999-2000 the average per capita
Medicare benefit paid to metropolitan areas was $125.59; it was $84.91 in other parts of the
country. It would be great if this was because those who live outside major capital cities enjoyed
better health. The data shows they do not. The discrepancy occurs because those who live
outside major centres have less access to doctors because there are not enough doctors prepared
to enter or remain in practices which are just not sustainable in the long run.
RDAA have done more than continue to point this out to decision makers; we have developed
an evidence-based set of benchmarks. And, supporting this, we have provided an extensive set of
costed proposals. These are contained within our submission. We have done the research and the
analysis, and we are ready, willing and waiting to work with our colleagues here—
Commonwealth, state and local governments and all stakeholders—to set up a framework which
will make rural practice viable enough to attract and retain a work force which can afford to
discount their fees to the bulk-bill rebate.
Dr Haikerwal—The AMA welcome the opportunity to appear before the Senate Select
Committee on Medicare once again. It will be of little surprise to the committee that the AMA
agreed with the conclusions of the committee into A Fairer Medicare package and the need to
oppose that package in its entirety. The justification for the committee’s conclusion, however, we
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took some issue with. Further, the analysis commissioned by the committee was publicly
rejected by the AMA. The committee’s recommendations following its November 2003 report
are further areas where the AMA would seek to disagree. The MedicarePlus package proposed
by Minister Abbott brought with it several benefits to Australians to improve access to medical
services and affordability of those services. Although not seen as the whole solution, the AMA
believe that the MedicarePlus package moved a considerable distance in the right direction.
The AMA was disappointed that the Senate was not able to pass the legislation required to
improve dramatically the safety net provisions that Australian patients depend on to provide
some finite level to their health expenditure in the event of ill health. The current safety net
levels provide no safety to our fellow citizens. Indeed, the real value of the current safety net and
the security it affords is as devalued as the rebate that patients receive for the medical services
they use. The constant rhetoric around compassionate discounting or bulk-billing levels is a lame
argument. Bulk-billing is no measure of the success of our health system. It is neither a proxy for
the quality of services nor a proxy for the health we all enjoy. Bulk-billing is simply a method
whereby a given service is provided to an individual at no cost at the time of delivery. The
medical practitioner accepts the rebate a patient is entitled to as full payment for that service.
Today general practice prides itself on quality and has rigorous standards for practices and
practitioners. GPs understand the value of their services to individuals but also to the system.
They provide early intervention and care of chronic and debilitating conditions in the
community, to mention a few items. Primary health care delivery through general practitioners is
both cost-effective and produces the best overall health outcomes. It is the costs of these services
that have to be borne directly by our patients, in the form of fees. The fees are reduced by
rebates. The Australian Bureau of Statistics has shown increased costs associated with practice
of around 6.8 per cent per year over the period 1995 to 2001. Patients’ rebates have increased by
only 0.8 per cent per annum in the same time.
The government and commentators often quote figures for income or gain through incentive
schemes. These generally neglect the true cost of providing the services attracting these
incentives, are usually quoted without considering the cost to comply and deliver and usually fail
to take into account lost opportunity in time for consultations due to the dramatic increase in,
and burden of, red tape, as identified by the Productivity Commission and more recently the red
tape review. We cannot lose sight of the dramatic reduction in participation by doctors in general
medical practice. The need to train, attract and retain GPs in Australia’s health care system is
paramount. The message that this committee delivered in its November 2003 report underscored
the lack of perceived value members have of these capable, competent and committed
individuals and what they perceived of themselves.
Senators, we have in Australia the opportunity to provide affordable, universal health services
to our population. We can, with the mix of private health care, properly financed public
hospitals, improved community care provision and appropriate public health measures, make our
system once again the envy of the world. Our people can enjoy access when they need it,
without an inordinate waiting period, often in pain or with anxiety. They can rest assured that the
quality and standard of services provided to them will be delivered and that these services will
be affordable, due to an adequate rebate that will reduce out-of-pocket expenses, and that those
out-of-pocket expenses will have a lid on them, due to the presence of a safety net that you have
in your power the ability to implement speedily. We do not have the situation here—nor should
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we ever allow it—where a significant proportion of our population are unable to access health
care and where health costs are a significant cause of bankruptcy.
There are some clear messages that I wish to leave you with. Access to, and affordability of,
medical services for all Australians must be the principal goal of our health system. The goal can
only be achieved with the restructure of the Medicare system. The safety net legislation must be
passed. This aspect of the package protects patients and helps to make health care affordable.
Ensuring that Australia has enough GPs to meet demand in the future is also vital. This cannot be
achieved through unfunded bonding of medical students. The Senate must oppose any moves
towards bonding of medical students. The introduction of a fully funded seven-tiered general
practice consultation item structure will help to address both work force and affordability issues
and ensure provision of a high-quality primary health care system.
The mechanism by which the current $5 bulk-billing incentive is implemented could be the
linchpin of its uptake. The AMA would favour the HIC forwarding the incentive to GPs once
eligibility has been verified. This could be in the form of a credit, just incentive payments or an
additional payment on each eligible line item already identified on a Medicare claim. The AMA
will reject a new item number for the incentive payment. In conclusion, our health care system
can be improved immediately by passing this legislation and allowing Australians access to the
safety net that provides security. The Medicare package is a significant improvement on the A
Fairer Medicare package, but it is only one of a series of measures required to strengthen our
health care system and ensure the wellbeing of Australians into the future. Thank you for the
opportunity to speak today.
CHAIR—Thank you.
Dr Walters—ADGP thanks you for the opportunity to present here today. Our presentation is
based on feedback and representation from our 120 divisions of general practice nationally and
eight state based organisations. Those divisions, in turn, represent about 95 per cent of general
practitioners who are their members. I draw your attention, first of all, to the GPRG—General
Practice Representative Group, representing the divisions, AMA, RDAA and college—
statement, which is attached to the college presentation, and also to the communique from our
Canberra summit in September last year. Much of what I am going to say draws from that. In the
interests of time, I would like to make a few comments about specific items.
Starting with the safety net issue, ADGP have stated publicly that we urge the Senate to pass
this legislation. We agree that this is not necessarily 100 per cent ideal and certainly does not
address the needs of single, low-income Australians. We also believe that the safety net should
be inclusive of both the MBS and PBS when being assessed. ADGP are very pleased to note the
exclusion of compulsion to bulk-bill, and we are supportive of the notion that general practice,
as private enterprise, is able to negotiate with patients appropriate and affordable fees, based on
its relationships and knowledge of patients. As I said to you last time, most GPs always have
been, and always will be, mindful of the often changing circumstances of their disadvantaged
patients.
On the $5 increase in rebate to bulk-billed concession card holders and children under 16
years of age, whilst ADGP are supportive of the move by government to provide avenues for
young people to visit general practitioners, GP members of divisions would argue a need to
increase the rebate for all general practitioner consultations to reflect the rising cost of providing
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medical services. However, an increase of $5 for those GPs who choose to bulk-bill
consultations for concession card holders and children is more equitable to those GPs and is
certainly a clear improvement on the dollar amount offered under the A Fairer Medicare
package. ADGP, along with the GPRG—who are represented here—have advocated for
implementation of the findings of the AIRWG group, which was tasked with developing
economic modelling for in-surgery general practice consultations, with the aim of improving
incentives for the provision of quality care. Implementing the seven-tiered item restructure
would, in our belief, be more equitable.
Regarding work force issues, we are supportive of the increase in number of medical school
places by 234 per year. However, we do not support bonding of medical students, as we do not
believe that would work without any financial incentives. We also welcome the increase of 150
registrar places per year. However, recent experience in some areas has shown that there is no
guarantee that all these positions will be filled. This brings us back to the core of the issue,
which is that we must find ways of making general practice attractive to the newly trained doctor
as a vocation.
We see benefits in reducing red tape for overseas trained doctors entering the system.
However, we see this as a short-term solution, especially with the Melbourne manifesto,
endorsed by WONCA in 2002, with regard to countries being responsible for training adequate
health professionals to meet their own needs. Overseas trained doctors are required to enter the
same pathways as other medical practitioners trained in general practice. They should be
encouraged to take the college exam and thus become vocationally registered. The divisions are
ideally placed to support overseas trained doctors and should be resourced to do so.
The RRMA system, used to incentivise rural and remote regions in the area of work force
shortage, continues to disadvantage some areas—particularly Darwin, which is excluded because
it happens to be a capital city, and RRMA 3 regional centres, such as Shepparton, Albury,
Wodonga , Bendigo, Wagga, Tamworth and Toowoomba. These communities also continue to
face work force issues but are unable to access the incentives. These areas have not been
recognised as areas of work force shortage. I understand there may have been some work done
very recently on that—in fact, I think there might have been some email traffic on that issue in
our office today.
With respect to the issue of practice nursing and allied health workers, ADGP welcomes the
initiative of an MBS item for practice nurses. The division network believes, however, that the
MBS item for practice nurses should not be restricted to dressings and immunisations. There are
a number of things that these people, who in many cases are highly trained professionals, can do
and assist general practice in: monitoring and clinical management, such as simple blood
pressure reviews after GPs might have altered treatment; providing early disease detection, such
as diabetes screening in high-risk groups; having input to chronic disease management, such as
by providing asthma education to patients and spirometry; doing home visits, including protocoldriven health assessments under the supervision of GPs; and, in some cases, where the doctor or
the patient chooses, maybe even conducting pap smears.
There is also a need for the issue of supervision and even issues as fundamental as whether a
nurse is an RN or a state-enrolled nurse to be resolved. Rebate levels for any increased duration
and complexity of the tasks completed needs to be decided. Accreditation and ongoing training
for nurses needs to be reviewed. I notice there was some funding, however, suggested in the
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MedicarePlus package for the training of nurses. ADGP believe that divisions will play a
significant role in providing solutions to these issues, and we look forward to assisting in that.
ADGP believe that the divisions network is capable of playing a continuing role in the design of
initiatives for defining urban areas of work force shortage and addressing the needs of those
areas, as well as for supporting professionals in these teams. We believe that the areas of urban
need where the additional 457 practice nurses and allied health workers are being put need to be
very clearly defined.
There is a significant role for divisions in supporting GPs with implementation of the HIC
Online initiative, and they should be resourced to do so. IT funding assistance to divisions was
withdrawn in June 2001, and we believe this was premature and that it will need to be restored.
There are a number of issues I will not go into, such as making systems compatible, getting
advice and training, and getting GPs who are not IT proficient up to speed. In addition, GPs
should be resourced to implement this initiative with practice infrastructure paid for from
generated savings as a result of the HIC Online implementation. We believe that there will be
something like a three per cent saving on each transaction.
With respect to aged care, ADGP is very supportive of the first step towards the integration of
general practice and residential aged care facilities and welcomes the opportunity to work with
the government on refining the details of this initiative. However, there are a large number of
details that are yet to be worked out and there are a large number of questions that have arisen
from this—I can go into those later on if you wish. We have already had one meeting with the
department on the implementation of this. However, there is an awfully long way to go in an
initiative that was, if you like, sprung upon us without any consultation prior to us hearing about
it in the MedicarePlus package. I thank you for this opportunity, and I look forward to clarifying
any of the issues I have raised.
CHAIR—Thank you.
Prof. Kidd—The Royal Australian College of General Practitioners are pleased to have the
opportunity to attend this hearing of the Senate Select Committee on Medicare. As has been
mentioned, our submission includes the declaration from the general practice summit held in
September last year, the statement on MedicarePlus from the four member groups of the General
Practice Representative Group and a position statement from the Royal Australian College of
General Practitioners on ensuring the quality of Australia’s general practitioners.
The RACGP support many of the government’s initiatives to better meet the health needs of
Australians and, in particular, we are pleased to note that the government listened to the
feedback from the Australian public and our general practitioners. Many of the concerns raised
by the college in response to the original A Fairer Medicare package have been addressed in this
new package. However, some initiatives, including the general practice work force issues and
the safety net issues, still need further attention, and there are other important areas of reform in
primary health care in Australia that the package fails to address. The statement on the safety net
from the four GP groups says:
The provision of strengthened safety nets by Government for needy patients who strike barriers to access arising from the
failure of the MBS fee schedule to reflect practice costs is welcomed. However, triggers for these should combine both
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PBS and MBS expenditure and have lower thresholds than currently proposed. Unfortunately, the changes in the safety net
do little to support single people on low incomes with high healthcare needs.

I would like to restrict the remainder of my comments to the education, training and quality
initiatives in the package. We note the increase in the number of overseas trained doctors
proposed and that this must be linked to the current high standards of Australian general practice.
The RACGP’s position statement on ensuring the quality of Australia’s GPs states:
The RACGP is responsible for setting and maintaining the standards for education and training in Australian General
Practice. This role has been endorsed through accreditation by the Australian Medical Council.
The RACGP has the only entry standard to Australian General Practice, the Fellowship of the Royal Australian College of
General Practitioners (FRACGP). The RACGP is also responsible for ensuring the quality assurance and continuing
professional development of Australia’s general practitioners through our QA&CPD program ...
The quality of our general practitioners is central to the quality of the care delivered in General Practice. Quality also
depends on the system in which general practitioners work. The system is failing Australian General Practice and the
Australian public by not requiring all those entering General Practice to achieve FRACGP and undertake continuing
professional development.

We are watching very closely the initiatives for overseas trained doctors to make sure that those
standards do not slip. We support the additional medical student training places but we do not
support bonding of these medical students. We strongly support short-term placement for junior
doctors in general practice. However, this will require appropriate supervision against standards
set by the Royal Australian College of General Practitioners. We support the increase in registrar
training positions in general practice, but we remain concerned about the attractiveness of a
career in general practice to recent graduates from Australian medical schools. We support the
general practice work force re-entry initiatives as a modest contribution to challenges in the
work force.
We support the measures to assist rural and remote general practice and especially the
measures to support procedural GPs to maintain their skills. We support the increase in rebates
for patients of non-vocationally registered doctors, registered prior to 1996, as long as this is
linked to a requirement for them to engage in continuing professional development at college
standards and these doctors are supported to attain fellowship of the RACGP. We welcome the
increased support for our training practices and our GP supervisors.
Finally, we welcome the practice nurse initiative but advise that nursing in general practice
requires educational support. I direct you to our submission and the details of our recent work
with the Royal College of Nursing of Australia, which has looked in depth at the educational
requirements of nurses working in general practice. We also support extension of this initiative
to Aboriginal and Torres Strait Islander communities.
Dr Lim—As a general practitioner from a small group practice in Mount Druitt and as the
secretary of the Mount Druitt Medical Practitioners Association, a small regionally based group
of about 60 general practitioners, I would like to thank you for the opportunity to present the
views of doctors in Mount Druitt, in particular, and in Western Sydney, in general. I believe that
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the viewpoint I will present will be a little bit different to that of some of the more nationally
based associations.
I will start by providing some background about the area we practise in. As the highest bulkbilling region in Australia, with a rate of about 98 per cent bulk-billing, the proposed changes to
Medicare have been the subject of much discussion between our association and others in the
region. Western Sydney is one of the most disadvantaged regions of Sydney, presenting
significant challenges to primary health care. It is a region characterised by high levels of
unemployment and a high proportion of Aboriginals and Torres Strait Islanders and refugees.
The level of non-English-speaking people in the population is high. The region has a high
proportion of low-income families and high levels of chronic disease—obesity, heart disease,
diabetes and smoking related illnesses.
Population studies have shown Western Sydney to have the highest illness burden in
metropolitan New South Wales and therefore, by inference, presumably greater health care
needs. It is often difficult for residents in Western Sydney to access allied health services, due to
a combination of cost and availability. An example is that there are severe shortages of
resources, such as psychiatric resources, counselling and dieticians. Waiting times for some
hospital clinics are more than two years. It is therefore frequently left to general practice, in this
situation, to try to fill the gaps. We believe it is at least partly due to these factors that the bulkbilling rate remains high.
General practice can provide the continuity of care which allows the practice of quality
community based medicine with a strong emphasis on preventative health measures. A general
practitioner who is familiar with the patient and his or her background is well positioned to
deliver effective care at a lower total cost to the patient and the community. Continuity also
reduces the problems associated with fragmentation of care, such as duplication of services and
its associated costs. We believe that there is good evidence that quality general practice care is
able to deliver strong benefits to the individual and the community as a whole. There are two
fundamental problems with the system we work under. The first one is that quality care takes
time, and the current system neither encourages nor rewards this. The second problem is that the
cost of running a practice has been increasing at a far faster rate than the Medicare rebate.
Specifically applying my talk to Medicare and MedicarePlus now, many of the comments to
date have covered what I was going to say, but there are a few points which I will make. Firstly,
the $5 incentive to bulk-bill children under 16 and health care card holders is a step in the right
direction. We believe this will be enough to encourage GPs in our region to continue offering
bulk-billing services to these groups of people. However, we have some concerns about certain
details of the proposal. One aspect of this proposal is that it does send an implicit message to
doctors currently bulk-billing all consultations that they will be expected to either crosssubsidise other patient groups with this or change their billing patterns, which may well lead to a
decrease in the availability of bulk-billing. This is going to impact most heavily on those with
chronic diseases and low incomes—hence, most of our patient population.
Secondly, as the incentive would appear to be a fixed amount regardless of the duration of
each consultation, it would appear to reward mostly shorter visits. It actually does nothing to
reward longer or more comprehensive consultations. Therefore, it does not encourage quality or
preventative care. The concept of the safety net is a reasonable one, as many patients face
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significant out-of-pocket expenses following specialist treatments. But due to the smaller gaps
which are going to be found in general practice we believe this is unlikely to have a significant
impact on general practice behaviour. The third issue, regarding the general practice work force,
has largely been summarised by the speakers before me. In summary, we believe that unless
general practice is perceived as an attractive profession it will be difficult to attract new
graduates to this field.
In summary, the proposed changes to Medicare represent a short-term fix with little to
encourage quality care. As informal estimates are that practice costs are rising at a rate of six to
10 per cent per annum in our region, in the absence of any form of indexation or review we
believe the benefits of these proposed incentives are likely to be eroded within two to three
years. On the other hand, we should also point out that without any action it is also likely that the
whole situation regarding access to care will actually worsen. We believe the community
deserves access to affordable quality health care and that an adequately resourced Medicare has
the potential to provide unparalleled access to effective community based care with benefits to
all.
Dr Moxham—Thank you for the opportunity to speak. There has been a lot of talk about
raising rebates to offset rising costs in running practices. It is important to note that the rebate is
actually a patient rebate, not a doctor rebate. If the patient is privately billed, the cheque is
actually written out to the patient, not to the doctor. If the patient is bulk-billed, the patient
actually signs a form which says, ‘I assign this payment to the doctor.’ So in both cases the
rebate is a patient rebate. Ditto to the safety net. This is a patient safety net; it is not a doctor
safety net. It is designed to help patients who may be unfortunate enough to have large medical
bills over a period of time. Any mechanism which supports patients with large medical bills has
to be supported, I believe.
In relation to the $5 rebate, our organisation is still waiting for a formal reply as to whether or
not this actually applies to non-VR doctors, so I cannot make any comment on that at this stage.
In the discussions we had this morning there was talk about what the patient rebate is for a
standard consultation of an item 23. For non-VR GPs that is actually at item 53, and that rebate
has been frozen at $17.85 for over a decade now.
The main issue I want to discuss has not been discussed at all today: more non-VR doctors for
areas of work force shortage, which is on fact sheet 13 in the MedicarePlus package. This is a
$22 million package which is designed to attract non-VR doctors who are the pre-1996 doctor
cohort to either stay in an area of work force shortage or relocate to an area of work force
shortage. If they agree to stay or relocate, they gain access to the higher rebates for their patients.
There is a big incentive there, because that difference is now about $7. The health department
were given a very short space of time to set all of this up and have spent most of their time in the
last few weeks on the $5 rebate, but in the last week or so they have put together some draft
guidelines as to how this program could be run.
It is very important that this program be set up right. The way it is going to be set up may
actually result in non-VR doctors being attracted to leave areas of need and relocate to other
areas. The way the Department of Health and Ageing gather their statistics is to use local areas
that are council sized population groups, which would be 13 to 14 kilometres across for an
average city area. What they are saying is that if the average ratio of full-time equivalent doctors
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to patients in those SLAs is below a certain number then that is defined as an area of need. That
number is 1,404 persons per full-time equivalent GP. The problem is that if you have a
patchwork of postcodes in a city there will be some areas of need and some areas of surplus. In
every capital city, except perhaps Canberra, there are suburbs quite close to the city centre where
there is a shortage of doctors and real special health needs. There would also be examples all
over cities of certain postcodes that include areas of need but that, with the way the statistics are
going to be used, may end up being lumped in with more affluent areas that are nearby.
If you set it up in the way the health department want to, it is quite possible that the last or
almost last non-VR doctor may leave a postcode—they may relocate 13 or 14 kilometres away,
but that is a long way for patients to travel. The sorts of patients who see the doctor in a
disadvantaged area are often not very mobile and have trouble accessing transport because they
cannot catch buses and are not very affluent, so have trouble catching a taxi. Those people are
not going to be able to travel large distances to visit their doctors anymore. So, if this is going to
be set up, it is important to set up a program that is based on smaller statistical areas—probably
on a postcode area, because those statistics are readily available—rather than on the larger
council sized areas. As I said, the health department were given a very short time to set this up—
they have to have this working by 1 February. They will probably be able to get it working as
they are designing it, but over the next few months it is important that we do not have a system
that actually ends up moving doctors away from areas of need.
CHAIR—Thank you; that was an interesting point. First of all, I want to ask the people here
today what consultation was undertaken by the government in the development of MedicarePlus
as a package. Can you tell me how that consultation occurred?
Dr Walters—From the ADGPs point of view, the incoming minister consulted with us in
general terms about what we perceived to be the problems in the system, and that inevitably led
to the A Fairer Medicare package.
CHAIR—To A Fairer Medicare or MedicarePlus?
Dr Walters—It led to our concerns about the A Fairer Medicare package and he requested us
to say what we thought would be better. That turns out to have encompassed a number of the
things that turned up in MedicarePlus. So there was some consultation. In some areas, however,
it was deficient. In particular I mention the aged care initiatives, where Australian Divisions of
General Practice have a very clear role—in fact were stated as having a very clear role—and yet
those details are currently being worked out at a fairly frenetic pace. We have only had one
meeting with the department so far.
Dr Slaney—The Rural Doctors Association had a number of meetings with the minister and
we were basically discussing issues that we had with A Fairer Medicare, as it was in that time
frame. Some of the issues that we have discussed have been included in the package. There are
other things in there that were not discussed with the Rural Doctors Association, and particular
areas such as the incentives for procedural medicine are now having to be worked on to develop
into a package that is effective. Like other GP groups, there are other areas where we have
problems where perhaps more consultation could have avoided those problems.
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Dr Haikerwal—From the outset, when the so-called A Fairer Medicare package was
produced, we were lobbying quite rigorously around our problems with that particular package.
At a previous Senate inquiry into that, we presented both a submission and a supplementary one
outlining the major problems that we saw with that. At that time, we started to discuss the
solutions around the problems that this particular package had raised, as well as the original
problems it was trying to solve, and that certainly continued when Minister Abbott was
appointed. Obviously we had other things on our mind at the time as well—namely, medical
indemnity—but the Medicare package was also very high on his list of priorities and we did
discuss our thoughts about solutions to that set of concerns about Medicare itself and the
problems with MedicarePlus. That has also been at a departmental level. We had concerns about
the way the original package was going to be implemented. We certainly have problems about
the way the current package will be implemented too.
There is a footnote around the aged care issue. We have an AMA care of elderly people
committee. We have had a major problem with the way in which aged care services have been
delivered into residential aged care facilities for quite some time. We have had high-level
discussions with the departmental advisory committee, which we were excluded from but have
recently been put back onto. That is where a lot of the ideas have actually come in. I think they
did miss a step by not talking to these guys and saying: ‘We are going to do this. How shall we
do it?’
Prof. Kidd—The college met with the previous minister and provided feedback on the A
Fairer Medicare initiatives and with the new minister prior to the announcement of this package,
particularly focusing on the work force issues. Both ministers, and most recently the new
minister, met with the full GPRG—the four groups—and heard the feedback to this package.
Dr Moxham—We were not formally asked and the GPRG does not have any representation
from non-VR groups on that body. But we have been actively lobbying the minister and many of
the things that we have been asking for seem to have appeared in MedicarePlus.
CHAIR—It has been said to us today that the safety net threshold will be achieved not
necessarily through GP expenses but more through specialist costs—the consumer costs to
specialists. As doctors representing general practice essentially, do you have any comments
about the equity of that? Do you have any views about the threshold level—both the $500 level
and the $1,000 level? It has been earlier suggested to us that that it in fact should be lower.
Dr Haikerwal—The safety net as it currently stands, which pays just the Medicare gap from
the 85 per cent to 100 per cent of the schedule fee, offers no real protection at all. If we are
talking about general practitioner services, it kicks in at around 80 consults. So it is really not
much of a safety net. That is added to by specialist services and diagnostic services, but you are
still only getting to a level of schedule fee. The debate around the schedule fee not being
adequate is certainly rife, and we can see that the cost outcome is much greater. In general
practice, we are looking at 50 per cent of true cost of what rebates or 85 per cent of the schedule
fee pays. Increasing the percentage, the quanta, of expenses that the safety net covers is a good
thing. The 80 per cent is good. When you set the bar at $500 to get into that safety net, you are
going to get caught between those who would have got over the original $187 safety net and
those who are not going to make it over the $500. The higher spenders will certainly benefit
more from that. There is an argument that the safety net threshold should come down, and we
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would see no objection to that. Certainly the safety net concept is one that affords some degree
of protection to people in the extent of fees they are expected to pay.
Dr Lim—I have heard comments that the introduction of a safety net introduces a two-tiered
system of medicine. My comment on that is that, from my patients’ perspective, there already is
a two-tiered system of medical care: those who can afford private health insurance, go to private
hospitals and see specialists in their own time are able to access services faster than those who
have to wait for a public hospital clinic. I believe the safety net concept actually is reasonable, as
I think it is something which will allow some of our patients to gain some benefit. I believe our
patients would get some benefit from this.
CHAIR—Do you have any comment about the threshold level?
Dr Lim—Overall, I believe the threshold level probably should be lower, but I believe that is
also a monetary issue.
CHAIR—I understand that.
Prof. Kidd—The lack of linkage of the PBS and MBS safety nets is a real problem. It is a real
problem for people with chronic diseases requiring multiple medications and particularly for
people with comorbidities—more than one chronic health problem. It is also interesting that, in
the examples that we were provided of how MedicarePlus will benefit all Australians, there were
no illustrations of how this would benefit single people on low incomes without concession
cards. It appears that the safety net will do little to assist those single people and, as we know,
many single people have high health care needs—there are many people with mental health
problems, homeless people, widowed people and so forth. Individual Australians need to be
treated equitably.
CHAIR—I have read in all of your submissions about the concern for lower income singles.
Are you recommending that we redefine ‘family’ and ‘individual’ so that a single person would
not have to reach as high a threshold as a family?
Dr Walters—I think if you look at the proportion of single people—single parents,
particularly—in the community, you will see it has been missed a bit.
CHAIR—‘Single parent’ would be defined as a family, wouldn’t it?
Dr Walters—Yes, but ‘single persons’ and ‘single parent’ is what I mean. The issues are
missed, and you could also make a case that single parents are disadvantaged here as well.
Senator KNOWLES—I would like to go through some of the things that you collectively
have said, because in this morning’s evidence various interest groups were overwhelming in
their condemnation of the legislation. They all wanted it to be rejected. I put that to you. Some of
the contributions were not surprising. The people who are saying them have not deviated from
their position from the last round of hearings to this, so there were no surprises in that. What do
you see as the ramifications of this legislation not being passed? Have any of you considered that
prospect?
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Dr Haikerwal—The ramifications of the legislation not being passed would be the status quo.
The status quo is seeing a mass exodus of general practitioners, appalling participation rates and
the supply of services diminishing. Those who can actually find a GP or even a specialist now
are faced with higher fees. Those fees have no limits; there is no safety net to pick them up
because the current safety net affords them no protection. The concept of receiving services for
no out-of-pocket payment—aka bulk-billing—is becoming less and less of a reality in rural areas
in particular and certainly in metropolitan and now in outer suburban and inner suburban areas.
We will get to where the current situation will get progressively worse and the system will cease.
Senator KNOWLES—Does anyone else have any comment to make on that prospect? The
position that has just been put is one that is very realistic, and that is why I was actually quite
surprised at the end of the year to see—from afar, because I was not here at the time—that this
had been referred to yet another committee, when in fact people like you had wished for the
legislation to be passed before Christmas. The issue of the safety net seems to be something that
is appealing to those people who will stand to benefit. I take the point that it is not the doctors
who get the benefit; it is the patients. The Western Sydney doctors are a very real case in point
because, as you say, they are 98 per cent bulk-billers, and that would be a substantial reward—or
incentive, I should say—for continuing to bulk-bill too, wouldn’t it?
Dr Lim—If you are referring to the safety net specifically, no, I do not think the safety net
will have any impact at all on general practitioners in Western Sydney.
Senator KNOWLES—Sorry, I was referring to the $5.
Dr Lim—The $5 would be a significant increase, although I am not sure that the actual
quantum of the increase is as great as may have been described. I believe Senator Barnett
mentioned some figures earlier provided by the department of health. Our modelling would
suggest a number of, at most, 50 per cent of that amount. But, having said that, yes, it does. If I
may use the phrase, it will probably keep the wolves from the door for a little bit longer. But, in
the absence of any review or indexation, it will buy two to three years.
Senator KNOWLES—The safety net issue is equally important because, as most of you have
said, the safety net concept is good and the incentives are good. I am a bit concerned about what
you were saying about the incentives for short versus long consultations. I would like you to, if
possible, flesh out an idea as to how best that could be overcome. What would you suggest as a
suitable outcome?
Dr Lim—If I may flesh out that particular thing a bit more, what I was referring to was a
situation where the $5 incentive is offered to doctors who bulk-bill any children under 16 and
health care card holders for any duration of consultation. A doctor who sees, for example, 10
patients an hour is therefore going to be significantly ahead of someone who sees four patients
an hour or a doctor who spends more time on comprehensive consultations and therefore spends
half an hour with each patient. The latter doctor would be rewarded the least by this system.
Therefore there would be far less incentive for someone to perform more comprehensive care.
Senator KNOWLES—But have you made recommendations as to how that could be
addressed?
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Dr Lim—I have not actually made formal recommendations, but yes, we do have
recommendations on that one. We actually believe that the incentives should be related. Firstly,
there should be a revision of the Medicare schedule. The seven-tier system as recommended is
something which we believe should be looked at. The second point is that we believe that the
incentive should actually therefore be tied in with the duration of each consultation.
There are also recommendations in the MedicarePlus proposal regarding item numbers for
specific purposes—something along the lines of enhanced primary care items. Again, we see this
as a potential benefit, with the caveat that while there may be some things which are good ideas
they would need to be implemented in such a way that they actually produced the result that was
required. A case in point would be, for example, the item numbers for diabetic care, which are
great except that, when the patient cannot afford to see an ophthalmologist, that means the GP
does not get a rebate for that. If the podiatry services and the local hospitals are overrun by about
a year’s waiting list or so, then again they do not qualify for that either. There needs to be a look
at the whole system.
Senator KNOWLES—Thank you.
Senator ALLISON—Dr Walters, you are suggesting that the Senate ought to have passed the
safety net legislation last year, but you come to this committee with two very significant
recommendations for change—namely, to combine the PBS and the MBS, and to lower the
threshold. Wouldn’t you acknowledge that those two measures deserve some scrutiny on the part
of the committee?
Dr Walters—My point was that I would have thought that that could have been done in the
parliament and not necessarily have to come to a committee.
Senator ALLISON—Dr Slaney, could you give the committee some advice as to what sorts
of measures your members would accept to encourage bulk-billing. What do you think the
answer should be to improve the very low rates in some of the country areas?
Dr Slaney—We have just completed a study, the viable models project, which details that. It
is in our submission. I think it is more than just dollars in rebates. A whole range of areas need
addressing. I can give you a long answer or a very quick one. The quick one is, essentially, that it
is not viable to bulk-bill in rural practice at the levels of the current rebates.
Senator ALLISON—Can I pursue that point? I may be wrong, but I do not think that in your
submission you actually put a figure on what you reckon the rebate ought to be increased by. Is
that correct?
Dr Slaney—Yes. Our study has shown that one in five practices—20 per cent—are currently
unviable, so we need to increase the viability of rural practices. That involves improving the
work force as well as the finances within general practice. We have not developed a specific
figure, but we have in our submission a graded geographical loading on the current rebate which
we believe would go some way towards restoring the viability of rural practice, and that depends
on the RRMA. It is in the submission. I can go to the page and read out the numbers if you want,
but it is more than just picking one particular item and one particular rebate level. You have to
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look at it across the whole system. Other doctors have mentioned that. A $5 fee for all items is
not going to improve quality if you are not—
Senator ALLISON—It has been suggested in numerous submissions to the committee that
rural doctors in particular have higher wages and incomes than doctors elsewhere. Dr Moxham
is nodding. How does this sit with your argument that rural practices are not viable? What has
gone wrong in the connection between income and viability?
Dr Slaney—I can quote one study. The ABS has noted most recently that rural doctors have a
higher income. But they have calculated that based on a standard 35-hour week. They also
acknowledge that rural doctors work 52 hours or more a week. So in actual fact, when you take
into consideration that salary and average it out over the actual hours worked, it is not as high a
salary as it would otherwise appear. The other problem with taking gross salaries is that it does
not cover the increased costs and complexity in providing care in rural areas. These are
significant issues that have been identified in our rural viable models project. A gross figure of
income does not show those costs. At the end of the day you have to make rural practice
attractive to retain a work force. At the moment that is not occurring and people are leaving and
it is hard to attract doctors into rural practice. Some of the other doctors here have also
mentioned the fact that it is unattractive in general practice. We need to make general practice as
a whole more attractive.
Senator ALLISON—The other theme today which did not come up so much in our previous
inquiry is about specialists and the question of whether the real problem is not with GPs at all
but that those people who are likely to reach the threshold and beyond are those who have high
health costs associated with either diagnostic services or specialist services. Does anyone have
any comment to make? I know you represent GPs, but do you have a comment to make about
the emphasis so far being on GPs and whether the real issue is not elsewhere?
Dr Haikerwal—First, the organisation represents all doctors, not just GPs. We believe that
this package has been aimed at general practice. We certainly hear from our specialist members,
especially our specialist members in geriatrics, nonprocedural medicine and other areas, that this
is still not addressing their concerns, and we understand that. But this is a significant step
forward towards allowing access to medical services by people with a knowledge that there is
some finite level of expenditure that they can expect to incur.
Senator FORSHAW—Dr Haikerwal, you were asked a moment ago a question by Senator
Knowles regarding what you thought would be the consequences if the parliament failed to pass
the government’s legislation. My understanding is that the legislation really only deals with the
safety net proposal and that all the other measures can be implemented without legislation. How
can you say that failure to pass the legislation dealing with the safety net proposal means that
GPs will leave the profession, fees will rise and bulk-billing will fall? They were your comments
as I noted them. What is it about implementing this safety net proposal that would prevent those
things happening?
Dr Haikerwal—The safety net is not the panacea to all our problems—I freely admit that. If
the current legislation continues, and the biggest plank of it is the $5 incentive—
Senator FORSHAW—That is not necessarily in the legislation.
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Dr Haikerwal—Yes, I agree, but the majority of supposed expenditure by the government in
terms of incentive probably would not get passed on because the people who have actually
moved away from bulk-billing will be charging more than $5, so there is no incentive for them
to go back to the status quo. As for the employment of nurses, if there are no other benefits and
patients do not get a decent rebate or finite level amount and they are actually paying out, then
practices may actually reduce their services. We have seen that there is a reduction in patient
services; that is the status quo. In terms of other aspects that the package as a whole covers, the
safety net does not really make an awful lot of difference to those measures; it is the only
significant change from status quo.
Senator FORSHAW—The $5 could be seen as a significant change, certainly a significant
change from the previous package, which offered $1 in metropolitan practices, providing that the
practices bulk-billed all concession card holders. This proposal is to now pay an extra $5, and
doctors can still choose whether or not they bulk-bill concession card holders. We have heard
evidence this morning from some witnesses who have said that what will happen is that those
doctors who are already bulk-billing concession card holders will get an extra $5, which helps
them but does not necessarily mean that they will increase bulk-billing for others. I would like
you to explain your comment on page two:
This measure—

the $5—
will allow general practice to continue to establish its own billing practices and to make decisions on bulk billing based on
socio economic need or chronic illness.

We have been told that has been the practice all along in the profession: they decide who they
want to bulk-bill and who they do not. So what has changed?
Dr Haikerwal—The $5 incentive is a change from mark 1, because there is no compulsion.
Senator FORSHAW—Yes, but what is the change in terms of the impact? This is an
incentive. Will this ensure that more doctors will bulk-bill more concession card holders and
more children under 16? People in Dr Lim’s area would suggest it would not.
Dr Haikerwal—I would agree with Dr Lim. People that are currently bulk-billing may
continue to do that. Those who have moved away from it are charging more than $5 generally
and therefore they have no reason to move back to bulk-billing. As for those that are on the edge,
who are deciding whether to rebate somebody or not, you are more likely to do that if there is a
$5 incentive, given the $5 incentive and, in the general scheme of things, bulk-billing rates
dropping to 68½ per cent or less.
Senator FORSHAW—Wouldn’t it be fair to characterise the $5 payment as being, rather than
an incentive, a payment to give doctors—those who currently bulk-bill concession card holders,
for instance, and make decisions on bulk-billing people on the grounds that they have said—
extra income in recognition of the fact that bulk-billing those patients is, to some extent,
uneconomic, as in your argument?
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Dr Haikerwal—The words that Dr Lim used were actually quite good: it does keep the
wolves from the door for a year or two. This index is going to be a problem and if the general
method in which the Medicare schedule is fixed up is not properly fixed up, we are going to be
in this situation again in two years or five years time. This package improves a situation from
status quo, but it is not going to make a huge deal of difference. The only thing that is going to
make a significant difference in practice is a safety net, and the reason it is going to make a
significant difference in practice is that those people who end up with larger medical bills or
numerous medical bills will have some finite level of expenditure.
Senator FORSHAW—But we have been told that there are going to be very few patients of
GPs who will ever reach those thresholds. We have been told that many patients who visit GPs
now do not even reach the threshold for the existing safety net scheme. I understand it is
different, it only pays the gap, but if they cannot even reach that—and we have had people give
evidence here who suffer from chronic illness themselves, and you may have read their
submissions or heard them—how is it possible that this scheme will lead to many, many more
Australians with large medical costs reaching those thresholds of $500 and $1,000? A thousand
dollars! I put it to you there are very few Australians, proportionally, that could reach the figure
that is allowable under the taxation arrangements whereby you can claim a rebate for medical
expenses over $1,400.
Dr Haikerwal—You are right: the number of people who will reach the current threshold will
be limited. Obviously the method of calculation is different. We are not looking at Medicare gap
but real gap, and 80 per cent of real gap, and therefore to get to that threshold actually requires
bigger jumps.
Senator FORSHAW—So we are focusing on the minutia. There is no disrespect to people
with chronic illnesses, but we are focusing on a small number of Australians when all the
evidence we are hearing from all around the place, including the profession, is that we have large
problems right across the health system. We have a package here that focuses on one or two
discrete elements.
Dr Haikerwal—We certainly see the package as being a step in the right direction. We by no
means believe that this is really a final solution.
Senator FORSHAW—One small step.
Prof. Kidd—With regard to the statement by the four GP groups, while we welcomed this
additional funding to improve access to high-quality health care for cardholders and children,
none of us felt that this was a long-term solution. The long-term solution is a schedule which
recognises and rewards high-quality longer consultations when they are appropriate. As has been
said, this is a small step in the right direction but it is not a long-term solution.
Dr Moxham—With that $5 thing, there are all the bulk-billing doctors—and it is probably not
going to change much because they will keep bulk-billing—and there are privately billing
doctors, many of whom are charging more than $5 so they are not going to be very attracted to it.
There is a very small number in that crossover that it might attract who are thinking about giving
up bulk-billing. Most of that $5 is going to go to bulk-billing doctors who are bulk-billing
anyway, so it is not going to change anything there. It is a lot of money being spent. The
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question earlier was: how are we going to increase bulk-billing rates? One thing you could do
with that $5 is get some more doctors out there; use that money to train more doctors and pay for
more doctors and let us get those doctors out to where they are needed—that is one solution that
could work.
Senator BARNETT—That is what we are doing.
Dr Moxham—It is certainly heading in the right direction. The package is a huge step in the
right direction by doing that. It is the only way to go; if you want to solve all these problems, we
need some more doctors out there.
Senator HUMPHRIES—I just want to follow up on Senator Forshaw’s questioning. I
assume these safety net arrangements also provide the potential benefit of peace of mind to a lot
of people who may be fearful, particularly if they have a chronic illness, that they might reach a
stage where they cannot afford to go to a doctor any more in any given year. This gives them a
sense of security, or the lack of it, which sometimes exacerbates a condition. I assume that is also
a potential benefit from this package?
Dr Walters—Particularly when a single item, such as an MRI scan or a major investigation,
costs hundreds of dollars in one single hit. Then it does become a point.
Senator HUMPHRIES—I want to come back to the question of the potential inflation of
doctors’ fees as a result of the safety net arrangements. We heard in evidence this morning that a
number of people were fearful that there would be an inflation in fees—that doctors would start
to charge more because they knew that ultimately the safety net would mean most of the extra
costs above a certain level would be met by the taxpayer rather than by the patient. I think these
concerns are mainly directed at specialists rather than at GPs, but I am presuming that you would
have some insight, I suppose, into the behaviour of both sets of doctors. Do you feel this fear is
well-founded—that is, do you think it likely that there will be a temptation to inflate fees in light
of that safety net arrangement? If so, do you feel there are mechanisms in place, such as
monitoring of prices by the HIC and so on, that might prevent that from becoming a real
problem?
Dr Haikerwal—To deal with your last point first, I am not sure how the HIC monitors prices.
As a profession, and certainly as individuals, we all run businesses and need to be in the
marketplace and to provide a product people can actually afford. If you have a product that
people cannot afford, they will not come to you. There are some areas where people have no
choice about having to receive a service, but then we always have the public hospital system if
they cannot afford those services. A specialist, for instance—which is where this is probably
aimed—if they price themselves out of the market, will lose to the public hospital system
anyway. So, in order to maintain a viable system, the private sector has to have fees that are
affordable. Similarly, in general practice we are in a situation now where general practitioners
have been giving a discount to a large number of their patients because they want to make sure
the patients can afford their services, that they do not go without. So we have a caring
profession, with ethics, working in the marketplace. They have to provide a product at a cost that
can be afforded otherwise they will not be able to provide a service, because nobody will want it.
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Dr Walters—Apart from that, as I understand it with the processes of this safety net, I think
your question would imply that doctors would have to set about finding out the details and then
collude, almost, to rip the system off to increase their fees at the appropriate time. I honestly do
not think that, certainly, general practitioners—or specialists—have any history of that sort of
behaviour. I believe, and as Mukesh has said, it is a profession that has acted responsibly on the
whole when you look at the fact that, at the moment, medical fees are not capped—I can charge
whatever I like. If you look at the history of medical practitioners, be they specialists or general
practitioners, I believe they act responsibly.
Prof. Kidd—Many of our patients who are going to have access to the safety net are not in a
position to spend the $500 or $1,000 to bring them up to that level anyway, and as GPs we know
that—we know who these people are. Many of the patients whom this affects are actually hitting
the safety net with regard to their pharmaceuticals because they are people with multiple medical
problems requiring multiple medications. They tell us when they are in strife; they tell us what
they can and cannot afford. Our patients are going to be giving us a warning about whom we can
push with regard to the safety net anyway.
Senator HUMPHRIES—On the point that Dr Haikerwal raised about whether the HIC can
monitor prices, in the previous inquiry the department gave us evidence that there is a capacity
by the HIC to monitor that. If you do not engage in practices which are questionable, you would
not have experienced that, but we are told that that is the case—they are able to monitor those
prices.
Dr Walters—We try not to think about it, Senator!
Senator HUMPHRIES—I am pleased to hear it! I want to come back to this question of
setting a differential fee depending on the level of under-service by doctors in particular parts of
Australia. Obviously, to a large degree MedicarePlus has not replicated the measures in A Fairer
Medicare to do that—there is not the same emphasis on higher payments to people in rural and
regional Australia. Is there an extent to which you regret that change in the package? The rural
doctors in particular may have a comment about that.
Dr Slaney—Rural doctors are concerned that we have lost that differential. We believe that
there should be a differential recognising the increased costs and complexities of providing
medical care as you become more and more isolated. There is evidence that has been produced
that shows that there are increased costs and increased complexity. To have the same rebate
available throughout Australia seems to be a poor way of recognising that. There are a number of
other factors that show that patients in rural areas are disadvantaged in terms of their health care
anyway—in terms of disease and access to medical practitioners. So our view is that a graded
incentive, if that is what you want to call it, or a graded change to the rebate—a graded
loading—would overcome some of those issues.
Senator HUMPHRIES—I would like to return quickly to that question about price inflation.
This morning, Professor Deeble suggested that one solution to that problem might be to make a
maximum payment to doctors of no more than 30 per cent over the Medicare rebate for each
service that contributed towards the reaching of the safety net threshold—so there would be a
limit on the amount that could be claimed back for such services. Do any of you see an
advantage in that arrangement?
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Dr Slaney—I would like to comment on that. I think in most states there is a transport
accident commission or something equivalent which already has a built-in safety net. I know that
in Victoria they have a service that operates that way. I think that if there were evidence of
doctors engaging in widespread collusion and fraud along the lines of what is being suggested
then that would have become apparent in those services. To my knowledge, certainly in Victoria,
there is absolutely no evidence of that at all. I am not sure that having these extra checks and
balances is really warranted, given the examples that already exist out there in the real world.
The complexity of working out when an individual patient would reach the safety net is going to
be something that only the person who has been paying out all the cheques—in other words, the
HIC’s computer—will be able to calculate. I do not think any individual doctor will have a clue.
CHAIR—I think Senator Humphries’ question is really a very good one, but I am not sure
that you have caught the essence of it.
Senator HUMPHRIES—I will quote Professor Deeble’s comments. He said:
... I would at least lower the safety-net thresholds but limit the amount which they—

that is, a patient—
could pay to, say, 30% over the Medicare rebate for each service.

Senator ALLISON—Sorry to interrupt, but that is not what the patient would pay; it is what
the government would pay through the rebate. So the government would pay only up to 30 per
cent over and above the schedule fee.
Senator HUMPHRIES—Sorry, yes, that is true.
CHAIR—It is not around any issue of collusion or suggestion that doctors in fact would
know.
Senator ALLISON—Maybe if I give an example: if the schedule fee was $100 and the
specialist charges $200 then the rebate would only be for 30 per cent above $100; in other
words, $130.
Senator BARNETT—Professor Deeble was talking about 10 per cent above the schedule fee.
CHAIR—It is 110 per cent of the schedule fee. To try and encapsulate what Professor Deeble
said, he said that its purpose is to ensure that there is a cap, and a known cap, on what the
government spends. It would also be a price signal to the profession. I think that is what he was
proposing.
Prof. Kidd—While it sounds reasonable—and obviously we need to go away and think about
it and look at the numbers—it is unlikely to be relevant to most people seeing their GPs because
they are not going to reach the safety net unless the safety net is brought down.
CHAIR—That is also part of his suggestion.
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Prof. Kidd—If it is brought down then that is something which certainly we would like to
look at. It runs the risk of creating a red tape burden for patients though—patients who have
enough difficulty at the moment in managing their pharmaceutical safety nets.
CHAIR—Professor, could you explain that a little more? We understand, I think, that the HIC
will do it.
Prof. Kidd—If I go to my specialist and I have to explain, ‘I have got this safety net and you
can’t charge me more than that,’ and feed back as to how much I will be out of pocket and how
much I will not. We already know that specialist fees and diagnostic fees—private fees—are a
disincentive for many of our patients on low incomes for getting the investigations and the
referrals which they require, and this adds a layer of complexity to the interaction they have with
the system.
Dr Walters—But price signals like those that are constantly being sent to general
practitioners, to specialists, ain’t such a bad idea.
CHAIR—I thought you might say that. Professor Deeble’s submission is No. 60. Perhaps all
the representative bodies could have a look at it and any further comments would, I think, be
particularly useful. There is no suggestion in his commentary that there is collusion or that
doctors are going to change charging because they know that their patient is hitting the
threshold. I think it is a broader question of maintaining costs and the price signal question.
Dr Haikerwal—I have not seen the paper, I am afraid; I have been away. If there is a fixed,
say, 10, 20 or 30 per cent above-schedule fee, and we are saying the schedule fee is 50 per cent
of where we are at, I think we are looking at trouble. These things have to be done in a
reasonable manner with indexation. Maybe it could work.
Senator LEES—Going back to some comments—certainly Professor Kidd made them—
about those people with chronic illness. Much mention has been made in the submissions and
also this morning of concerns for those who just miss out on a health care card but who have
quite substantial needs and who will take quite a long time to get up to $1,000. Do you have any
suggestions, as doctors, as to how the package can be improved to better cater for that group? In
particular, Dr Lim made some comments about Western Sydney and the long wait for other
services, which I guess must compound the problem for the general practitioner, because the
patient comes back to him or her instead of seeing the podiatrist or dietician or whomever they
were supposed to see. Can some of this be done, perhaps, through additional support for allied
health through this package, as well as looking at additional support for nurses? Is there some
other way that we can support doctors, particularly for that group of patients with chronic
illness?
Prof. Kidd—We have put a lot of work into the Attendance Item Restructure Working Group
to try to look at how we can support GPs to do more—to have longer consultations with people
who need them, to incorporate more preventive health care into the work that we do, to make
sure that the people with chronic health problems are receiving the best available care according
to the best evidence that we have and particularly to address the complexities of those who have
multiple chronic health problems. A lot of work has gone into looking at that. We are very
disappointed that the outcomes of the Attendance Item Restructure Working Group are not part
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of this package. We believe that that is part of a longer term solution which we require in looking
at reforms.
The work to look at incorporating other health care workers into general practice is incredibly
important as well, and I am sure that Rob will say something about it. We welcome initiatives
which allow us to have others working with us in general practice as part of the general practice
team. The practice nurse initiatives are terrific, and an initiative to bring in psychologists and
people to provide mental health support—particularly for practices like mine with lots of people
with continuing chronic health problems and mental health problems—is a great boon in general
practice too.
Dr Walters—One of the successes has been the access to other health workers in rural areas.
Senator LEES—So Western Sydney does not fit into any of that? The program at the moment
through the divisions is allied health for just the rural areas?
Dr Walters—Allied health at the moment is only available to rural areas and multidisciplinary
teams are the way of the future. It is now not even debated in general practice that this is the way
forward. We believe that this fiddling around, talking about areas of need and work force
shortages and so forth, is really putting off the inevitable and putting off the urgent. We believe
that it should be extended. As Michael has said, it is the sort of thing that is going to enable
general practitioners to provide quality service. We can talk as much as we like about bulkbilling and $5 extra here and $5 extra there; that says nothing about quality.
Senator LEES—Dr Lim, how long does it take to see a psychologist in Western Sydney?
Dr Lim—The problem with psychology services is that most of them are privately billed,
except for the small number which are available through the public hospital system. There are
two problems with this: the first one is the length of time it takes to access those services; the
second one is the level of care they are able to provide after that, because both of these are
rationed. The length of time it takes to access these services will vary. For someone who is
acutely psychotic, it is perhaps a week. For someone who is less acutely psychotic, you might be
looking at perhaps a month. The problem comes under the second part—it is the follow-up care
which is often very limited. They will often limit them to perhaps four or five sessions—maybe
a bit more if you are lucky. But, again, that still does not provide a long-term solution.
I would like to take the opportunity to provide a comment in support of Dr Walters and
Professor Kidd. The attendance item restructure is a very important part of this. While having
specific item numbers for specific purposes is very prescriptive and sounds good on paper,
general practice often does not work that way. A lot of preventive medicine in general practice is
opportunistic; therefore, there needs to be some way to allow that to be reflected in the structure.
The second thing is the issue of multidisciplinary teams and the whole work force issue, which is
another part of this as well. The number of general practitioners you require depends on what
you want them to do. Certainly, introducing multidisciplinary teams in our region—for example,
to allow podiatrists, dieticians and nurse educators to work with us—would make a big
difference.
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Senator STEPHENS—I want to go to the issue of work force shortages and the extent to
which this package begins to address those concerns that your organisations would have. Have
any of you looked at the package and the proposals and calculated for your own constituencies
what it would mean in terms of additional doctors or places?
Dr Slaney—I will answer that one first as the work force issue is one of the major issues for
the Rural Doctors Association of Australia. It is very difficult to calculate how the incentives or
the package will improve work force numbers on the ground. We can measure the number of
medical student places. That is a defined number so that surely will help, but a lot of the other
figures are quite difficult to develop. Our feeling is that implying that you are going to gain extra
doctors by some of the measures that are contained within the package and then adding that up
to an overall work force improvement is an interesting back-of-an-envelope exercise, but it does
not necessarily translate into doctors on the ground.
The difficulty with some of the incentives in the package is that they are not going to work as
incentives in a rural practice. We have already discussed the $5 figure being less than the current
fees charged. To improve the work force, you need to improve the viabilities of the practice to
retain doctors there. So it is not an easy question to answer. We hope some of the incentives will
retain some doctors. Some of the procedural incentives may retain doctors in those areas, but
whether we are going to be able to attract overseas trained doctors—which in itself is not a
solution for Australia’s work force needs—will be interesting. There is a world market now, and
we might find it a lot harder to attract overseas trained doctors to Australia. If we are not
supporting those doctors when they go to practices, then they will leave.
Dr Haikerwal—I think it is very important that the participation rates of current GPs in
Australia are taken into account here. We see people working fewer hours. We see more working
part time, if not dropping out altogether. Before going through the initiatives about attracting
new people, the key things are to actually retain people, to recruit our own people who have
actually left back into the work force and to help those people in our society who have medical
degrees and who are working cross the line. Those things are very important.
Regarding recruitment from overseas, there is a limited market—there is no doubt about that.
It will have some success, but it will be a short-term solution. It may help for a bit, but ultimately
we have to get our own people to stay in. We have to get new graduates to actually graduate and
to work in areas of need. We believe the current proposal of bonded, unfunded places will not
impact on this, because it will not get people wanting to stay for the long term in areas of need.
In order to increase access, we need prevocational terms for junior doctors out of the suburban
areas and into areas of need. This has to be under supervision, and I certainly defer to Professor
Kidd on the particular issue of how that should be set up. But it will have some, again limited,
benefit. The long-term benefit is that those people who have that exposure to general practice
may want to stay, and those that go into other practice will have some recognition of what it is
like in general practice and have more sympathy for those people sending people in to them.
Obviously more GP training places is something that is very welcome. We are having
problems recruiting people into the general practice training places that currently exist, so I am
not sure how we are going to fill the additional 150 right now. But the hope is that we will make
general practice better, more attractive, and retain people and that therefore people will want to
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train in medicine and train in general practice. Then we will not need to pull people from
overseas, necessarily, and we will be able to get people who are in our society across the line so
they can also participate, and participate more fully.
Prof. Kidd—The long-term work force solutions in the package are terrific; they are a really
good start, and we are delighted with the increases in registrars and the exposure of young
doctors to high-quality general practice at the time they are making career choices. That is
incredibly important and needs to be supported, as does the increased support to the general
practitioners who are training the young doctors in general practice. So that was all very much
applauded.
The re-entry program is only going to have a small impact, we believe—but, again, it is
important. The initiative to retain non-vocationally registered doctors working in general
practice is welcomed as well. On the issue about doctors from overseas, our additional paper
talks about the quality of those doctors and how we ensure that they meet the quality that we
expect of doctors working in Australia. We have some significant concerns about some of the
doctors working in many parts of Australia at the moment who have not been assessed according
to the standards which are expected of our own Australian graduates.
There is also confusion in the package, or appears to be some confusion, between those
doctors who will be brought in on temporary visas and those doctors who are already here as
permanent residents and are yet to get through the Australian Medical Council exams. We
actually have a pool of a few thousand doctors who are here as permanent residents but who
have yet to get through either the first part or the second part of the Australian Medical Council
exams. That group need to be looked at closely. If they are going to become part of the
Australian medical work force, however, they are going to need support for additional training
and support once they do get through their exams to get them to the level that we expect of
Australia’s GPs.
Senator STEPHENS—That last group, that 3,000—are those people working in the health
sector now or not?
Prof. Kidd—They are a very varied group. Some of them are working under special
conditions under limited registration, depending on the states in which they are located. Others
are working in other areas as they prepare for the examinations. Of course, many of them are
people who have given up a career in medicine here in Australia and have gone on to do other
things. So they are a very diverse group.
Senator STEPHENS—I have one final question for Dr Slaney. In your submission and your
response to the work force shortages issues, you make some quite specific comments about
procedural rural medicine and about rural GPs practising surgery. Can you elaborate on that a
little more? I was not quite flummoxed by that second last paragraph, but I was just trying to
understand what you were saying about HIC funded services. This is on pages 28 and 29 of your
submission.
Dr Slaney—I can see which paragraph you are referring to.
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Senator STEPHENS—It is the argument you are developing on the loading on rural
procedure work.
Dr Slaney—One of the problems with rural proceduralists is that they are in decline; there is a
small number of them, and I guess you could say they are facing extinction. The package
provides recognition of procedural doctors, and the eligibility criterion, which has been defined
as 10 per cent of HIC billings. For most rural doctors, the difficulty in that is that they actually
provide their services through state public hospitals and therefore do not bill the HIC for any of
their procedures. In fact, one of the major issues for rural doctors doing procedural work is that
they do not have the opportunity to generate a large income from their procedural work because
they do not do any of it in the private sector. That was our problem with the way the definition
was developed. Having said that, we are working with the department at the moment on coming
up with a better way of approaching that issue. Clearly, there needs to be support for doctors that
are providing procedural services to remote and rural areas. Does that clarify why we have a
problem with 10 per cent?
Senator STEPHENS—Yes.
Dr Haikerwal—I would like to add one group that I neglected to mention: the non-VR group,
which Dr Moxham represents. We believe they are a significant group of GPs in our community
who provide an excellent service but are currently being ‘disincentivised’; they are more likely
to leave than others. We believe this group needs to be fully recognised and eligible for the A1
rebates that other GPs currently achieve. Obviously, the college has its view on that as well.
Senator STEPHENS—Dr Moxham, how many are in that group?
Dr Moxham—It depends on whose statistics you use. We have 300 members in our group,
but they say there are about 3,000 non-VR doctors out there. I have seen the figure of 2,500 as
well.
Dr Haikerwal—I think it is around 2,500 to 3,000.
Senator BARNETT—I want to address the very specific issue of practice nurses. Under
MedicarePlus, the MBS has been extended in terms of item numbers for immunisation and
wound management. In his submission, Dr Walters has suggested growing the number of
services provided by nurse practitioners to include review of blood pressure, diabetes
management, chronic disease management, pap smears and the like. Do the other members of
the panel support that view? If not, why? If so, why? Are there are other suggestions that you
might wish to make? It gets back to Dr Lim’s comment that how many you need really depends
on what you are asking the GPs to do. Do you think that would make a marked difference?
Would it enhance the package?
Dr Moxham—There could be one issue: smaller practices may find it more difficult to
employ a nurse, full-time or part-time, than the much larger practices, and there could be a bias
against smaller practices. Certainly, divisions have in the past been very useful in sharing nurses;
they act as a pool of nurses, and share them out. That worked with the enhanced primary care
item numbers that were out a couple of years ago. That could be a possible solution to that
problem.
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Dr Haikerwal—The AMA wholeheartedly support the concept of the general practice nurse
collaborative model. We believe that general practice services will be delivered in a more
effective way and that nurses will enhance the role and manner in which general practice is
rolled out. We think immunisation and wound dressing is a start but, as Dr Moxham has stated,
costs are incurred in employing nursing staff, and that is to the benefit of the practice and the
benefit of the community, and therefore it should be an individual decision for practices. The
incentives that have been talked about are welcome, but they certainly do not go anywhere near
paying for the full costs associated with providing a nurse or the costs of the services that that
professional will provide.
Dr Slaney—From a rural perspective, we are very supportive of extending the role of the
practice nurse and believe that there is a very limited recognition in this package of what
services they currently provide in general practice, but we would also ask for that to be extended
to Aboriginal health workers in relevant areas. We see that as a very important part of rural
practice in remote communities. They will miss out on an incentive in that area, which is
contained within the original nurse funding project that was developed several years ago.
Prof. Kidd—I certainly support all that has been said. Again, the joint statement from the four
GP groups supports the recognition of the multidisciplinary nature of general practice, supports
expanding the role of practice nurses and supports making sure that it is adequately funded. In
addition, the work which the RACGP has performed with the Royal College of Nursing of
Australia has shown, however, that we need support for additional educational support for the
nurses who are working in general practice and we need work on the standards to ensure that—
Senator BARNETT—Educational support for who?
Prof. Kidd—The nurses who are coming in to work in a general practice environment. It is
not a matter of just bringing the skills that you may have picked up working in other areas and
being fully equipped to work safely in general practice. We also need additional standards for a
lot of the work which we will be asking nurses to do within general practice and we lack
consistent national standards to ensure the quality of that care delivery in many areas.
Dr Walters—It is an area of great interest to the nursing profession and it is an area that does
require, as Michael has said, specific training. Immunisation is no longer just giving a jab, for
instance. The complexity of immunisation is now such that we undertake training in our
practice—and indeed in our division—of people who assist us with this, because it is so vital.
That is just one factor, as are wound care, diabetes management and a myriad of other things.
Dr Lim—The incentives offered in the MedicarePlus package for practice nurses are certainly
beneficial for those practices that currently employ a practice nurse, but I would be very
sceptical about its encouraging anyone who is not currently employing a practice nurse to
change. As Dr Moxham mentioned, employment issues are fairly significant in areas where
practices are fairly small, so—
Senator BARNETT—Why wouldn’t they support it? Why wouldn’t they use it if it is
available?
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Dr Lim—The cost of employing a nurse is probably going to outweigh the rebate that you
will get from this, so it would actually work out to be uneconomical for most small practices to
do so. It would require a practice of a certain size to be able to generate the business to utilise
those incentives properly.
Senator BARNETT—I see: it is the cost of employment.
Dr Lim—Where that sort of incentive may be useful is in a divisionally based system,
perhaps along the lines of a grant to provide a nurse in certain areas.
CHAIR—Dr Slaney, I want to follow up the point you made about Aboriginal medical
workers also accessing the nurse item number. Would they be workers who work essentially in
Aboriginal medical services, not state employed workers?
Dr Slaney—There are a number of models. There are some who work in Aboriginal medical
services and there are some who are privately employed in private practices. I think they are
providing a very important service in the relevant areas that needs to be recognised.
Dr Walters—Our submission also endorses that but it recognises that there is a bit of a
problem, in that I do not think there are any nationally accepted standards.
Dr Slaney—Again, it comes down to what Professor Kidd was saying about standards—that
there needs to be a standard. Obviously there are legislative requirements and issues there, but
that is as a general principle.
CHAIR—There is some work happening in that area at the moment, though, that I am aware
of. We have gone well and truly over time. I wanted to come back to you, Dr Lim, about the
point you made that implicit in the $5 part of the package is the message to you as a doctor that
some should be bulk-billed and others should not. I might write to you and ask you to expand on
that, given that we have run out of time.
Dr Lim—Of course.
CHAIR—Thank you all very much for coming here, for your submissions and for your
contributions today.
Proceedings suspended from 3.24 p.m. to 3.38 p.m.
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GILMORE, Ms Victoria, Federal Professional Officer, Australian Nursing Federation
GREACEN, Dr Jane Helen, Chief Executive Officer, Rural Workforce Agency Victoria Ltd
GREGORY, Mr Gordon, Executive Director, National Rural Health Alliance
McCARTHY, Mr Terence Barry, President, National Social Justice Committee, St Vincent
de Paul Society
McGAHAN, Ms Madonna Mary, Director Policy and Research, Catholic Health Australia
O’REILLY, Dr William James, Federal Vice President, Australian Dental Association
WANSBROUGH, Reverend Dr Ann Patricia, Senior Policy Analyst, UnitingCare New
South Wales/Australian Capital Territory
CHAIR—I welcome a range of people who we have described in our literature as medical
stakeholders and advisers. Thank you for coming today. Thank you for the various submissions
that you have provided to us. We have arranged the hearings that we are having today and
tomorrow in this style so that we can hopefully elicit as much information in as short a time
frame as possible. With that in mind, and the fact that we have gone over time on every
occasion, can I encourage all of us to try and keep our comments as short as we can without
losing the intent of what we need to say. I thank both my colleagues and you in advance for that.
Do you have any comments to make about the capacity in which you appear?
Ms Gilmore—I am replacing Jill Illiffe, who sends her apologies.
CHAIR—I understand that all information on parliamentary privilege and protection of
witnesses and evidence has been provided to you. Now I would like to invite each of you to
make an opening statement. If we can keep those to somewhere around three to five minutes,
that will allow us time for discussion between ourselves and across the table.
Rev. Dr Wansbrough—We provide many services to disadvantaged families. I appreciate the
opportunity to talk to you today. It is from the viewpoint of disadvantaged families that we are
looking at this package. We made two written submissions to the Select Committee on Medicare
last year, first under A Fairer Medicare and, second, commenting on the revised proposals under
MedicarePlus. In our first submission we were concerned that the government’s proposed
changes to Medicare would undermine its universality and simplicity, moving it away from the
principles on which Medicare was founded. Medicare was not intended as, and should not be
transformed into, merely a safety net. In 2003 the synod of the Uniting Church in New South
Wales passed a resolution on Medicare along those lines, calling on the Australian government to
improve Medicare as a universal health insurance system.
We recognise the importance of an effective and realistic safety net in the absence of a
guarantee of bulk-billing for all people, and so we see MedicarePlus as an improvement on A
Fairer Medicare and, in some ways, as an improvement on the current situation, but we believe
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that the package contains some serious shortcomings that need to be addressed. The thresholds at
which the MBS safety nets take effect should be lowered both for concession card holders and
family tax benefit A recipients, on the one hand, and for other Australians. We believe both $500
and $1,000 are too high.
Once the thresholds are reached, the government should be meeting 100 per cent, rather than
80 per cent, of the costs for non-hospital MBS services, particularly for concession card holders.
The additional $5 rebate offered to GPs who bulk-bill concession card holders and children
under 16 should be extended to all occasions of bulk-billing. There is a serious anomaly, in
particular with families, in bulk-billing children under 16 but not their older siblings or their
parents. As those families take their money from one purse, it does not really matter whether it is
the children or the adults—the whole family is affected by the health care costs, whoever incurs
them.
We also have concerns that the safety net is being talked about without regard to the fact that
there are other family safety nets, namely, the PBS—and I note that in the last session that was
raised. In both of our submissions we have referred to the importance of taking into account how
the two safety nets affect families. In addition to those changes we believe it is important that, in
areas where there is low bulk-billing and where changes do not quickly lead to improved bulkbilling, the government consider funding multidisciplinary health care centres with salaried
doctors so that patients do have access to affordable health care if the only opportunity for them
to go to the doctor involves upfront fees.
We also have a concern about dental care. For Christians there is a serious problem in
separating the mouth and oral hygiene from other aspects of health care. We think that from a
health care point of view it is pretty silly as well, but from a philosophical and theological point
of view it is very unsatisfactory. There should of course also be improved funding to public
hospitals and the abolition of the private health care rebate that was introduced in 1999. In
conclusion, we have some cautious support for some proposals in MedicarePlus if they are the
only possibility open to the parliament. But we believe the revisions we propose need to be made
and we are concerned that the set of measures proposed by the government, even with the
changes we have suggested, will not adequately address the problems of the fall in bulk-billing
or doctor shortages or the lack of access to bulk-billing by people in certain geographical areas.
Ms Gilmore—I will not take too much time. I think that our position is spelled out fairly well
in our submission: we do support a universal health insurance system. We do see it as an
investment in the community as each Australian contributes a proportion of their income to
ensure that we have a safe and a high-quality health care system for all. We are opposed to
Medicare being redefined from the shared universal system to a charity or welfare system.
Despite the improvements in MedicarePlus—and we do acknowledge that there are some—the
result will be a two-tiered health system with the inevitable outcome that the wealthy have better
access to health care than those with less income.
We think the $5 rebate incentive for a specific population group will prove inadequate to
support the costs of general practice and that doctors will have no choice but to charge
copayments to an increasing number of Australians, and charge higher copayments. We will
continue to see an increase in the number of patients presenting to overburdened emergency
departments, unable to meet costs of visiting a doctor despite the safety net being in place.
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Safety nets tend to come in at a time when people have been outlaying significant expenses and
introducing a component of a safety net at a time after those significant costs have already been
outlaid is really going to have little benefit.
MedicarePlus, while an improvement on the previous package, will still create divisions, as I
have said. The ANF is disappointed that the Medicare schedule rebate was not increased acrossthe-board. We have called on the government to consider an independent assessment process for
the Medicare rebate and for the schedule fee to ensure that it is taken out of the political arena,
and we would encourage the committee to consider that option.
In relation to the work force measures included in MedicarePlus, we are appreciative that
there is an increased investment in nurses in general practice which we think will enhance
primary health care provision. We are concerned that that does not go alongside a national health
work force planning process for doctors, nurses and other health care providers in primary health
care. We would encourage government to consider looking at a primary health care policy for
Australia in order to start matching some of the issues, such as work force to provision of care.
In conclusion, the ANF supports universal access and would encourage greater investment in
ensuring that continues and that some work force planning processes be put in place. I
understand there are probably some questions about the practice nurse initiative that I heard in
the previous presentations and I would be happy to respond to those.
Mr Gregory—It is notable and indeed gratifying that there is considerable emphasis in the
current debate on the particular needs of rural and remote communities, which makes it ironic at
least that the new package has less positive differentiation for rural and remote needs than the
initial one—A Fairer Medicare. In the context of the things we are discussing, the nation needs
three quite distinct things: firstly, we need a longer term and fundamental reform of the structure
and the financing of the health care system; secondly, we need strategic and ongoing health work
force planning which covers nurses, allied health professionals, pharmacists and dentists as well
as GPs and specialists; and, thirdly, we need reform of the system of payments, administration
and promotion of Medicare to make bulk-billing available at equivalent levels in all parts of
Australia.
The alliance has perhaps laboured the point for some time that the bundling or packaging of
changes to the administration and financing of Medicare with work force initiatives is not
necessary; in fact, it is arguably not sensible, because it confuses two quite distinct although
related issues. The relationship is clear to us all, and that is that the work force and its disposition
is one of those things which impacts on the rate of bulk-billing. But they are quite separate issues
and we believe that a strategic approach to the health work force, and the rural and remote health
work force in particular, would be clearer and better if it were not bundled up all the while with
quite distinct things like bulk-billing and payments under Medicare.
On the specific package that the Senate committee is currently considering, it is our view—
proved I hope by the table in our submission—that the majority of the $5 will flow to major
cities and that it will do nothing or little to increase the level of bulk-billing where it is currently
low. Both the $5 payment and the safety net are contrary to the principle of universality of
Medicare—the principle which is the cornerstone of Medicare, as we in the alliance have argued
in previous submissions.
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We strongly support the increased emphasis on primary health care and not only doctoring;
albeit doctoring, of course, is at the centre of it. We believe—and we have argued this explicitly
in our submission—that what is called the ‘rural Medicare underspend’ should be quarantined
and that in rural and remote areas funding should be spent on alternative primary health care
models, including those for Indigenous people. We emphasise—and I want to say it again
because it has not arisen today—that there is a particular issue which we are always pushing and
it is summed up simply in the phrase, ‘No doctor, no Medicare’. It is quite inequitable that there
is no access to Medicare or to subsidised or low-cost health in remoter areas where there is no
doctor. The steps that the alliance believe that we need to go through logically are as follows.
How do we deliver primary health care for all? In that mix of primary health care, how much
doctoring is the right amount of doctoring compared with nursing or podiatry? And how do we
provide that mix of primary health care in all areas, including in areas where fee for service is
not sustainable?
Dr Greacen—Rural work force agencies are very small state based organisations funded
primarily by the Department of Health and Ageing to recruit and support the retention of rural
GPs. In Victoria, RWAV also receives funding from the Victorian Department of Human
Services to recruit overseas trained doctors, assess them, orientate them, train them, support
them, place them and then try to support them in an ongoing way. We are also funded to provide
CPD—continuing professional development—for rural GPs.
For this inquiry, we have commented on OTD recruitment, assessment and support; support
for regional centres; and procedural GP support. I am adding in the need for a national index of
access to health care. You have probably heard many times today that there is increasing
competition internationally for OTDs, so Australia actually has to offer appropriate incentives—
in particular, assistance for them to settle into their practices and new communities. Those OTDs
who have medical training and qualifications that are not recognised here require comprehensive
assessment of their clinical skills, their aptitude and their attitude. There are no national
standards or programs in place for this and it would be very helpful if they did exist, especially if
it were able to be administered locally. RWAV has developed a comprehensive assessment
program but it would be appropriate for there to be national standards in place.
At present, OTDs who do not have recognised qualifications or experience have a much better
chance of passing their assessment, settling into practice and then passing whatever exams they
are required to pass—AMC, RACGP—if they have six to 12 months in supervised practice in an
Australian hospital. This requires resourcing hospital posts to do this, but the savings later for
those doctors and their communities and for everyone would make up for it well and truly.
Overseas trained doctors who have settled here have an astonishing history of entrenched
hypermobility. In Victoria, we have done some recent research which shows that 66 per cent of
rural OTDs have had at least five major international and national moves prior to settling in their
current positions. This is a further important indicator of the need to give them sound
professional and personal support when they are placed in their practice. Those sorts of supports
include: locum services; income assistance in the first instance when they are settling it; exam
preparation support—they do not understand our exams and they fail them; mentoring and
supervision; and CPD, particularly with emergency medicine, women’s health and Aboriginal
health. Their families also need support.
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Another important issue is that many regional centres have a serious undersupply of GPs and
specialists, which has a negative flow-on effect to surrounding rural areas. This has been
recognised and they have access now to approved ‘district of work force shortage’ vacancies but
they cannot fill them because of their lack of access unlike the RRMA 4 to 7 OMPs and the
proposed MedicarePlus OMP, these vacancies do not attract A1 Medicare rebates at VR levels.
This anomaly needs to be picked up. That has been recommended in the biannual review of the
Medicare provider number legislation this year, so hopefully it will be picked up.
A further issue that I would like to raise is the formula used to approve district of work force
shortage vacancies, which is based on the floating national average of GP to population ratio. It
is not a measure of need and it is not a measure of work force shortage. A few years ago that
ratio was closer to one GP per 1,100 people. It is now heading up towards one GP per 1,400
people, which means that it is basically harder and harder to recruit and this is placing more and
more stress on already overloaded doctors. So I introduce the idea that there needs to be a better
way to measure access to health care and therefore need.
MedicarePlus initiatives will boost the medical work force and that is very much needed.
However, we must be very wary that it does not deplete already disadvantaged rural populations
and that there is no exodus from rural areas to urban areas. Incentives and disincentives are
needed to enable us to continue to recruit to the areas most difficult to recruit to and to prevent
an exodus from rural to urban areas of need. A national index of access to health care would
assist the determination of those communities most in need and enable better prioritisation of
effort and resources.
Dr O’Reilly—The Australian Dental Association has approximately 8,500 member dentists
representing over 90 per cent of the total number of registered dentists in Australia. On their
behalf and on behalf of their patients, we would like to thank you for the opportunity to be here
today.
The Australian Dental Association are in broad agreement with recommendation 10.1, at page
132, of the report of 30 October 2003 in that we believe that those Australians genuinely in need
of dental treatment would be best served by the contribution of Commonwealth funds to state
and territory public dental health services. Implicit in that is that there would be negotiation
between the Commonwealth and the states and territories to make sure that certain treatment
targets, particularly for those most in need, are met. The Dental Association recognise that the
Commonwealth does in fact provide funds to the states and territories at the moment, but we
would like to make sure that there is transparency in the provision of those funds—that they are
going to those most in need and to the provision of dental services. The Dental Association
believe that the findings from the newly commissioned National Oral Health Survey will be
essential to the responsible and effective expenditure of money by the states and territories by
targeting those people and those areas of Australia that are most in need.
The association are also in agreement with conclusion 10.45, on page 131, of the 30 October
2000 report—that is, that the incorporation of any dentistry under Medicare is not desirable due
to the enormous budgetary considerations that would flow from that as well as from the proper
delivery of dental services. We also believe that dental care is a responsibility shared between the
Commonwealth and the states and the territories.
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In conclusion, most dental disease—dental decay and gum disease—is totally preventable.
Therefore, the dental health of all Australians is best served by a coordinated national
preventative dental program with an emphasis on fluoridated water and good oral hygiene and
dietary practices. This will prevent dental disease occurring in the first place and there will be an
obvious decrease or need for the Commonwealth and state and territory expenditure which flows
from that. We believe we also need to ensure that the key people who deliver this preventive
dental message and the dental services—dental hygienists and dentists—are graduating in
sufficient numbers to look after Australia’s future dental needs. At the moment there is a real
crisis in the training of dentists in this country and that is going to have a significant effect on the
ability of the dentists and hygienists to provide services, particularly in rural and remote and
Indigenous areas. The ADA welcome the opportunity to work with the Commonwealth. Thank
you for having us here.
CHAIR—Thank you. Ms McGahan?
Ms McGahan—Firstly, I apologise for the unavailability of Francis Sullivan, my CEO, who
was due to appear here today. He was unable to make it back to Canberra from interstate and
asked me to represent CHA here. CHA has made three submissions in relation to the various
Medicare reform proposals. In response to the MedicarePlus proposal, CHA’s basic premises and
concerns have not changed markedly. CHA is generally supportive of the work force initiatives
in the package. In the current economic climate, CHA is not convinced that the proposed limited
$5 rebate increase and the proposed compensation measures are adequate to compensate some
groups in our community. The fact that compensation is offered suggests there is recognition by
the government of the inadequacies in both the current MBS rebates and the proposed limited $5
increase and that the costs of medical care are now outstripping public subsidies.
CHA’s preference is for the community and the government to invest in Medicare and the
MBS, and we have suggested an option. If the government proceeds with its limited $5 rebate
increase and the parliament considers it necessary to introduce compensation arrangements then
CHA submit that the compensation arrangements proposed under MedicarePlus are inadequate.
We have suggested a number of options for consideration, but obviously safety nets always come
with their limitations—including administrative imposts and changes in eligibility that may be
imposed some time in the future.
The introduction of a differential rebate seriously threatens the chance of ever being bulkbilled of anyone who does not fall within the named categories—that is, some 40 per cent of the
population. If the $5 is considered inadequate by doctors then even many concession card
holders and children may not have access to bulk-billing in the future. For those on low incomes
who are not bulk-billed, or where the copayments start to escalate, the cash flow impact will be
very significant. The alternative may be forgoing doctor visits. It is concerning that clinical
autonomy may be threatened if people feel they have to forgo doctor visits.
It would be a concern if we got to a situation where only those doctors who can radically
speed up their consultations would be able to keep up with the decline in the value of the MBS.
It is a concern that we are moving to a situation where income levels determine public benefits
to a crucial human service. Properly funded entitlement systems bring greater certainty. They
also create a better sense of shared community responsibility, rather than access simply turning
on an individual person’s capacity to pay.
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Mr McCarthy—Australians in low- and some middle-income households get more seriously
ill and die younger than the rest of the population. In a country that trumpets its belief in a fair
go for all this should be of grave concern to us all. If not, then we should consider the social and
economic consequences of allowing our health system to deteriorate further. Early medical
intervention and access to medical services is generally through a visit to a GP. As bulk-billing
declines so too will the use of GP services by low- and middle-income families. Citizens from
low- and middle-income families will therefore be forced to do as many of them do now with
dentists: they will avoid seeking help until the situation becomes so chronic that they are taken to
the emergency department of a public hospital. The social cost of the situation is obvious. The
economic costs are huge. Not only is productivity reduced and government welfare outlays
increased but also the medical system is burdened. It is people with chronic and multiple
illnesses who absorb a large slice of the health system costs. Early intervention will divert much
of this.
The St Vincent de Paul Society has suggested to other Senate inquiries that if governments
intend to follow the USA model of privatising what were once public services then they have an
obligation to inform voters of the consequences of such a policy. The United States has the
lowest life expectancy and the highest infant mortality rate of Western OECD countries, and it is
the only OECD country without a public system of universal health coverage. Maintenance of a
universal public health system, Medicare, is essential for Australia.
The legislation in its present form, even with the proposed amendments, would not even be a
bandaid solution to what is a grave national problem. The idea of a safety net is a cruel hoax on
those who live in low- and middle-income families. Many of the working poor, including those
on the minimum wage, are excluded from the concession card. In the last 10 years, the income
test for the card has been lowered: the larger the family, the more difficult and lower the
qualification hurdle. A family with two children has an income test, in 2003 dollars, of $1,100
less than it had in 1996. The ludicrous implication that low- and middle-income families have a
spare $500, much less a spare $1,000, available for emergencies seems to show either a total
disregard for the five million or so Australians in this deprived situation or a total lack of
understanding of the struggle that they have to make ends meet. One-third of all Australians live
in households with incomes of less than $32,000 per annum. They do not have enough money
for schoolbooks, uniforms and fees at this time of the year, nor do they have money on hand for
repairs, insurance and other situations most of us regard as normal. St Vincents see these people
every day.
On top of the cost of the safety net is the complication of administering it. If the safety net is
introduced, a natural consequence is that thousands of Australians will just put off seeing a GP.
We join with others in putting an initial policy to alleviate what we regard as a desperate
situation. Firstly, we should raise the MBS for all GP services for everyone by $10. This will
cost a little less than $1 billion and will restore the rebate to 1996 levels. Secondly, this increase
in the MBS should be linked to average weekly earnings to maintain relativity and to avoid us
facing the same situation in another 10 years. Thirdly, we should substantially increase the
training places for doctors, dentists, nurses and other essential medical staff. It seems to us that
recruitment from overseas to fill the gaps is no solution. Fourthly, we should encourage GP
services to bulk-bill, particularly in postcodes of poverty.
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We estimate the cost of these initial policies to be between $1 billion and $2 billion per
annum. In the Australian economic context I have to say that this is a pittance. It could be
obtained from three sources: firstly, from the use of the $4-plus billion surplus that we have at
the moment; secondly, by not providing a tax cut of $100 per taxpayer per annum, which
amounts to $2 per week for every taxpayer; or, thirdly—and this seems more obvious—from the
use of one per cent of the $100 billion in hidden taxes and levies collected every year, including
from low-, middle- and high-income households alike, at supermarkets and other outlets. There
is no shortage of evidence, as you would well know, to show that Australians are happy to pay
increased taxes if they can be assured of better essential services—and health is high on that list.
Finally, St Vincents wants to reinforce the plea it has made consistently over the last five years
to both federal and state governments: stop the shameful politics of blame and hold a national
forum to develop an agreed strategy for decent and affordable health, education and other
services for all Australians. In conclusion, unless the current bill is radically amended it should
be rejected.
CHAIR—Thank you, Mr McCarthy. There are a range of specific issues, which I am sure my
colleagues will want to address to some of you, but I want to start my questioning in a general
sense. Notwithstanding your opposition I think generally to the use of a safety net, the notion put
to us earlier today was that the government has designed the current safety net in a way that
creates a very open-ended subsidy—a subsidy that we will not know the quantum of if
specialists in particular, not GPs, increase their fees. Do you have any comment on the way that
the safety net has been structured, especially the open-ended nature of the subsidy that is being
proposed?
Mr Gregory—During the day I have heard the proposal you ran by the representatives of the
medical profession which came from John Deeble.
CHAIR—That is right.
Mr Gregory—My only thought is: are we not forgetting that we already have a universal
safety net? If we fiddle with the existing differential one, the partial one, which is in the package,
what have we got that is any better? We already have a universal safety net which works only on
the schedule fee and not on the actual payments made. It seems to me that we are getting
involved with a complexity in relation to a new proposal, which is partial and which infringes
the principle of Medicare, as I said, when perhaps we should be looking at the existing one.
Rev. Dr Wansbrough—From the viewpoint of families, they clearly need a safety net that is
open-ended; they need to be able to recover whatever costs they have to pay. From the viewpoint
of the overall cost to government, clearly the open-ended nature of the safety net poses a
problem. We think that is an argument in support of more reliance on bulk-billing as a more
efficient system. But, if you are going to have the safety net as an important component, I think
families need it to work on the costs that they have to pay.
Ms McGahan—Probably every way you look at it a safety net is complex. As you start to
look at all the different options that could be put up, you start to see more and more complexities
in them, and I think that just raises more problems for people who probably find it quite difficult
to navigate the system anyway.
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CHAIR—Ms McGahan, I notice that your submission makes some quite detailed
commentary on the last resort options to improve the safety net, and I thank you for them. A
commentary that I would like you to explain a little further, if you can, is the one where you
recommend extending the length of time for eligibility to the safety net threshold to, say, two
years. Why do you make that recommendation?
Ms McGahan—We probably just suggested that as an option. Five hundred dollars in one
year is quite a significant amount of money, and I think a number of people have given evidence
to suggest that it would be very hard to get to that level anyway. It is quite a lot of money to
spend before it starts to kick in, so it is really just saying that it needs to be evened out over
several years if you are going to impose a threshold.
CHAIR—I am just trying to understand what you are recommending. Is it that you begin at
point A, then go for two years and start again, or would it be a rolling process?
Ms McGahan—I would think it would have to be rolling.
Mr Gregory—Even though I have said that we do not support it, I have a last-minute
proposal for if it goes ahead. One of the legitimate and unavoidable costs of accessing a doctor
or a specialist in rural and especially remote areas is transport, travel. There is no reason, in our
view, why it should not be included in the quantum which builds towards the threshold.
CHAIR—In Queensland we have a patient transfer scheme. It is not called that now, but it
used to be called that. Mr Gregory, you might know whether other states have that sort of
system.
Mr Gregory—The Isolated Patients Travel and Accommodation Assistance Scheme is in all
states, yes. It is administered by the states and is slightly different from jurisdiction to
jurisdiction.
CHAIR—But there are costs outside of that support. That is what you are suggesting.
Mr Gregory—There are indeed. There are a lot of complaints from some states with the
scheme you speak of. It does not cover return travel in some states. It does not cover carers in
some states. It is partial: it only covers selected procedures in some states.
Senator HUMPHRIES—I have to express some astonishment at some of the criticism that I
have heard today of the safety net proposal. We have no safety net of the kind that we are talking
about here at the moment. If an Australian family incurs catastrophic out-of-pocket expenses at
the moment, it has to wear them. That is true for the low- to middle-income families that we
have been talking about—with exceptions of some arrangements that are in place at the moment.
These new proposals build on them, so they are in addition to that. Ultimately they are more
broad than that and they will cover every Australian, whereas the existing safety net
arrangements do not, as I understand it—
CHAIR—I think it is the other way, Senator.
Senator HUMPHRIES—No, the existing safety net—
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CHAIR—Is universal.
Ms Gilmore—Eight in 10 Australians have had access to not making any payment at the time
of visiting a general practitioner, for example—which is now reduced with a 67 per cent bulkbilling rate, obviously, to six or seven out of 10. You would have to say that—
Senator HUMPHRIES—If you are talking about bulk-billing as a safety net—
Ms Gilmore—Well, it is.
Senator HUMPHRIES—Is that what you are saying?
Ms Gilmore—You said about catastrophic payments as a result of health care provision. If
you turn up at a public hospital now as a public patient, you pay nothing.
Senator HUMPHRIES—I am not referring to that. You could regard bulk-billing as a safety
net, but it is not available to every Australian.
Ms Gilmore—It has been available to eight out of 10.
Senator HUMPHRIES—It has at one point in its history but for a large part of its history it
has not had that coverage. It does not at the moment and it did not have that level of coverage for
the first four or five years of Medicare. With respect, it is not really a safety net system. But it
also only ever covered schedule fee items; it did not cover total out-of-pocket expenses. That is
the other important difference between this proposal and previous safety net iterations. This
covers real out-of-pocket expenses that Australian patients incur. A lot of the fees that people
have incurred, particularly from specialists, radiologists and others like that, have not had any
adequate source of compensation for Australian patients. I am just surprised that those extremely
high costs that some people are having to meet, which are being addressed in this package, are
sort of pushed to one side by, with respect, people around the table.
Mr Gregory—I was picking up on John Deeble’s suggestion that you build back from the
actual payment levy towards the schedule fee. There was talk of 130 and 110 per cent. If you
extend that a bit further, you have a safety net for the schedule fee. It is a question of how far
you go with his sort of logic, but you do not want an open-ended system which is going to have
all that moral hazard.
Senator HUMPHRIES—We will come back to that, but I want to focus on this question of
the adequacy of the safety net. Mr McCarthy, you said that Australians stand to be worse off with
the safety net and that, if the safety net was introduced, many Australian families would simply
put off a visit to the doctor. Why would a family put off a visit to the doctor because there was a
safety net in place?
Mr McCarthy—Simply because the safety net is really not going to be that. When you talked
earlier about a safety net, you were surprised. It seems to be forgotten that in 1996 we did have a
safety net for 80 per cent of people who were bulk-billed—80 per cent then and it is just going
down and down and down. People will not go to the doctor if you introduce a safety net, because
you will not have solved the problem. You will have only pretended that you have solved the
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problem, and you will still leave what we say are five million low- and low to middle income
families, who will do what a lot of them have to do here in Canberra, which is simply not go to a
doctor.
Senator HUMPHRIES—Why would they not go to a doctor?
Mr McCarthy—Because they cannot afford the difference.
Senator HUMPHRIES—But the safety net does not change.
Mr McCarthy—You should know, Senator, better than I do that it is very—
Senator FORSHAW—It is because they have to spend $1,000 before they get it.
Senator HUMPHRIES—But how does that stop you from going to the doctor? Why would
you not go to the doctor because the safety net might be inadequate? Let us suppose that it is not
good enough. It is still better than what is there at the moment, so why would you go to the
doctor today but not go tomorrow after the safety net has been introduced?
Mr McCarthy—Let me put it to you this way, Senator. The safety net is irrelevant. It is
irrelevant to low-income and low-to-middle-income families because now they cannot go to a
doctor because they have to meet a certain amount. Your safety net means that they still have to
meet a certain amount and they will not go to the doctor. In the meantime there will be more and
more GPs who will refuse to bulk-bill because it is just not economically viable for them.
Senator HUMPHRIES—I am sorry but I do not follow the logic of that at all.
Mr McCarthy—I think it is really very simple. What is very simple is that, for a start, a lot of
the low- and low to middle income people have been excluded from concession cards, so they do
not get the $5 bulk-bill encouragement in the first place. If you are on the minimum wage, you
do not get a concession card—and not many people can live on that.
Senator HUMPHRIES—Let us suppose that you are not eligible for a concession card. Let
us say you are not eligible today and you will not be eligible in three months time after the safety
net has been passed—that is supposing that it has been. Why would that make a difference to
your use of GP services?
Mr McCarthy—You are quite right: it will make none at all.
Senator HUMPHRIES—So how do you justify the statement?
Mr McCarthy—But I thought that this package was intended to improve the situation. What I
am saying is that for five million Australians it is not making one whit of difference to them at
all.
Senator HUMPHRIES—You actually said it would make it worse as far as people’s access
to doctors is concerned.
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Mr McCarthy—It does make it worse, because you go through a propaganda mechanism in
order to try to convince everybody that you have improved it. Those of us in this room who are
comfortable—and I suspect that all of us in this room have private medical health insurance—
get told, time after time, ‘We have improved it.’ I have people in my family, as I have said here
on many times, who say, ‘I believe what you say about these people but I have never met them.’
That is the case, I would say, for the 15 million Australians who have never met a poor person in
their life. They have no idea. It would make it worse because you would make those 15 million
people who are comfortable feel assured in themselves: ‘Oh, well, they’ve fixed the problem.’
They have fixed the problem for you people but they have not fixed it for the low- and low to
middle income families.
Ms Gilmore—Our issue is that, because the introduction of a safety net actually is not going
to encourage an increase in GP visits where a copayment is not required, that will impact on
people’s decisions about seeing a doctor. It is likely, for example, that people will take their kids
but will choose not to have their pap smear or to have their blood pressure checked because that
cost is added on. I am sure that you know people—two parents with two children—who head off
to the GP three or four times every winter with a whole range of conditions. If we are looking at
the moment at the equivalent of a $15 payment—or whatever the copayment is at the moment; it
seems to increase every week—that outlay every time they visit a doctor is going to make people
make decisions about whether they see a general practitioner. There are fewer opportunities to
access a bulk-billing general practitioner—if I look around in Canberra or even in some parts of
Sydney, for example, it would be difficult for me to make a decision about whether I found a
doctor who bulk-billed or not. The reduction to 67 per cent across the board at the moment
means that I have less access to a doctor where a copayment is not required.
If this proposal actually resulted in an increase in bulk-billing choices for people where
copayments were not required then we would be looking at the safety net option in a different
way. But there is not any link between the safety net option and increasing the number of doctors
who are able to bulk-bill, and so people will make decisions about whether they see a doctor or
not and that is unfortunate. Our issue in relation to the safety net is that you have to have spent
$500 or $1,000 before you start receiving some benefits. As Terry has already said, at the
moment the disposable income of a parent who is putting school shoes on their kids or buying
textbooks is fairly low—as interest rates slightly increase and where they may have
overextended their house loan a little bit. It is not even just low-income families who are going
to struggle to find income to pay—
Senator HUMPHRIES—That is the case at the moment. They have got that same struggle at
the moment. How are they worse off, which is what Mr McCarthy was saying—
Ms Gilmore—I am not commenting on whether they are—
Senator HUMPHRIES—by virtue of having a safety net?
Ms Gilmore—The worry is that the decline in bulk-billing services is continuing. We are not
seeing a turnaround or even a plateauing of the number. If you turned up in an area of Sydney
and looked around, you used to be able to find a certain number of general practices that would
bulk-bill. For example, my general practice in Kingston, here in Canberra, bulk-billed up until
12 months ago. It does not bulk-bill children or anyone else now.
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Senator HUMPHRIES—The doctors who appeared before us earlier this afternoon said that
they felt that the $5 payment for bulk-billing of concession card holders and children under 16
was broadly likely to arrest the decline or would at least mean that the decline would not go
below 60 per cent or so.
CHAIR—No, they did not.
Senator FORSHAW—It would hold them on for two years.
Senator HUMPHRIES—I think they did, I think they were saying that they felt—
CHAIR—No, I do not think they did.
Senator HUMPHRIES—They felt that those who are presently bulk-billing were likely to
continue in the bulk-billing system as a result of that payment.
Senator FORSHAW—They are going to get $5 more.
CHAIR—At best, I think they said it would stay the same.
Senator HUMPHRIES—That is what I am saying.
CHAIR—At best.
Ms Gilmore—It has already declined to an unacceptable level, in our view.
Senator HUMPHRIES—But I am saying that it cannot be any worse. I am picking on the
point that somehow it is going to be worse—
CHAIR—No, that is not what the doctors said.
Senator HUMPHRIES—With respect, they were suggesting that this would keep many
doctors bulk-billing in the system who otherwise might leave it. The question I want to ask goes
back to the question about the safety net. A number of you were in the room when the doctors,
who are obviously critical in this question about what happens with the safety net impact on their
prices, were asked the question of what they would do—whether they would expect that there
would be an inflation in copayments as a result of the safety net. As you were here, I think you
all heard them say fairly emphatically that they did not believe that there would be an inflation in
copayments.
Mr McCarthy—Did you expect any other reaction? They would say that, wouldn’t they!
Senator HUMPHRIES—With respect, everyone comes with a vested interest to a committee
like this. Can you convince us that they are wrong? You heard what they had to say. Can you tell
us why you think that they are wrong in those comments?
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Mr McCarthy—It seems to me that there was the suggestion of a $10 increase from their
own organisation for GP services, and then there was a very guarded agreement saying, ‘It won’t
get any worse.’ I do not know that bulk-billing can get much worse than it is now.
Senator HUMPHRIES—What is the $10 you are referring to?
Mr McCarthy—The $10 figure was originally recommended by the AMA. It would at least
arrest the decline in bulk-billing and increase it. If the AMA says you are going to need $10 in
order to increase it or at least maintain it at the same level, you are drawing a long bow to then
say that some doctors came in here today and said that $5 will do the same. They cannot both be
right.
Ms McGahan—It is not even $5 across everybody; it is $5 for a very specific target group.
Senator HUMPHRIES—There are two issues we are dealing with here. What they said was
that they did not believe that the safety net arrangements would lead any doctors to go and
inflate their prices because they knew that there was a safety net to cover a small proportion of
the population in the event that their commitments in any one year reached a certain level. So the
suggestion that the safety net would lead to price inflation was rejected by them—in fairly
reasonable terms, I thought. I am looking for an argument as to why they are wrong—a rational
argument as to why they are mistaken about it.
Mr Gregory—I have one: perhaps they were speaking for GPs, not for specialists.
Senator HUMPHRIES—We asked about both of those things, and they said—
Mr Gregory—I heard the nature of your question. With respect, they said that they could not
speak for specialists. The man from the AMA was the only one who tried to answer on behalf of
both groups. Sorry if I sound like a disciple of John Deeble, but here I go again. This morning,
when he started to fashion for you his 70-30 rule, he clearly had it in mind that, through
specialists and through moral hazard, there was a likelihood it would be inflationary. That is the
reason he wanted to quarantine the 70 from the 30.
Senator HUMPHRIES—But we had a practitioner saying otherwise. I want to hear some
arguments or reasons why we should reject their evidence.
Mr McCarthy—I have heard people say that a subsidy like the first home owners grant is
going to have no effect on house prices. I guarantee that I can find plenty of evidence to suggest
that house prices did go up, and I would be slightly persuaded to understand—
Senator HUMPHRIES—That was because of the GST, not because of the grant.
Mr McCarthy—You will now say to me that if doctors increase their charges after that $5 it
will not be because of the cost of service but because of inflation or some other cost.
Senator HUMPHRIES—I am looking for a rational argument, not just an assertion.
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Rev. Dr Wansbrough—I would like to comment on that. I cannot provide the actual
references but, when I was doing research for, I think, our first submission, I came across a
number of articles where doctors were urging doctors to charge increased fees to say that what
they were getting paid in the rebate was far too low, and that doctors ought to charge in
accordance with work value. My understanding is that people are floating $50 as a reasonable
figure for a consultation. That figure has been around. Again, I cannot think of the exact
references, but it seems to me that both those things support the view that there is some pressure
among doctors. There will presumably be a lot of doctors who recognise the importance of
maintaining a workable and affordable system who will resist the pressure. But there are also
pressures saying that doctors, if they have professional pride, will expect to be paid what they
believe is their work value.
Senator HUMPHRIES—But my point is that this is not a consequence of the safety net; it is
a general pressure on doctors at the moment.
Rev. Dr Wansbrough—It takes away some of the pressure on doctors at the moment as to
what patients can afford—
Senator HUMPHRIES—Surely the safety net is irrelevant to that?
Rev. Dr Wansbrough—It does at least put some cap on what patients would end up paying—
Senator HUMPHRIES—That is right.
Rev. Dr Wansbrough—compared with what the public sector would then pay.
Senator BARNETT—Is that good or bad?
Rev. Dr Wansbrough—I think some doctors would take the view that $500 is a lot of money
for concession card holders to afford. Therefore, it would help to restrain fees. There are others
who do not understand how important that $500 is to families who say, ‘Once they have paid
$500 they will be looked after, so we will charge what we should.’
Ms Gilmore—I think keeping a cap on fees in some way is quite important. We have lost the
ability to do that because, I guess, of the disparity between the fee that is being charged and the
rebate that is being paid, and I think that that is an issue. I do not think people will say that their
prices have gone up because of the safety net. I think most people working in health care have
some ethics and standards that would make it difficult. But one has to acknowledge that general
practitioners generally are small business owners and they will look at all the costs involved in
running their businesses, and they will look at the charge they need to make based on the
percentage of concession card holders, the percentage of patients they can bulk-bill and what
they think the market will pay. All those factors will be brought in, and I do not think the safety
net is going to work to cap fees at all, except in some socioeconomic areas where, perhaps, the
link is clear for general practitioners. I think we will see, as a consequence, fees continuing to
increase, because, unfortunately, I do not think this government has brought in anything that has
given the community some ability to demand a reasonable fee when they are negotiating to see a
general practitioner. That gap was there when the difference between what was being paid as a
rebate and what was being charged was reasonable.
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CHAIR—I am going to move on, I am sorry. It has been a useful discussion. Senator Allison?
Senator ALLISON—Dr Greacen, can I ask you some questions about your submission. It is
chock-a-block with suggestions for how we might improve the recruitment of doctors—
particularly OTDs, but some probably apply to metropolitan based doctors too—in rural areas.
Apart from the immigration changes you suggest and changes to the national standards and
guidelines, is the barrier to doing these eight or so pages of suggestions the extent to which your
agency is funded? I think you point out that it is $15 million a year. Is that just for Victoria’s
agency?
Dr Greacen—No, that is nationally.
Senator ALLISON—Is that grossly inadequate to do the sort of work that you believe is
necessary? Particularly, I would imagine this would apply to the local knowledge and the ability
to match doctors with local communities. Could you just expand on what needs to be done? If
we could wave a magic wand, what would we do? And, if it is extra money that is needed, what
is the quantum required?
Dr Greacen—It is reasonably easy for me to quantify it. The Department of Health and
Ageing gives us a lump sum for recruitment and retention activities. Within the retention
activities we provide locum services, continuing professional development, family support and a
whole range of other services. In Victoria we work very closely and in partnership with the
divisions of general practice to deliver those services. We also provide specific grants for those
GPs and communities in greater need. We provide sustainable models grants and we try and
support communities to build better practice management processes. It is the same with the
Aboriginal community controlled health organisations.
The Victorian Department of Human Services, however, funds us quite differently. They pay
us per service, so we have had to cost every item, every component, of the way in which we
recruit and place doctors. Although I could not tell you off the top of my head, I could tell you
that it probably costs us, including administrative costs, about $450,000 a year to recruit, place
and support 40 doctors. In that process we are involved with probably 1,300 inquiries a year in
looking at whether these people are eligible, referring them off for relevant assessments and
undertaking those assessments. We conduct a very comprehensive assessment of these doctors,
which we developed with the support of a number of medical schools and professors of medicine
and rural health some years ago.
Senator ALLISON—I am sorry to interrupt you. Some of this is in your report. At least from
my point of view this service you provide sounds like a very valuable service. What I want to
know is why you cannot do more of it.
Dr Greacen—We do not have the resources.
Senator ALLISON—How much do you need?
Dr Greacen—I would prefer to give you those details after they have been properly worked
out rather than off the top of my head. If I say $450,000 recruits and places 40 doctors, that is for
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a wide range of services, including training, mentoring, supervision et cetera. If you want to look
at breaking that down, it is about $10,000 per placement. That involves a lot of work.
Senator ALLISON—If the committee were to look at the need in rural areas, multiply that by
$10,000 and make a recommendation to the government to say, ‘So many dollars should be
allocated to this—
Dr Greacen—It would still not be sufficient, because we do not have the funds to provide that
next stage of support after they are placed. We do provide supervision and mentoring. We can
give them some training and we orient them, but they are usually quite poor for about six months
while they build up a practice.
Senator ALLISON—Perhaps you would consider having a look at the question of what our
recommendation to the government might be by way of a dollar figure to assist in the
recruitment of doctors in country areas.
Dr Greacen—I would be very happy to.
Senator ALLISON—It does not need to be absolutely accurate but an order of cost would be
useful to us and would allow us to make that recommendation. I have some questions about
mobility of doctors to and from rural areas. You say that overseas-trained doctors are typically
hypermobile. Are those from certain countries more mobile than others—for instance, the UK,
Ireland and New Zealand?
Dr Greacen—Again, I have not got that data with me. Did we forward the research with the
submission?
Senator ALLISON—If you did, it did not come to us. It may be with the secretariat.
Dr Greacen—Then I will give you that, because we can tell you exactly which countries they
are. It tends not to be the UK, Ireland or South Africa; it is more likely to be countries like Iran
and Iraq and probably parts of Asia such as Pakistan, India, Thailand and Malaysia.
Senator ALLISON—Doctors from those countries are mobile?
Dr Greacen—Those doctors move a lot.
Senator LEES—Is that because they have difficulty getting registration in various places and
so they move on?
Dr Greacen—There are a lot of different stories associated with their lives. It is about looking
for training and looking for a place to live but it is also about looking for advantages for their
children and lifestyle. Many of them will move to the UK or somewhere where they will do
some postgraduate training and they will move to another country like Germany and do further
training. They often move to New Zealand in order to get into Australia—it is easier to get
residency in New Zealand—and they will often try two or three states here.
Senator ALLISON—Is it the case that Australia is a net exporter of GPs?
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Dr Greacen—Australia is a net importer. In Australia we do not train enough of our own.
There are certainly a lot of doctors going out but the number of TRDs and people coming in
temporarily as well as permanently is far higher.
Mr Gregory—That is why the Melbourne manifesto is so important. It is absolute shameful
that a country like this is in that situation and having a net impost on the world supply of doctors.
Senator ALLISON—Indeed. Can you quantify that, Dr Greacen?
Dr Greacen—No, I am sorry; I have not got the data at the tips of my fingers.
Senator ALLISON—If it is not too difficult for you to find, I am sure we would find that of
use. You said that the ratio of doctors per 100,000 of population was not a measure of need. Are
you suggesting that another formula for an ideal number of doctors ought to be adopted? If so,
how do you achieve that? Presumably we are talking here about illness when we are talking
about need.
Dr Greacen—We are talking about morbidity and mortality in different parts of Australia.
There are quite a few studies. I do not think there is a really good national study that compares it
in a quantifiable way, but certainly in Victoria there is. I think everyone knows that the morbidity
of rural people is far higher than that of urban people on average. The index of access to health
care that we are talking about is something people have been thinking about for a long time and
trying to set up in various ways. There is a working group at the moment in which a number of
organisations and people are trying to develop a submission to the department for consideration.
The department has used RRMA since 1991 and recently introduced ARIA. Those were
excellent attempts but they are not measures of access to health; they are more like measures of
distance, population numbers et cetera. Where a classification like that is used for resourcing and
reporting or determining priorities, places where there is reasonably high density of population
are significantly disadvantaged. I know that people in extremely remote areas and Aboriginal
communities have major disadvantages—there is no question about that—but what we are all
looking for is a way to measure equity of access to health care. It is about transport, it is about
distance, it is about Aboriginality, it is about health status and it is about poverty. There are a
number of ways in which something like this could be developed. The thinking at the moment is
to develop something like a CPI, but it needs careful development. It is a long way away from a
district of work force shortage measure of number of GPs to population, but it would be very
valuable.
Senator LEES—My question is on work force training—but not the training of doctors.
Within this package we have some recognition that we are well and truly under-resourced there.
In nursing there has been some recognition of that through other measures, and we also now
have some recognition of that in the field of teaching. Dr O’Reilly, you mentioned dentistry. I
understand that in allied health there are also some significant shortages building up. Given that
the applicants seem to be out there and university entrance scores are way up, what is the
problem? Why aren’t universities, for example, training more dentists? Why do we read in your
submission that dentists have to volunteer, basically, as tutors? What is the problem?
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Dr O’Reilly—There are a number of problems. One is in terms of the dentists who graduate
actually helping universities. There is a fundamental problem as far as the number of academics
there are in Australia to teach dentists. So, even if we were able to increase the funding base—
for example, we need about another $25 million just to increase the resources, such as the
number of dental chairs, to meet the projected need at this time of an additional 120 dentists per
annum to keep the status quo—
Senator LEES—I do not expect you to have it here, but could you provide the committee
with some research looking at specific numbers—particularly if you have any state-by-state
research?
Dr O’Reilly—Yes, we can do that. We would have that in the unit in Adelaide and we would
be happy to provide it.
Senator LEES—Thank you very much.
Dr O’Reilly—The other issue is that if we do not keep that status quo—at the moment about
250 dentists a year are graduating from our four dental schools and we are getting about another
50 being given the ability to practise through the Australian Dental Council—then we project,
and John Spencer from Adelaide projects, that we are going to be between 700 and 2,000
dentists short in 2010.
Senator LEES—Mr Gregory, is there any work being done on allied health and what the
shortages potentially are? Given that this package recognises the need for nurses to work with
doctors—and we have heard and seen a lot of evidence today of doctors wanting to move to a
team practice—we cannot do it if we do not have the podiatrists, the physios and everything else.
Mr Gregory—There is some early work being undertaken right now on allied health work
force issues. It is not ready for your use yet, I am afraid, but it will be soon, I hope. To me, one
of the most significant things in your first report—with which, clearly, you grappled and came
out with a thumbs down on eventually—was whether Medicare could be extended or augmented
to include some allied health professionals. I think everybody understands the enormous
quantum leap it would constitute if that were to be done. But, as you have said, everyone now
recognises that multi-professional teams are the only way to go. It was very encouraging to hear
the ADGP saying just that a couple of hours ago. That being the case—and, again, in the
situation where people in some areas simply do not and will not have access to fee-for-service
medicine—it seems to me that, if Medicare is going to be the vehicle by which the social
compact between the government and the people of Australia to deliver health services is met,
we have to bite this bullet and we have to give it the thumbs up not the thumbs down. That is, in
some remote areas where fee-for-service medicine is not sustainable, we need to do two things:
we need to look for alternative models to fee-for-service and we need to think of how we can get
the multi-disciplinary team accessible in a subsidised way in the same way as medicine is. It is a
huge challenge, but I do not see how you can avoid putting some allied—
Senator LEES—It is there now in rural areas.
Mr Gregory—Yes, through the More Allied Health Services program, or MAHS, though.
Everybody refers to MAHS as if it has answered all of our questions. I think MAHS is pretty
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good, but it has not answered all questions; there are some difficulties with it. As the field
expands, it will become less and less sustainable for all of the payments to be made directly
through the doctor. That is, ultimately, the bullet we have to bite.
Senator LEES—We heard earlier from the doctor from Western Sydney that there is an
enormous need for MAHS, with a one- or two-year wait to see an allied health professional.
There needs to be another system, but we hear that we do not have the allied health
professionals. So you cannot put something in place if you do not have the people to run it. So
that data would be useful as soon as it is available. Even if this committee has reported, I am
sure that the community affairs committee would like to have that material.
Ms Gilmore—I am not sure that the link between the education sector and health care
provision has been built strongly enough. If you look at education, you will see that the outcome
of the national review of nursing education recommended an additional 800 places by 2004, and
207 were announced last year by Minister Nelson to commence this year. There is a link between
work force planning, education and the number of places. For example, the Victorian
Department of Human Services says that it needs 800 places alone to meet future work force
needs for nurses, and we have 207 additional places.
People are queuing up now to become nurses but are being turned away as both enrolled
nurses and registered nurses in the higher education sector. While the work force initiatives can
be expanded and enhanced, I think we need effective work force planning processes. There are
work force planning processes in the country but they are not working well in terms of getting
timely information and linking in with the education sector.
Mr McCarthy—I think the Australian Vice Chancellors Committee has a whole range of data
on that. In our own submission we have relied on the AVCC’s—
Senator LEES—There is some information. I got a little bit from Adelaide on dentistry. I am
looking for the bigger picture of that—which I have not been able to find.
Mr McCarthy—In 2002 the vice chancellors pointed out that only 38 per cent of those
people who applied to go into those health fields could actually find places. That is in our
submission.
Senator LEES—I know the answer. Thank you.
Senator STEPHENS—I want to pursue that line for a little longer. Dr O’Reilly, Senator Lees
asked you about some research that you said was available. Have you or your organisation had
an opportunity to do any kind of modelling or costing of the recommendations in your
submission?
Dr O’Reilly—Do you mean in terms of the dental schools?
Senator STEPHENS—Yes.
Dr O’Reilly—We believe that there is going to be about $25 million in Commonwealth
funding needed across the four dental schools to increase the infrastructure, to physically be able
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to accommodate the increase in the number of students. Our modelling has shown that we will
have a net increase of approximately $1 million a year in tuition costs for those extra places. It
would cost the Commonwealth approximately $3 million a year in fee subsidies. We have not
had any offsets on that, because in our submission we also feel that we need to address the
critical shortage—and it is across all professions—of dentists in rural and remote areas. The
same sorts of initiatives with teachers and perhaps with nurses could be applied to the profession
of dentistry.
There is another thing that we have not been able to find out yet. It is our understanding that
Commonwealth funding for medical places is actually quarantined. We do not have a high
degree of confidence that that necessarily happens in the dental schools, and we are
endeavouring to find that out. So we have not done any offsets on that but we certainly have
done the modelling. We will forward that, if that is the wish of the committee.
Mr Gregory—In that context, it is worth reiterating the conventional wisdom that $300
million of costs goes towards dental in the ancillary part of the private health insurance rebate.
That is what the taxpayer is already paying. That is the figure that I have heard, anyway.
Dr O’Reilly—I think it is $965 million for ancillary dental.
Senator STEPHENS—If you could provide that information, that would be helpful too. In
your other recommendations, you talk about improving the dental faculties in schools and about,
for example, the provision of a moratorium or a debt forgiveness of fee indebtedness. Have you
done any kind of estimate of what that might cost?
Dr O’Reilly—We have. We are also, particularly in New South Wales, looking at ways in
which we can encourage dentists into rural areas and, as part of the total employment package, to
pay the HECS fees for those dentists. That is happening. In New South Wales, Victoria and the
west, as Gordon is aware, we have, as an association, actively looked at the issues facing rural
and regional needs in dentistry and are expending significant amounts of money to take students
out there. We have found, particularly in New South Wales, about a 40 per cent retention rate
over the last four years since we have been undertaking the scheme. We are happy with that, but
HECS forgiveness is something which will possibly encourage more dentists to go out west.
Senator STEPHENS—Ms Gilmore, would you like to make any comments about the
practice nurse proposals contained in this package? We have talked about the general shortage of
nurses. We have several submissions that say there are not two pools of nurses—that we will
have to take one from the other. Has your organisation considered that?
Ms Gilmore—Yes, we have considered it. Our view is that there is the potential for nurses to
come out of the acute sector in order to work in primary health care because it is an attractive
area to work in, for a number of reasons—good skill development and things like that. It is likely
that some of those nurses may make the transition into primary health care because they are
ready to move out of nursing and this is a good intermediary for them. It is not really clear that
they are just draining out of the acute sector. It is possible that a number of them are draining out
of the acute sector but working in another area of nursing, and we would encourage that. The
evidence is not really there about where they are coming from and how long they are staying. It
has been a new initiative and we are hopeful that a number of nurses will come back from
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prolonged leave—whether having had children or having worked in another area—and will
choose to work in primary health care as it is another option. There certainly will be areas where
nurses who have been in a primary health care type role in a public hospital somewhere or in an
emergency department may well decide that they have had enough of that and will make the
move into primary health care.
Senator STEPHENS—Some of the submissions express the concern that they will come
from the aged care sector, where they are poorly paid, to go into these roles.
Ms Gilmore—I think a small percentage will. I am not convinced that that will be the natural
transition. I think they will be more likely to come out of emergency care or outpatient
departments and early childhood centres—midwives even, if a general practice is providing
antenatal care, for example. I have not seen anything that tells me that there will be a big flow
out of the aged care sector. I think that aged care nurses have been making the transition back
into the acute sector because that is where the money is. The money is not necessarily there in
general practice. We get calls on a regular basis from nurses in general practice saying: ‘How do
I increase my pay? It’s appalling. They are not even paying me an award wage of any
description.’ Nurses coming out of aged care are not necessarily going to see that primary health
care is an improved option for pay purposes. There will be some who come out because they are
worn down by the number of patients or residents they are providing care for. As with any
development, there will be pockets of nurses coming from different areas who will choose to
work in primary health care. It will be interesting to see how long they stay. Certainly the past
would indicate that many nurses who go into primary health care stay there for a long time and
really develop good skills and interests and expertise in that area.
Senator STEPHENS—Ms Gilmore, we heard from the doctors this morning. In their
submission they suggest that under the MedicarePlus arrangement the Medicare benefits item for
practice nurses will be valued at $8.50. Are you aware of that figure?
Ms Gilmore—That is the MBS reimbursement. For items that can be reimbursed, they will be
paid $8.50 only.
Senator STEPHENS—They make the point in their submission that for things like
immunisation the doctors get reimbursed $18.50. I just wonder to what extent GPs will actually
take up the practice nurse option. Have either of you got any comments to make about that,
particularly relating to rural areas?
Dr Greacen—I think GPs will take up the option when they start to cost it out and understand
what the benefits are. The rural doctors who have practice nurses do extremely well and value
those practice nurses very highly. The issue of payment is a separate kettle of fish, but they
certainly do value them and speak very highly of their work and the teamwork that happens
within the practice.
Ms Gilmore—I think there will be a mixed response. I think some of them will choose to
continue what they are doing for a whole range of other services. They will pop in and say, ‘Hi.
Yes, you’re going to be immunised today,’ and make the $18.50 claim. That is what is going to
happen with the whole range of services that are being provided by nurses in general practice. I
think doctors will pop in to see the wound and sign the form. For some it will be much more
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efficient to run an immunisation clinic on a certain day, have everyone turn up and charge $8.50.
There are certainly going to be some efficiencies and there will certainly be a lot of general
practitioners doing that. I do not want to sound like I am unethical from that point of view, but I
think that when you look at the cost differential it is going to encourage them to continue the
current practices they have rather than make a change of $8.50. I would also agree with Jane; I
think there is great teamwork happening out there in primary health care between nurses and
doctors.
CHAIR—Nurses are also able to access the $5 bulk-billing subsidy, if we can call it a
subsidy.
Ms Gilmore—We have not picked up on that, I must admit. We have just concentrated on the
$8.50 component.
CHAIR—I am pretty sure that is correct. I am getting nods from people who should know.
Senator BARNETT—On that last point, I thought I would draw your attention to page 33 of
the department’s submission, where they say that, in terms of support for practice nurses through
a new Medicare item and grant payments, their funding will benefit the average GP by $11,570
per annum. I just thought I would draw that to your attention. You might agree or disagree, but
that is the department’s view. I just want to go back to the safety net. Obviously it is pretty
important. The rest of the package, you understand, is already under way and has been since 1
January this year. The funding of $5 kicks in on 1 February, so the package is well under way
and getting doctors and nurses on the ground. Those things are now happening, which from my
perspective and that of many others is a good thing.
I want to focus on the safety net, because that will be before the Senate. It will be up for
debate and discussion. The department cost the safety net to the Australian taxpayer at $266.3
million over this year and the next three years. They say that it will benefit an average 200,000
individuals or families who are expected to qualify and the entitlement will cover 12 million
Australians, including four out of five Australian families, for the $500 cap for the individual or
the family per year. So there is $266.3 million coming to the taxpayer. If that legislation is not
passed, obviously there will not be $266.3 million coming from the taxpayer to health
consumers. Is it correct that either all of the $266.3 million or a substantial part of it would be
paid by the Australian health consumer if the legislation were not passed? You can say yes or no
or give a different type of response.
Mr Gregory—My response would be ‘probably’, but it is a debating point. The answer to
your question is that probably it will be paid by someone else if it is not paid by the taxpayer.
But it is a bit of debating trickery, with respect, because from my point of view introducing the
safety net will mean that we have a welfare system rather than a universal health insurance
system, and I know which of those two the alliance prefers.
Senator BARNETT—I am not arguing about the system—welfare, universal, whatever; I am
just asking the question: if the safety net legislation is not passed, will the Australian health
consumer be paying for all, some or a substantial amount of the $266.3 million over the next
four years? It seems a simple question. I am not trying to ask a trick question. I am just trying to
get response—whether you think it is yes or no. Who would like to respond?
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Ms McGahan—I think it is not a simple answer; it is problematic. Passing the compensation
arrangements sends a message that the current MBS arrangements or the new $5 allowance are
okay—and they are not okay. That is basically the message. I would suggest that if $5 is as good
as it gets then the safety net issue will come into play pretty quickly. Then it is a different story.
Senator BARNETT—If it is ‘as good as it gets’—to use your words—what will happen? Do
you think the safety net is a good idea and that $266 million will be covered? What is your view
on that $266 million? Do you think the Australian taxpayer should support Australian consumers
or that consumers should pay for it?
Ms Gilmore—The taxpayer is the health consumer. I think we should use consistent
language. Almost every health consumer in Australia is a taxpayer, so we are all contributing a
proportion of our income towards the health care system. If the point you are making is is it
good policy if we choose to have $266 million of it going to people who meet the safety net
requirement, is the outcome going to be better in the next five to 10 years, will people who
perhaps struggle to meet the safety net requirement have good access to health care then I would
have to say no, I do not think it is good policy for a future plan. If we are debating $266 million
then we are talking about potentially billions of dollars that we are putting into private health
insurance, for example—which is a completely different group of people.
Senator BARNETT—I have just asked the question. If you are not able to answer it, that is
okay.
Ms Gilmore—I think I did answer it.
Senator BARNETT—You did not answer the question. I asked you a question. I think you
answered the first part of it. I think, if I interpret you correctly, you are saying that, yes, most of
that money would come from the taxpayer or from the Australian government.
Ms Gilmore—I would urge you to consider the fact that taxes are the moneys of the
Australian government to allocate as per policies such as this that are usually put before the
electorate at times of election.
Rev. Dr Wansbrough—In our submission we gave limited and reluctant support to the safety
net, I believe on the basis that this package will make available some money that is otherwise
paid by health consumers. So we would concede the point that, yes, there is some money under
the safety net that would otherwise be paid by health consumers. Our debating point is whether
that is the best use of that money or the best way to protect people. But, as to the specific
question you asked, I think we would concede that, yes, it does pay some money that health
consumers would otherwise pay.
Senator BARNETT—Thank you very much for your honesty and your direct response.
Mr McCarthy—I would respond by asking you the question—
Senator BARNETT—I am asking the questions, actually.
Mr McCarthy—I gather that.
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Senator BARNETT—I have not heard your response, Mr McCarthy. How about you? How
would you respond to the question?
Mr McCarthy—I would respond by asking you: could you give me a yes or no answer—
which is what you are asking everybody here to give—
Senator BARNETT—If you want to answer in a different way, you are entitled to do that.
Mr McCarthy—as to whether the safety net is going to be paid by consumers or not? Would
you be prepared to give me a yes or no answer to whether, if the safety net is passed in its
current form, that would solve the problems in the health system now? Yes or no? I do not hear
an answer.
Senator BARNETT—It goes some way to solving the problem, and it is considered in the
total package. How about your response, Mr McCarthy? Would you like to respond or pass?
Mr McCarthy—I have already given an answer to Senator Humphries. The answer is: no, it
would not be a good answer—
Senator BARNETT—Okay. Anybody else?
Mr McCarthy—because it would not be $250 million that would be used in order to improve
the health system; it would be used as a propaganda campaign to try to prove to the rest of the
population, who are not affected by it, that you have solved the health problems—and you have
not.
Senator FORSHAW—Chair, can I follow up on this? I have some questions.
Senator BARNETT—Senator Forshaw, I have just asked a question—
Senator FORSHAW—You have asked it five times. You got your answer; how long are you
going to go?
Senator BARNETT—We are halfway through the participants. If you do not want to answer,
that is fine. Would anybody else like to have a go at it?
Dr O’Reilly—I will plead ignorance; I don’t think it will have any effect on dentistry.
Senator BARNETT—Thanks, Dr O’Reilly.
CHAIR—Any other people who wish to make a comment?
Senator BARNETT—Dr Greacen, do you want to respond? You do not have to.
Senator FORSHAW—Maybe it should include out-of-pocket dental expenses. You could ask
the government if they want to do that.
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Dr Greacen—If there is no other option available, the answer is yes. I suppose my concern is
that there have not been options put up for the use of those funds—and options on a safety net—
or full costings done about implications of where the costs are going to go in health service
delivery, particularly regarding medical specialists.
CHAIR—Thank you, Senator Barnett. Senator Forshaw?
Senator FORSHAW—I think this is something we are going to have to explore with the
department witnesses tomorrow. Senator Barnett has just quoted from the department’s
submission, which says:
The proposed MedicarePlus safety net aims to protect all Australians from high out-of pocket medical costs ...

It goes on to say that the cost will be $266.3 million over the next four years and that it would
benefit an average of 200,000 individuals or families. Senator Barnett also quoted—
Senator BARNETT—That is per annum.
Mr Gregory—No, it is not; it is a total of four years.
Senator HUMPHRIES—Not according to the department’s submission it is not.
Senator FORSHAW—The department’s own submission says—
Mr Gregory—I went to their briefing and they made it very clear.
Senator FORSHAW—that they can be different people. The point I wanted to get to is this:
Senator Barnett also quoted how the department’s submission puts forward the proposition that
this is intended to cover all Australians—12 million to be potentially covered under the $500
safety net threshold, and eight million potentially under the $1,000. It is a simple matter of
mathematics: add them together and there is 20 million, which is the total Australian population;
divide $266 million by 20 million and it is $20 per head on average. We can all engage in those
sorts of analyses. The point I wanted to come to with the safety net goes back to Mr McCarthy,
who has appeared before members of this committee at the poverty inquiry et cetera. Mr
McCarthy, I gather from what you are putting forward that there are many people who cannot
afford to pay the $500 or the $1,000 now. The question arises: by establishing a safety net that
only cuts in when you have spent $500—or $1,000 if you are not a concession card holder—
where do those people find the $1,000 that they have to stand up front before they can get $1
over and above that expenditure back?
Senator HUMPHRIES—They find it now.
Senator FORSHAW—They don’t; that is the point. They do not find it now.
Senator HUMPHRIES—How can this be any worse? It must be an improvement.
Senator FORSHAW—Can you respond, Mr McCarthy? They do not find it now.
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Mr McCarthy—Our experience is that they are not using it, and that they just do not use
medical services. I have to say that there is ample research, including very good NATSEM
research, which shows that people do not use GP services because they cannot afford them, and
they then become a tremendous burden on the health system. That is in fact at the beginning of
our submission. The bulk of the health system, I understand—and the professionals along here
would understand better than I do—is applied to people with chronic and multiple illnesses.
Senator FORSHAW—Can you see, for instance, that people from the group of low-income
earners and poor families you are representing today, who are now attending accident and
emergency services at public hospitals and who do not have the money upfront to pay the doctor,
may attend the accident and emergency service or not go to the doctor at all—they try to find
some other means of dealing with it?
Mr McCarthy—Generally speaking, they do not go to the doctor at all.
Senator FORSHAW—How does this proposal make them say, when they wake up on the day
after it has been passed by the Senate, ‘Oh, good, there’s a safety net now if I spend $1,000 at the
doctor’s’? I cannot see how that would happen. Can that happen? Will that mean that they will
now be persuaded to go to the doctor?
Mr McCarthy—With due respect, Senator, I already answered that. I said that for those
people, frankly, it is irrelevant. When you use the term ‘safety net’, the bulk of those five million
people do not know what you are talking about for the simple reason that they do not read
newspapers and their attachment to public policy and announcements about public policy is
almost negligible. I have got to be very careful not to describe them in a way which is
demeaning, but the fact is that they do not read newspapers, they do not enter into the discussion,
they do not read about what is going on here in this debate and so on. I can only repeat what I
said: it seems to us that all of this talk about the safety net is irrelevant to a whole lot of the
people that we see every day. I can say that for four families that I saw over the last week in
Canberra it would be absolutely irrelevant. They would not know what you were talking about.
All they can say is: ‘I can’t pay the kids’ school fees, I can’t pay the book fees, I can’t send the
kids on excursions, I can’t afford to send the kids to the doctor and I’ve had the baby crying out
there for three nights.’ Those are the facts.
Senator FORSHAW—I wanted to give you the opportunity to say that again. I have two
questions: one to Mr McCarthy and then one to Ms McGahan. Mr McCarthy, you have put
forward the proposition that the rebate be increased by $10, and it is not the first time that sort of
proposition has been put forward about a significant increase.
Mr McCarthy—For all Australians.
Senator FORSHAW—Yes, I understand that. I think in your submission you refer to GP
services. What about the range of other services and the other Medicare items beyond standard
consultations? That would increase that estimate figure of about $1 billion a year. Have you
costed that out?
Mr McCarthy—I would need to take advice—maybe from my colleague on the left here—
because my understanding is that a lot of medical services are already covered one way or
MEDICARE

MEDICARE 102

Senate—Select

Monday, 19 January 2004

another by the MBS, largely through access to the public hospital system whereby they get a lot
of those specialist services provided under state health services. Our argument largely is that, for
the vast majority of Australians, their access to the health system is through GP services. Early
intervention will prevent them needing to see specialists and from going in for detailed analysis.
I have to say that you would not need to be Einstein to understand that.
The simple fact is that we are saying that, if you provide GP services and you encourage GP
services to spread out—the $10 is not enough; you are going to have to have more doctors out
there for a start—there will be more people using the doctors because more will bulk-bill, and
there will be less burden in the overall scheme of things on the health system. I would have
thought, from an economic point of view, that it is more economical for the government, frankly,
to have people visiting a GP with an extra $10 than it is to go through all the other consequences
I mentioned in my introductory remarks and which are contained in our submission.
Senator FORSHAW—Thank you. Ms McGahan, your organisation has welcomed the
proposals with regard to aged care. I have not heard anybody put forward the idea that they are
not an improvement. I was wondering whether you could briefly tell us how you think that
would directly benefit the nursing homes and nursing home residents that your organisation is so
heavily involved with. Is there a major problem at the moment with GP availability and access to
residents that your association experiences?
Ms McGahan—Yes. Any injection of funds into aged care services is very welcome. At the
moment it is very difficult to attract GPs to see a resident in a residential aged care service. I
think it just makes business sense: it would be very difficult to get away from a GP’s practice to
deliver a service for the remuneration that is currently available under the Medicare Benefits
Schedule. So yes, it is very welcome.
Ms Gilmore—There is a trial that the Department of Health and Ageing is undertaking in
looking at the role of nurse practitioners in aged care, and I think that the outcomes of that,
obviously generally in collaboration with general practices in the area, will be interesting.
Obviously there is interest in how the MBS and PBS funding would pan out, but I think that will
be an interesting pilot to watch carefully in aged care.
Senator KNOWLES—Dr O’Reilly, what costing have you done for your wish list of having
the Commonwealth reintroduce the Commonwealth dental plan? One of your recommendations
in your submission says:
In so far as the delivery of dental services to Concession Card Holders is concerned the Federal Government ought to
immediately arrange for the reintroduction of a scheme along the lines of that which existed in the Commonwealth Dental
Health Program.

The submission identifies the issues to be addressed with the introduction of such a plan. It just
does not identify the cost.
Dr O’Reilly—It is something which we are still working on. It really comes down to what
services would be provided in such a scheme. One of the problems with the old CDHP was that,
whilst it did increase the number of services by about 1½ million and it did have a positive effect
on decreasing waiting lists, we believe that it was not targeted to those who were most in need,
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both geographically and because of longstanding dental problems. What flows from that is that
we are of the opinion that the results from the national oral health survey will help to determine
where that money should be spent. We also have concerns that perhaps a lot of the money was
being cost-shifted at a state level, that some of the money was not actually going into the dental
services that we felt that it should go into and that there was no transparency to that extent.
Senator KNOWLES—Or accountability.
Dr O’Reilly—Or accountability. Of course, one of the big issues is that it was not holistic in
its approach. It meant that if you had a terrible toothache, for example, on an upper central
incisor tooth the only treatment was to extract it from an otherwise healthy mouth, and that is
obviously not in keeping with best practice. So we feel that, if there were going to be an
introduction of such a program, once again we would need to know how to target it properly, but
on an overall matrix it comes down to the fact that there has to be a national preventive approach
through fluoride, oral hygiene instruction and good diet. Of course, one of the problems is that if
you are poor you are not necessarily going to have a good diet or be able to afford the basic
preventive dental treatment that is required.
Senator KNOWLES—Are you familiar with the reasoning behind the introduction of the
Commonwealth program to which you refer?
Dr O’Reilly—No, I am not.
Senator KNOWLES—It was introduced by Dr Carmen Lawrence, when she was the health
minister, because the states had fallen so far back in their responsibility for delivering health
services that there were waiting lists as long as two or three years. I was alarmed in the first
inquiry into this to find that many of the states have dropped back now to two or three years. At
the time of the introduction of that, Dr Lawrence set a target that had to be fulfilled for the
duration of that policy, and once that target was met the Commonwealth pulled out. It just
happened that there had been a change of government in that time, therefore the now opposition
wanted to blame the now government for discontinuing their wonderful program, but the
government had actually complied with what Dr Lawrence had set down. Bearing in mind that it
was to backfill the states’ lack of responsibility for their own programs, I would now like to
know what your organisation has done to get the states to fulfil their obligation in regard to
dental health and hygiene before coming to the Commonwealth with a begging bowl for
something that is not the Commonwealth’s responsibility?
CHAIR—Before you answer that, Dr O’Reilly, I think it is fair to say that that is a view.
There are other views about what happened when the Commonwealth dental scheme was
introduced. It also is important to have on the record that forward funding did appear in the
forward estimates at the point at which it was completed.
Senator KNOWLES—I am sorry, Senator McLucas, but I will—
CHAIR—We have a different view.
Senator BARNETT—Senator Knowles has asked a question. We need a response.
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CHAIR—I think it is fair to say that we have a different view about what occurred.
Senator KNOWLES—We do not need your view.
CHAIR—For the full balance we have it now on the record.
Senator KNOWLES—I am sorry, but we do not need your views, Madam Chair. I was in the
parliament at that time; you were not.
CHAIR—That is correct.
Senator KNOWLES—And you have now put an interpretation, post introduction, on what
was meant to be, from a political perspective.
CHAIR—Can I suggest you have done exactly the same.
Senator KNOWLES—I am sorry, Madam Chair: I was actually in the parliament at the time.
I know the reason for its introduction. I sat on inquiries into its introduction. I am sorry, I will
not sit here and have your political version overrule the reality of the introduction of that scheme
and the duration of it. Therefore, what I experienced, where some did not, is the reality of what I
just described. My question still stands: what has been done to get the states to take on their
responsibility before the Commonwealth is yet again asked to bail out the states, bearing in mind
that they get all the GST?
Dr O’Reilly—Senator Knowles, if I can give a glib answer, we are not interested in the
politics.
Senator KNOWLES—Exactly.
Dr O’Reilly—The reality is that there is a three-year to 4½-year waiting list for Australians to
access some dentistry.
Senator KNOWLES—That is right.
Dr O’Reilly—We find that it does not matter who is in power at the Commonwealth level and
at the state level—there is always this concern that it is state or it is Commonwealth. What we
would like to say is that there are Australians walking around who are in need and who cannot
access the most basic of dental services. But, Senator, I can assure you that the various state
branches of the Australian Dental Association, as coordinated by the federal body, are extremely
active in their representations to the state governments. Has it worked? Maybe it has not worked
as well as we would like it to. But we do believe that there is an opportunity, from a
Commonwealth perspective, to lead it—with, as I indicated in the opening speech I made, the
utilisation and accountability of the states—and to make sure that those dollars are spent in a
way which is going to improve the dental health of our population.
Senator KNOWLES—Dr O’Reilly, may I have copies of any submissions that you have put
to any or all of the state governments, and the dollar values of the requests that have been made?
This is a very important area, and I am getting concerned that this political toing-and-froing
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between the states is just getting more and more out of hand. Every day you can pick up the
papers or pick up any document in this place—you can read it anywhere—and find that the state
governments are wanting the Commonwealth to bail them out of state schools or state hospitals.
They would not be called state schools and state hospitals if they were not state responsibilities.
Now we have got state responsibility for dental health being shoved back on to the
Commonwealth. I would like to see what submissions you have put in. Most importantly, I
would like this committee to have access, if possible, to any responses that you have had from
health ministers in every state regarding their responsibilities and what funding they are putting
in to reverse the ever-growing waiting lists in dental health.
Dr O’Reilly—I am happy to do that.
Senator KNOWLES—Thank you.
CHAIR—That is a large piece of work, Dr O’Reilly. We are very grateful to you for doing all
that work.
Mr Gregory—I wanted to respond, if I could, to Senator Knowles. My response is as familiar
as Senator Knowles’s position, perhaps. As if national leadership on something so important as
this were not enough, there are some other reasons why the Commonwealth has a quite
legitimate involvement in dental health. Firstly, the Commonwealth is responsible for higher
education and therefore has controls over the leavers of dentistry schools and funding thereof,
how many we are training and so on. Secondly, the Commonwealth is responsible for aged care.
It is amongst the elderly in our population that some of the worst oral health and dental health
exist. Thirdly, the Commonwealth is responsible for social security. It is among the people of
lower incomes, as you well know, that the worst problems exist.
Fourthly, there was a wonderful opportunity with the health care agreements to actually lock
the states in so that they could not again be accused of what you are suggesting they did in the
past. That is, the Commonwealth had the opportunity to say to the states, ‘We’re going to hand
over to you this $46 billion, or something around there, only if we receive certain guarantees
from you about how you, the states, will work with us, the Commonwealth, to improve dental
health.’ So it is not true or reasonable in my view to refer to the Constitution and say that it is no
business of the Commonwealth. I think it is far too important, as you have heard me say before.
Senator KNOWLES—I think you are quite right. I think the Commonwealth do put a huge
amount into a lot of areas for which they theoretically do not have direct responsibility. What I
am talking about is the specific type of dental health program that was there to backfill—and that
is the one that is being referred to constantly—the demand that has been created because of lack
of state funding. As I say, they get all the GST now and yet they are still saying, ‘We want the
Commonwealth to bail us out.’ Hold on: if you do not want the responsibility then hand it over.
But I asked all the state ministers at the last inquiry whether they had sought, as part of the last
Medicare agreement, to hand over their responsibility for dental health, and not one of them said
that they had asked for it to be done. If they have not asked for it to be done, they clearly do not
want it to be done. Therefore I would love to know why they are not injecting the money that
they should.
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Mr Gregory—I am sure the specifics you have iterated are true, and I am sure that my
general cases are true as well.
CHAIR—Thank you very much to our witnesses who have appeared before us this afternoon.
That was a more difficult session because of the range of issues that you all wanted to promote,
but I think it was very effective. I am sorry that there was a bit of an altercation between Senator
Knowles and me, but I think that is part of the political process that you are probably all used to.
Thank you very much for your contributions this afternoon. If there is anything further you want
to add, please do not hesitate to contact us.
Committee adjourned at 5.32 p.m.
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