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1
Introduction

We are always concerned about growing inequality, not only with regard to income but, even more importantly, access to essential services. It is the latter which drives people into poverty and keeps them there.

With regards to health, many of the people we visit are unable to afford private health cover and are unable to keep up with the rising costs of GP visits, Specialist consultations, Diagnostic services or medications. The simple fact is that many are not able to visit a GP when they should and we all know that a visit to a GP is the point of entry to the health system.

There is no shortage of evidence to show that the poor get seriously ill and die younger than the rest of the population. For example, NATSEM research (Agnes Walker, June 2003) shows that if the entire population had the same health status as those in the highest quintile:
· around 180,000 life years could be saved annually;

· around 800,000 fewer persons would have been disabled in 1998, and 1 million fewer in 2018; and

· savings of around A$4 billion a year could be achieved in 1998 (and A$5 billion in 2018), due to lower health care costs and lower government outlays on Australia’s disability support pension. 

The exclusion of people from GP services comes at a huge economic, social and personal cost.

It is the responsibility of government to ensure that the health needs of all its citizens are catered for. The Australian health system appears to be in decline.

The common entry point to the public health system is a visit to a GP and that is a Commonwealth Government responsibility. Without resolving this issue Australia will never have an adequate public health system.
2
International Comparisons

It is informative to compare Australia’s performance with similar countries. Australia now ranks second last amongst OECD countries in terms of government contributions to the health system: 

	Table 1:
Comparative Health Expenditure and Selected Outcomes:



Selected OECD Countries, 2001

	Key Indicator – 2001 OECD data:
	Australia
	USA
	UK
	Germany
	France
	Canada

	Total health (govt/private) spending % of GDP 
	9.2%
	13.9%
	7.6%
	10.7%
	9.5%
	9.7%

	Public health (govt) spending % of Total
	67.9%
	44.4%
	82.2%
	74.9%
	76%
	70.8%

	Health spending per person US$
	$2513
	$4887
	$1992
	$2808
	$2561
	$2792

	Life expectancy at birth in 1999
	79 years
	76.5
	77.4
	77.7
	78.8
	79

	Infant mortality deaths per 1000*
	5.7
	7.1
	5.8
	4.5
	4.3
	5.3

	Acute care beds per 1000**
	3.8
	2.9
	3.9
	6.4
	4.2
	3.2


 Source: OECD Health Data 2003

                          *1999 data       **2000 data
It is instructive to look at the details of the information in the table above. We find for example:

-
The USA’s total expenditure on health is higher than any other OECD country, however only 44.4% of this expenditure is contributed by government. 

The high level of private expenditure leads to increased health costs and greater health inequality. 
-
As we have said in previous submissions (see Two Australias, Submission to the Poverty Inquiry, Submission to the Medicare Inquiry, etc www.vinnies.org.au ), if Australia is to go down the path of privatisation of the public sphere it must consider the consequences carefully. 

The above Table shows that, despite the highest per capita expenditure among OECD countries, the USA has the highest rate of infant mortality and the lowest life expectancy. 
-
According to Professor Jane Hall (UTS), every developed country, except for the USA, has universal coverage: “Countries with strong government involvement have lower prices and better coverage.” (cited in Beth Quinlivan “Hip-pocket surgery”, BRW volume 25, number 46). 
Equitable health care cannot be entrusted to the market. 

“The free market is not good at distributing wealth and security to all. It was never designed to do so…. The free market does not concern itself with the fair distribution of wealth. Hence the USA, the largest and wealthiest economy in the world, has the highest level of poverty amongst developed countries.”  (St Vincent de Paul Society Submission to the Senate Inquiry into Poverty in Australia, 2003)

It is the role of responsible government to do what markets cannot. This is particularly true with regards to health.
3
The Current Package on the Table

The problems with the health system are obvious. This has been accepted by the Government in the Bill currently under discussion.  The Bill is, however, a solution which falls far short of anything satisfactory to those who are disadvantaged in Australia.  Nor does it do anything to reduce the burden on the health system by people with severe and multiple health problems which could have been prevented by early intervention.
It is useful to remember that:

· 28.6% of Australian households (over 4.6m* people) earn under $500 p/w.
· 21.1% of Australian households (over 3.4m* people) earn under $400 p/w

Source: ABS 2001 Census: Weekly individual income by persons; weekly individual income by household (family and non-family)

*
estimated number of individuals based on average person per household multiplier of 2.4.
When we pointed out the above statistics to a group of senators recently and asked if they could live on that, we were met with a deafening silence.

There would be very few of the 4.6 million people in low income households who do not struggle to make ends meet now. Their problem is not only financial stress but the inequality of access to essential services, very often because they do not have the financial resources to meet the costs, especially when they are left to the market.

Health expenditure is escalating.

As pointed in the ABS Year Book Australia 2002: 

“Average household expenditure on health and medical care has increased steadily between 1984 and 1998-99. As a proportion of total household expenditure on goods and services, health and medical care increased from 3.9% in 1984 to 4.7% in 1998-99.”

The escalation of this expenditure is felt more severely by low income households:



Figure 1


[image: image1.wmf]Health spending 1988/89-1998/99

67.41

49.77

0

10

20

30

40

50

60

70

80

% change health spending lowest 20%

Aust 1988/89-1998/99

% change health spending Aust

average 1988/89-1998/99

Income group

percent change 


Household Expenditure Survey detailed expenditure items 1988/89 & 1998/99

So far governments of all persuasions have attempted to solve these problems with band-aid solutions. The problems deserve more than a band-aid and later in this Submission we address the need for a National Health Strategy but, in the absence of a radical restructure, our concerns about the current Bill are as follows:

a)
Access to GPs. 

At the outset we emphasize that public hospitals are not appropriate places for the delivery of GP services. It is the public hospital emergency departments, however, that end up providing GP services to those who cannot afford a visit to a GP.  This in turn contributes to clogging up emergency departments of public hospitals.  
The first point of entry to the medical system is through a GP. This is essential to good health. No medical system is possible without it. Therefore the first priority to be addressed is affordable access to GP services. Clearly the Bill, as it stands, falls far short of this. For example:

-
There are poverty traps for low income single people and couples without children, especially those who suffer from a chronic illness. It excludes people earning the minimum wage of around $450 a week and part-time workers earning more than $340 a week. 

-
The unavailability of GP services places an unjustifiable burden on the emergency departments of public hospitals. 

A recent survey conducted by the Australian Nursing Federation (Australian Nursing Journal, October 2003, www.anf.org.au) showed that almost 90% of nurse respondents indicated that the proposed changes to Medicare would lead to an increase in the number of people attending public hospital emergency departments. 
There is an obvious concern about the present and long-term availability of GPs to the community. 

Access Economics research (http://www.ama.com.au/web.nsf/doc/SHED-5FY5ZT ) states:

“Were the current policy settings maintained for the next 20 years, the theoretical shortfall in service provision would amount to 19 million GP services p.a. (roughly equivalent to 10,500 FTE GPs). This gap is illustrated in the following Chart:
Long-term projections of demand and supply (policy unresponsive)
Figure 2
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Access to a GP is absolutely essential.

The effects of not affording to see a GP are multiple. The human and financial costs to lack of access to affordable GP services include the longer-term multiplication and intensification of health problems, worsening the ability of marginalized people to participate economically or socially. 

Therefore we are recommending that we fix the GP problem by raising the MBS rebate for all GP services by $10 for all people. This will return the MBS for GP services to the same level as 1996/97 when bulk billing rates reached 80.6% (http://www.ama.com.au/web.nsf/doc/WEEN-5NV349 ).
The cost of raising the rebate by $10 for all GP services for all Australians will be $702 million, therefore bringing the total to $969 million per annum.

This may tempt some doctors to raise their fees. That will always be the case with any increase to the MBS rebate. But while it may not increase the rate of bulk billing it will help stem the decline. 

It will also not discriminate against those people who would not be covered by the so-called “safety net”.

The result for government is that the overall cost of increasing the MBS rebate by $10 would be an additional $1 billion.
In modern day terms, and given the rate of economic growth, this is not an insurmountable figure.

The revenue could be found in a number of was including:

· Using $1 billion from the surplus to meet this essential need for all Australians; or

· Not providing a tax cut of $100 per taxpayer per year (i.e. $2 per taxpayer per week). We have no doubt that Australians would be happy to pay $2 a week to ensure the provision of affordable GP services. 

The ANU research by Shaun Wilson (Australian Survey of Social Attitudes, 2003) shows that Australians are willing to pay higher taxes, or forego tax cuts if this is translated into spending on equitable health services.

We also recommend strongly that to avoid a similar situation as has occurred with GP services since 1996, that the $10 increase be indexed yearly to the rises in Average Weekly Earnings in order to maintain parity.
b) The Safety Net.

The Safety Net, which pays 80% of medical costs (not including expenditure on medications) over a $500 (for Concession Card holders or recipients of Family Tax Benefit A) or $1000 (for others) a year threshold, sanctions the high fees of Specialists and Diagnostic Services, encouraging further rises.

This, in our view, should be unnecessary with access to affordable GP services. The current proposal is unsatisfactory for the 4.6 million people in low income households. As mentioned above, they do not have the $500, much less the $1000, to spend on health care. The opportunity to use the Safety Net depends on their ability to spend these sums of money in the first place to reach the out-of-pocket expense threshold. Those who don’t have the money either forego the medical care they need or seek it in overstretched Emergency Departments of Public Hospitals.

c)
Human Resource Issues

The current bill acknowledges the dire shortage of health professionals at all levels to maintain the Australian medical system. Provisions in the current bill hardly scratch the surface.

There has been insufficient investment in medical human resource development, including the training of Nurses, General Practitioners and other Medical Specialists
A substantial improvement must be made to our education system to ensure that we do not have repeat of what occurred in 2002.  

Australian Vice-Chancellor’s Committee data on the total number of eligible university applicants who did not receive an offer in 2002 reveals the following:
Total eligible applicants not receiving an offer by field of study, 2002

Field of 

Total 


Not 


%


Study

applicants

Receiving Offer


Nursing 

11,314

2,934  

26

Medicine

6,834


5,283 


77

Dentistry

982


573


58

Health Other
17,510

5,002


29

Total Health 
     Fields

36,640

13,792

38

This lack of investment has been exacerbated by policies that actively discourage careers in medicine, e.g. HECs fees, technical training fees and charges, and limitations on the issuing of Provider Numbers, all of which have left our health system grossly understaffed.
Neither is there any effort to address the recruitment and retention of health professionals in rural and remote communities.

Within three years it is estimated (Gerald Tooth, Background Briefing, 14 December 2003) that: “Australia will be 30,000 nurses short of needs. The situation in hospitals has gone from serious to critical. In America one in four hospital deaths are due to the nurse shortage there.” 

This is not an option that a highly developed nation such as Australia should countenance.

The proposal to recruit 1,600 doctors from overseas will result in the plundering of some of the developing countries which have amongst the highest health needs. It is unlikely that they will be drawn from other OECD countries. Through our failure to invest in an equitable education system to train an adequate number of health professionals we are effectively ransacking the health systems of some of the poorest nations.

4
Issues Not Addressed in the Current Package

Until the nexus between Commonwealth and State expenditure on health services is resolved in such a way that outcomes for the public are optimised, a continued deterioration of health services is inevitable.  The most pressing imperative to achieve this is the restoration of bulk billing as the normal process of access of GP services to all Australians.
Some of the concerns which need resolving include:

a) 
As an area that is central to a fair and equitable society, the health system needs to be addressed by a National strategy, as called for the Premiers in recent months.  At all costs, the blame-shifting associated with the current Commonwealth-State arrangement must cease. 
b)
There is a need for a new Commonwealth Dental Health Scheme. It is estimated that 500,000 adult Australians are waiting to access to dental services (Dr Peter Sainsbury, Public Health Association).

c)
The state of Indigenous Health must be addressed as a matter of urgency.

d)
Poverty can be identified by postcodes of disadvantage. This applies to health as it does to other elements of poverty. It is instructive to compare the provision of health resources (especially hospitals) in the 10 top taxable income postcodes and the 10 lowest taxable income postcodes (see http://www.ato.gov.au/taxprofessionals/content.asp?doc=/content/37484.htm&page=68#H12_12 ). 

e)
There is a need to address waiting times for elective surgery.

f)
Waiting times in emergency department of public hospitals have been impacted by the decline in bulk billing.
g)
There has been insufficient investment in hospitals, aged care facilities (which are log jamming hospitals) and Medical Centres. 

h)
As we recommended elsewhere it is crucial that we have bulk billing General Practitioners within or close to all hospitals. This would relieve the strain on hospitals and would immediately increase the level of bulk billing. 
5
Recommendations

The St Vincent de Paul Society makes the following recommendations :

Recommendation 1
That the MBS for all GP services be increased by $10 for all people. This will mean an extra $1 billion, including money already set aside in the current Bill.

Recommendation 2

That the additional $10 be indexed to rises in Average Weekly Earnings to ensure that the current inadequacy in the MBS is not repeated

Recommendation 3

That the notion of a “safety net” be abolished in the interests of equity.

Recommendation 4

That significant additional resources be allocated to medical human resource development.

Recommendation 5

That strategic and infrastructural needs be addressed by a National Health Forum including Commonwealth and State governments, the AMA, Nurses Unions and other relevant health professional associations, the University sector, and other stakeholders to develop a National  Strategy to provide long term stability to the health system. 
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		% change health spending lowest 20% Aust 1988/89-1998/99

		% change health spending Aust average 1988/89-1998/99



Income group

percent change

Health spending 1988/89-1998/99

67.4124513619

49.7693726937



Health hes 

		Hes spending on heath lowest quintile and average

		Medical care and health expenses

				1988/99 lowest 20%		1988/99 average		1998/99 lowest 20%		1998/1999 average

				10.28		21.68		17.21		32.47

				1988/99 lowest 20%		1988/99 average		% change health spending lowest 20% Aust 1988/89-1998/99		% change health spending Aust average 1988/89-1998/99

		Pecent change		0		0		67.4124513619		49.7693726937





Health hes 

		



Income group

percent change

Health spending 1988/89-1998/99



Transport

		Hes spending on transport lowest quintile and average

		Transport

				1988/99 lowest 20%		1988/99 average		1998/99 lowest 20%		1998/1999 average

				29.54		76.13		48.15		117.82

				1988/99 lowest 20%		1988/99 average		% change transport spending lowest 20% Aust 1988/89-1998/99		% change transport spending Aust average 1988/89-1998/99

		Pecent change		0		0		62.9993229519		54.7615920137





Transport

		



Income group

percent change

Changes in expenditure transport 1988/89-1998/99



fuel and power

		Hes spending on fuel and power lowest quintile and average

		Fuel and power

				1988/99 lowest 20%		1988/99 average		1998/99 lowest 20%		1998/1999 average

				8.75		12.87		12.85		17.87

				1988/99 lowest 20%		1988/99 average		% change fuel spending lowest 20% Aust 1988/89-1998/99		% change fuel spending Aust average 1988/89-1998/99

		Pecent change		0		0		46.8571428571		38.85003885





fuel and power

		



income group

change

Changes in spending fuel and power



alcohol

		Hes spending on alcohol lowest quintile and average

		Alcohol

				1988/99 lowest 20%		1988/99 average		1998/99 lowest 20%		1998/1999 average

				6.82		16.9		7.26		20.43

				1988/99 lowest 20%		1988/99 average		% change alcohol spending lowest 20% Aust 1988/89-1998/99		% change alcohol spending Aust average 1988/89-1998/99

		Pecent change		0		0		6.4516129032		20.8875739645





alcohol

		



income group

percent change

Changes in spending alcohol



tobacco

		Hes spending on Tobacco lowest quintile and average

		Tobacco

				1988/99 lowest 20%		1988/99 average		1998/99 lowest 20%		1998/1999 average

				4.3		6.89		6.59		10.74

				1988/99 lowest 20%		1988/99 average		% change tobacco spending lowest 20% Aust 1988/89-1998/99		% change tobacco spending Aust average 1988/89-1998/99

		Pecent change		0		0		53.2558139535		55.87808418





tobacco

		



income group

pecent

Changes in spending tobacco



housing

		Hes spending on transport lowest quintile and average

		Housing

				1988/99 lowest 20%		1988/99 average		1998/99 lowest 20%		1998/1999 average

				37.23		71.8		55.12		97.43

				1988/99 lowest 20%		1988/99 average		% change housing spending lowest 20% Aust 1988/89-1998/99		% change housing spending Aust average 1988/89-1998/99

		Pecent change		0		0		48.0526457158		35.6963788301





housing

		



Income group

percent change

Changes in spending on housing 1988/89-1998/99




