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DOES “MEDICARE PLUS” REPRESENT A FEDERAL GOVERNMENT INITIATIVE THAT WILL MAKE MEDICARE FAIRER AND SHOULD IT BE ACCEPTED BY AUSTRALIANS?

The Inquiry

In December 2003 the Australian Health Care Reform Alliance (AHCRA), [“the Alliance”], strongly urged Senators not to pass the Government’s new Medicare legislation.  Our position was and is that neither politicians nor the Australian public really understand the ramifications of the philosophy behind the Government’s proposals.  Many doctors were and remain unaware of the details contained in the package.  

Importantly the Government has not been looking at these targeted, that is narrowly focussed proposals, in terms of the broader health care reform agenda championed by the Alliance and many other organisations, including the AMA.  Personal discussions between Mr Abbott and Alliance representatives found him unwilling to debate our concerns about the Government’s Medicare package as he seemed to feel genuinely that the package was extremely fair and generous and not amenable to further refinement!  He did admit to Alliance representatives that he was very new to the portfolio and his learning curve was steep and a considerable challenge, a reality with which we could all sympathise.  His subsequent public pronouncements suggest that the Government is genuinely surprised that there could be so much opposition to the proposals that are the subject of the current inquiry.  

Obviously, presuming that the Government is well-intentioned and determined to preserve Medicare benefits for Australians, there is a large conceptual gap dividing many health professionals and informed consumer organisations and the Federal Government.  Many of us cannot believe that if the Federal Government really knew and understood what we know and understand about the provision of primary health care in Australia that they would not go back to their “drawing boards” to develop plans that would really strengthen and protect Medicare.  As it is the Government needs to understand why it is that a number of politicians and health professionals are querying the wisdom of the initiatives.

This Senate Inquiry, if it does nothing else, must explore the issues in depth so that all relevant parties really understand each other’s positions.  For this reason the Alliance feels that this is an extremely important Inquiry in which political reflexes should give way to an open-minded exploration of the issues.  Only such a process can provide Australians with their best chance of having the National Health Scheme they want, deserve and can afford.

The Alliance

The Australian Health Care Reform Alliance was formed in May 2003.  Concerns about the progress of a reform agenda within the then current negotiations for the next set of Australian Health Care Agreements led to the formation of the Alliance championed by the National Public Hospital Clinicians’ Taskforce.  This latter group represents Medical Staff Councils in public hospitals across Australia.  Representatives had been most disturbed at Senator Patterson’s decision to step away from reform agendas being developed by numerous reference groups reporting to herself and State Health Ministers.  These reform agendas, which involved consumers, clinicians and senior bureaucrats from both State and Federal Departments of health were seen as crucial linchpins to improving the quality and cost effectiveness of the way we deliver health care to Australians.  

The Executive of the National Public Hospital Clinicians’ Taskforce started approaching other organisations to see if their concerns were shared.  Within a month more than 20 organisations acknowledged that they have identical concerns and formed an Alliance so that a broad range of health professional and consumer organisations could speak as one voice on the need for reform of the Australian health care system.  

To publicise the matters and provide constructive, indeed, detailed comments on what was thought to be needed to improve the health care system in Australia a Health Summit was staged at Old Parliament House in Canberra in August 2003.  The Communiqué from that Summit is attached to this submission, as is the list of organisations currently making up the Australian Health Care Reform Alliance.  

At the Canberra Summit 267 invited delegates all informed, knowledgeable and concerned about health care reform debated many issues including the strengthening of Medicare, particularly as it applied to improving standards of primary health care delivery and equity of access to a quality service.  Many of the organisations involved with the Alliance have provided their own submissions to this Senate Inquiry, which provide detailed information on their particular perspectives on the debate.

Primary Health Care in Australia

In our wealthy country Australians, we believe, want timely access to a quality health care system to be regarded as a matter of social justice – one we are fortunate enough to be able to afford.  Clinical need not one’s personal financial circumstances should determine one’s ability to access appropriate services.  We certainly don’t want a system wherein better quality health care with associated superior outcomes is available to individuals because they are socioeconomically privileged.   

When it comes to the primary health care system Australia needs we all acknowledge that general practitioners pay a central and indeed invaluable role.  We understand the important elements in the relationship between doctor and patient and the nature of the services provided that produce better health outcomes.  

Ideally doctors should know their patients – continuity of care provides enormous advantages and any Government funded scheme should concentrate on making that more likely to occur.  Other crucial elements relevant to the current discussion include:

· The family doctor’s capacity (skill and time) to educate patients to prevent disease, both physical and psychological.

· The very much related length of time available for a consultation.  Longer consultations cost more per patient visit but produce far better outcomes and in the long-term are extremely cost effective.  A ten-minute consultation with someone about whom a doctor knows little is unlikely to alter a dangerous lifestyle.  All experienced physicians will tell you that they need time to “listen between the lines” and let the real problems that a patient wishes to discuss come to the surface.  

· The ability of doctors to provide care in patients homes and community centres rather than of necessity sending them to hospital because they do not have time to orchestrate and manage their illness in these preferable settings.  

The importance of bulk billing in our National Health Scheme

Today an architect of a de novo National Health Scheme would acknowledge and try and avoid the significant problems associated with taxpayers dollars paying for the quality services described above on a fee-for-service basis wherein the number of claims a doctor can make are uncapped.  Many countries, including Canada, are exploring a model in which general practitioners are contracted to the equivalent of Area Health Services for specific services or actually employed by Area Health Services.  (See below)

Until recently however we have observed and enjoyed in Australia a willingness on the part of most general practitioners to accept the fee-for-service payment available from Medicare as payment in full for their services – “bulk billing”.  

The majority of patients (85% on average) have traditionally not been asked to make additional payments.  Additional costs to Government are incurred of course as more doctors come into the workforce but for many years individual doctors have not significantly increased the number of claims made for items of service.  This despite the fact that the health care system has, in recent years, failed to adjust the Medicare rebate in terms of new and real inflationary pressures associated with the provision of medical care.  

In other words the Government’s cost for their Medicare rebate scheme remained for many years predictable - a testament to the social conscience and goodwill of the majority of Australia’s general practitioners.  

In recent years however, accelerating each month, this situation has been changing as will be discussed in detail but the history of Medicare in Australia tells us that

“when the Medicare rebate available for a specific service approximates a fair remuneration to a general practitioner very high rates of bulk billing are guaranteed”.

Why is it so important to have taxpayers dollars fund payments to general practitioners for primary care?

At the beginning of the 19th century the average Australian, rich or poor, lived only into his or her early 50s.  Infectious diseases such as tuberculosis took a terrible toll on the population.  Everyone was susceptible.  With very significant improvements in hygiene, the quality of food available, the introduction of vaccination and better housing, health standards improved enormously.  When antibiotics became available the cumulative effect of these advances resulted in a remarkable and relatively sudden expansion of longevity in all developed countries.  New patterns of disease arose, as did new causes of death.  Heart disease, strokes and cancer dominated end-of-life problems.

These conditions continued to represent major problems for Australians and in addition we now have an ever-increasing burden from degenerative diseases affecting the central nervous system (brain).  Dementia is an evermore serious problem in our community.  

Importantly all of these problems are known to be related to complex lifestyle issues and those lifestyle issues and their effect on longevity are largely determined by socioeconomic circumstances.  

If you live in the poorer suburbs of Sydney’s outer-west region you are five times more likely to die prematurely from what doctors can demonstrate to be largely preventable problems than if you live on Sydney’s more affluent north-shore.  Lifestyle factors influencing health, quality of life and longevity include education, or a lack thereof, poor diet, malnutrition associated with obesity (an appropriately topical problem reaching epidemic proportions in Australia), smoking, excess alcohol consumption and even a lack of adequate central nervous stimulation thought to play a role in making people susceptible to degenerative neurological conditions these are all significantly greater problems for the socioeconomically disadvantaged in our community.

While the burden of so much preventable disease is most significantly borne by those affected individuals the cost to society in terms of both dollars and lost productivity is enormous.  

Preventing chronic illnesses and preventing premature death is highly cost effective.  As is discussed in our Communiqué released at the end of our Health Care Summit, the Alliance recognises that far too little is being done to provide Australians with the benefits associated from studies of population health – prevention must be a major goal of our primary health care system.

The socioeconomically deprived among us need to have their general practitioners address effectively the issues related to reverse the poor health outcomes of the less well off Australians.  The current inequality leaves many of us disturbed by the fact that personal finances so often affect the quality and quantity of life available to Australians.  

Our best chance of reversing this unacceptable situation is to improve the education of our population in general about health issues while making sure that our primary care physicians can bring their skills to bear on motivation to change and maintain a healthier lifestyle.

This Senate Inquiry in accepting this reality and goals should look at changes to Medicare in terms of disincentives for the socioeconomically deprived to access the services they need so badly and disincentives that make it difficult for doctors to provide the time and quality of interaction that produces better health outcomes.

This brings us to the issue of why co-payments, that could trouble financially a given individual, will perpetuate the inequality related to health outcomes manifest in our society.  

An examination of the effect of co-payments being required by general practitioners 

From the patient perspective

Many patients who are very significantly disadvantaged in a socioeconomic sense will have serious chronic illnesses.  They are provided a concession status by the Federal Government to ensure that the cost of their health care is met by the taxpayer.  This is as it should be.  Increasingly however doctors encounter daily a disturbing phenomenon in Australia – the working poor.  

Other submissions will no doubt provide appropriate economic figures but increasingly Australian families, in which both parents work, struggle to keep their head above the flood of expenses that can see many family units with but a few dollars available to them between pay packets.  No wonder the very easy availability of credit card facilities sees the nation’s indebtedness to banks increasing to record levels.  

Given the “safety net” proposals discussed below it could be argued that the Government does not appear to recognise the struggle they are enduring.  Australian society in socioeconomic terms seems to be polarising into a significant minority who are very well off indeed and a significant majority who are not.   The need to pay significant amounts (significant for the individual) in the way of co-payments to a general practitioner provide a major disincentive for many to attend a doctor’s surgery.  This applies to seeking care in a timely fashion for children.  Doctors report that more and more parents gamble that the fever or toxicity they see in their children will pass quickly and not represent serious illness where delay could affect outcome.  

Even wealthy Australians for whom a co-payment of between $20 - $40 would not produce significant financial hardship might be deterred from availing themselves of “preventative maintenance” programs so essential to reduce the burden of disease for all and therefore reduce the costs associated with our health care system.  

Many significant health problems cause damage for years without producing significant symptoms – hypertension, high cholesterol levels, worsening lung function associated with smoking and even some cancers fall into this category.  Having a universal health care scheme in which everybody is encouraged to participate to stay well is crucial for the provision of a cost-effective medical health care system.  It follows that it is counter-productive to have any concerns about significant co-payments deterring patients from seeking timely care.  Osteoporosis, which costs the taxpayer $1.5 billion in annual expenditure, and bowel cancer, the fastest growing cause of cancer deaths in this country, should both be recognised as preventable diseases.  Much suffering and economic loss could be avoided by really strengthening Medicare to improve equity of access to quality services.

Co-payment from a doctor’s point of view

After a recent radio interview discussing concerns about the Government’s Medicare package, the author of this submission was phoned by a general practitioner who had worked in the Port Macquarie area of NSW.  For more than 20 years he had been servicing a population, largely comprised of self-funded retirees.  For the last three years his bank account had steadily diminished, much to the distress of his family and accountant.  His patients’ income was suffering from the economic slump on the stock market.  He felt that he could not but bulk bill them.  He had tried to shorten his consultation times to make more Medicare claims per hour but both the doctor and his patients were dissatisfied with this manoeuvre.  The doctor simply could not live on his income from bulk billing.  His best friend in town, the local undertaker, had offered and the doctor had accepted a partnership in the undertaking business that would double his income.  This GP is now lost to medicine.  

Eighteen months ago an independent work value study demonstrated that a standard consultation with a general practitioner was worth in current economic terms more than $44.00.  Any of us looking at the costs for items of service required by skilled tradespersons whose education involve far less time and effort and whose work is associated with infinitely less responsibility than that of a doctor can appreciate that seldom does an occasion of service attract less than a fee of $44.00, let alone the $26.00 currently available to general practitioners from Medicare.  Other submissions will no doubt provide the details of economic modeling that shows that general practitioners must, on average, see six to seven patients an hour if bulk billing is to cover their expenses.  Many health professionals with less significant responsibilities can earn more than general practitioners.  (physiotherapists, dieticians, dentists etc)

Surely it is obvious given all the above that we need to pay general practitioners significantly more per consultation to maintain and in many cases restore equity of access for all to a quality service in a timely fashion no matter what one’s personal financial state may be.

General practitioners are currently struggling with an unfortunate dilemma.  They can either charge a significant co-payment to bring their income to an acceptable level commensurate with their training and responsibility or they can significantly increase the volume of services offered in a given hour.  The Senate should examine these realities in great detail for this dilemma defines the essence of the current debate.

It is not fair for the Federal Government to create a two-tiered system where many patients will receive a reduced quality of care as doctors maximise their income by increasing the number of patients seen in unit time.  

Imagine two doctors equally qualified and equally experienced working in very different socioeconomic environments.  One works in a wealthy suburb where the majority of patients can make a co-payment and as a result they are able to receive the quality care then available from their doctor.  The other doctor however works in a poorer suburb and has a population to serve that certainly cannot afford co-payments.  The doctor however realises that such patients require a longer consultation time than is the case for so many of the patients seen by the doctor in the wealthier suburb if they are to be helped with their problems.  The GP in the poorer suburb simply cannot afford to provide the service his patients need, who will very frequently become dispirited, indeed demoralised, and may even feel it necessary to leave the profession.  

This is very definitely a two-tiered system and in promoting it the Government is making Medicare less fair rather than the opposite as claimed.  It is also represents very bad health economics although often it will be the State’s hospitals that bear much of the costs associated with poor outcomes from primary care.

The Federal Government’s philosophical approach to our National Health Scheme

It seems to members of the Alliance that the Federal Government has recognised that general practitioners will need to earn more money if they are to continue in practice and new doctors to be attracted to this specialty.  After all the reality that no State can fill its training programs for general practice is a stark reminder of the perceived unattractiveness of general practice among young physicians.  The answer to this problem from the Federal Government’s point of view is the provision of a safety net for their definition of who is poor while allowing the rest of Australia to struggle to provide their own health care in what is increasingly a “user-pays” system.  

By abandoning any attempt to have Medicare rebates pay the majority of a fair remuneration to a GP for an occasion of service, the Government is fundamentally changing the philosophy that we feel Australians wish to see underpin their National Health Scheme.

Quality, safety and cost effectiveness

There is another major reason for paying general practitioners more for occasions of service.  If we do we can ask and expect more from them!

Senators may be well aware that at all levels of health care we need professionals to practice evidence-based medicine to improve outcomes for their patients and maximise cost-effectiveness.  We want general practitioners to utilise peer accepted clinical pathways to standardise care and guarantee improvements in terms of safety and quality.  We also want our general practitioners to be motivators, become evermore efficient with electronic record keeping, visit and offer quality care to residents of nursing homes and hostels, provide after hours services to minimise pressure on hospital emergency departments and of course to provide home care services so that patients currently so unwell that they must be sent to hospital can actually be cared for in their home environment.  

Time for continuing education, improving job satisfaction and efficiency, would be a byproduct of paying general practitioners an adequate remuneration.  Time for study and reflection would improve general practitioners ability to prescribe drugs effectively and efficiently reducing pressures on our Pharmaceutical Benefits Scheme.  We cannot expect any of the above to be commonplace unless doctors remuneration makes it possible for them to supply the services required.  

The critical shortage of General Practitioners

Currently and understandably there is a major shortfall in the number of general practitioners needed to promote and maintain the health of Australians.  General practitioners with procedural skills, so useful in country areas, are being deterred from making their skills available where they are most needed by rising indemnity costs, extremely long work hours, the associated burnout phenomena and a sense of isolation. All of these problems flow from an inadequate level of remuneration.  

We need more places for medical students in our Universities but even that will not see more individuals attracted into general practice unless the causes of dissatisfaction outlined above are addressed.  Many will argue that solving the workforce crisis by rapidly increasing the number of doctors available to serve Australians will solve our inequity problems as “market forces” ensure doctors will, of necessity, bulk bill!

In some areas this may well be a reality although finding sufficient numbers of adequately trained doctors in the near future makes it unlikely that this experiment will produce interpretable results quickly.  However having so many doctors in a given area that they are forced to use “cut throat” tactics to attract patients will do nothing to improve quality and outcomes.  

If individual doctors cannot provide a quality service, which they can be proud of and enjoy and take home a fair remuneration, quality and ultimately workforce crisis will suffer further.  

By how much should the Medicare rebate for a standard consultation be increased?

A lack of time and in some cases expertise to analyse the necessary data sees all members of the Alliance urging Medicare rebates for general practitioners to increase beyond the current proposals in the “Medicare Plus” package but no consistent view on the dollar amounts required.  However many in the Alliance argue that the Medicare rebate available for a standard consultation should rise to $40.00 immediately.  While there will always be some general practitioners in an uncapped Medicare system who will add co-payments to whatever they receive from Medicare history tells us that this level of payment would restore levels of bulk billing necessary to address the inequality and unfairness increasingly manifest in the Medicare system.  A formula for continuously adjusting the Medicare rebate in line, not with the CPI, but industry inflation data should be introduced with these new payments.  The current very small increases on offer to general practitioners are seen by many as an insult and by the majority as insufficient to make it possible for them to move away from plans of asking more in the way of co-payments from their patients.  

Do Australians want to see their general practitioners paid more with taxpayers dollars and can they afford to do so?

For every $5.00 increase in the Medicare rebate to general practitioners the Federal Treasury has to find $500 million.  $1.5 billion annually would provide the $40.00 level for standard consultations suggested above.  We did not need the Government’s proposed safety net 10 years ago when bulk billing rates were satisfactory.

Better to remove the hazards requiring the presence of the safety net than to leave the hazards in place and put in a complicated and unreliable net.  

Australians know that we need to spend more on health care and are willing to do so.  At the time of the last, very small, tax cuts made by the Government, a majority of Australians of (all political persuasions) indicated that they would have preferred the collective buying power of the dollars involved ($2.9 billion) to have been applied to improving our health care system.  

Australians have been more than comfortable with the concept that we insure each other for our health care needs and contribute fairly by indexing our contributions to our National Health Scheme based on our taxable income.  In essence they would argue “if I am fortunate enough to be well I am only too happy to have my tax dollars support someone who is less fortunate.”  We do not wish to see those unfortunate enough to be ill suffering financially because they have to deal with this problem.

Equity of access to quality health care independent of one’s personal financial means is a social justice principle supported by the vast majority of Australians.

The Government has the surplus and economic prospects needed to fund Medicare adequately.  

Specific comments on the “Medicare Plus” package
1. The $5.00 incentive
The Federal Government will pay an additional $5.00 for occasions of service to general practitioners caring for concession card holders and children under 16, up to 60% of patients in many practices.  $5.00 is better than nothing of course but it is far short of the dollar figure needed to restore bulk billing rates to satisfactory levels and allow physicians to improve the quality of service they can offer.  In effect it signals to general practitioners that the Government expects them to recover 30% of the remuneration needed to achieve the fees supported by the work value study from their patients.  The figure is far too low to solve the problems described in this submission.

2. Improving convenience for patients claiming their Medicare rebate

Making available the electronic facilities suggested is welcomed and overdue.  This initiative sees the Government appropriately bringing modern technology to an area where it could be of significant assistance to taxpayers. 

No amount of increased convenience will, of course, compensate for the fact that patients will need to pay more dollars out of their pocket if they wish to see their GP.  

3. The safety net

The safety net is a flawed concept as reasoned above.  Of course a safety net is better than no safety net but our position is that it should not be necessary.  The safety net proposal has many problems.

For those with a family tax benefit or concession card it would be necessary to wear additional out-of-pocket expenses until those expenses have reached a cumulative total of $500.00.  From then on they will still have to find 20% of any additional charges made by their doctor.  This will be particularly hard on the working poor for reasons outlined above.

The time taken to accumulate the $500.00 or $1,000.00 of pre paid expenses by the families will vary considerably but could be prolonged especially if frequent visits to specialist are not require.  Many patients will not quite reach the threshold necessary to receive any relief in the applicable financial year. 

The Senate Inquiry needs to concentrate on thoroughly examining what improvements to Medicare should be made to make a safety net unnecessary.  Proper attention to maintaining and strengthening Medicare will obviate the need for the net.  

The Government only needs Senate approval for the safety net but without it it seems unlikely that the Federal Government would introduce the rest of its package without further modification as it is certain to be unpopular and appropriately so.  In other words denying the Government its safety net would, with the very public support of so many who have made submissions to this Inquiry, force the Government to re-examine its Medicare strategy.  Hopefully this might lead to an acceptance in an election year of the proposals offered by so many responsible organisations for genuine structural reform.

4. More doctors and nurses

There is no short-term solution available for our workforce crisis but of course the longest journey needs to start with sensible first steps.  Practice nurses are an excellent idea (see reform agenda below) but the 1,600 vacancies that will be created will need to be filled by nurses whose services are currently being sought by a hospital system desperately short of the number of nurses needed to provide quality care.  It is totally unrealistic to suggest that an immediate increase of 1,500 in the number of full time equivalent doctors available to the system is achievable.  Totally inadequate numbers of additional places for medical students and nurses in Universities and Colleges will not see us adequately address our long-term need for more professionals from these health disciplines.  

5. Better care for residents in aged care homes

These initiatives of the Government deserve support with the fee for a comprehensive assessment particularly welcome.  The acceptance or otherwise of the additional $8,000.00 by way of a stipend for doctors caring for patients in nursing homes and aged care facilities who do not have their own doctor may well be worthy of support but the details need to be examined more closely before judgement can be passed on that initiative.

6. More training places for general practitioners

This is indeed a hollow initiative given that the places currently available are not being filled so unattractive is the prospect of entering general practice for many young doctors.  The funding of training additional places will be a good idea and indeed essential once the basic underlying problems that are deterring doctors from entering into general practice have been solved.

7. Streamlining the movement of graduating doctors into general practice

This is a significantly flawed proposal which would represent swapping problems rather than solving them given that currently the number of doctors available for our public hospital system is woefully inadequate.  In many parts of Australia hospital care from doctors is only available because of fluctuating populations of overseas-trained doctors.  The Centre Coast of NSW would be a good example of this phenomenon.  

Those of us who have been heavily involved in medical education for many years continue to believe that the supervised experience obtained by working as an intern in a hospital is a very important basis for moving into any area of medicine including general practice.  Graduating and bypassing the hospital experience to move straight into general practice, even in a supervised system, would compromise the ultimate educational opportunities for young doctors, lessen their capacity to choose wisely which career is best for them and worsen the hospital crisis currently experienced because of shortfall of the number of doctors needed to run the hospital system.

8. Recruit more overseas doctors

Again this approach is problematic.  The majority of the countries that train doctors to a standard equivalent to that available from Australian Universities have workforce shortages of their own.  There are significant problems in terms of both basic knowledge and cultural sensitivity associated with importing on an “area of need” doctors whose training might not equip them to supply quality services to Australians.  In any case the Government’s optimism regarding the number of doctors that might be rapidly available seems unwarranted.  

9. Support for rural proceduralists 

This part of the package seems entirely worthy of support but a detailed analysis of this will be forthcoming from the Rural Doctors Association.  

10. Helping GP’s and specialists to re-enter the workforce

There is nothing wrong with this initiative but its effect on solving the problems associated with the current Senate review will be minimal.  

11. Medical school places bonded to areas of workforce shortage

Within the medical profession and medical student association this idea has almost universally been branded as a totally unacceptable way of tackling the workforce shortage in outer metropolitan and rural areas.  Far better is the program already provided by the Federal Government which sees affirmative action programs find additional places for medical students from country areas in our medical schools with a significant amount of their training carried out in country clinical schools.  The whole concept of “bonding students” to service an area where they may be unhappy and poorly equipped psychologically to provide the required services, represents poor policy.  

“Medicare Plus” and a reform agenda for the Australian health care system
The attached Communiqué from the Australian Health Care Reform Alliance outlines the major reforms thought necessary to make Australia’s health care system sustainable, fairer, safer, better and more cost effective.  There is little controversy associated with the Alliance position that the major barrier to health care reform in Australia is the jurisdictional inefficiency associated with the division of responsibility for various parts of our health care system between Federal and State Governments.  Nowhere is this more obvious than in examining the struggle health professionals are having to properly integrate, in a horizontal fashion, primary and community care with hospital care.  For this reason the Alliance has been calling for the formation of a Health Care Reform Commission; a State/Federal co-operative bureaucracy involving senior health professionals and consumers to look at redesigning the way we prevent illness and deliver health care in Australia.  

Many other countries are tackling the need to modernise there health care system to face 21st century realities.  Any reform agenda would want to see major changes made to the way primary care is delivered in Australia and that makes the proposed reforms of great relevance to this Inquiry.  Medicare, and in particular the general practitioner services that it supports, should not operate as an island in an ocean of health care but rather a vital link in an integrated, networked, patient-focussed system.  

Australians should really be asking themselves what do we want from our primary health care system for the future and how can current negotiations related to the obvious problems that exist within the provision of primary care be addressed to further this broader agenda.  In particular will the Federal Government’s “Medicare Plus” package do anything to move us in the direction of the broader reforms we believe are required so urgently?

What do we want from “general practice” in the future?

In the current political climate surrounding health care delivery senior Federal Government Ministers are often heard saying that “hospitals are the responsibility of the States and therefore if there are problems in the hospital sector the States should correct the deficiencies”.   Perhaps Canberra politicians are too far removed from the coal face of health care delivery to understand the relationship, indeed interdependence of primary and hospital care.  It is unusual to hear State Health Ministers saying the opposite, namely that primary and community health care is not a major concern of theirs nor something for which they would not wish to accept some responsibility.  The truth is that modern health care delivery, especially for those with chronic and complex illnesses, is all about teamwork.

The general practitioner of the near future should be able to head up a team of health professionals each providing specific care commensurate with their training.  The general practitioner, as head of the team, should be freed from time-consuming practices, which do not require the skills only available from medical practitioners.  This is one reason why the Alliance, although acknowledging the difficulty of finding the appropriate workforce, applauds the concept of support for practice nurses.  In the general practice of the future it is essential that our doctors are capable of caring for sicker patients in their homes or perhaps in aged care facilities or hostels rather than sending them to hospital.  With the help of community nurses, for example, many patients with chronic obstructive airways disease could have their crises managed at home even if ventilatory support is required.  In the current general practice climate however the thought that a doctor would have the time to provide such care represents unrealistic dreaming.  Fewer and fewer general practitioners offer home-based services of any kind and certainly there has been a major withdrawal of after-hours services from our community physicians.  Doctors need time to engage in the care of patients in hospitals, particularly at the beginning and end of admissions and much of their continuing education should occur in the hospital setting.  

Any reform agenda would encourage State and Federal Governments to begin the experiments that have been successful elsewhere involving a new model in which historical funding for a given population provided by State and Federal Governments is pooled to promote the necessary integration of services.  We need to examine urgently models now working successfully in countries such as Canada and New Zealand where general practitioner services are provided by doctors contracted or employed by the equivalent of Area Health Services thus moving away from a fee-for-service model of primary health care delivery and all the problems associated with a third party being required to pay that fee-for-service in an uncapped system.

This is not the time or the place to spell out in detail the broad reform agenda proposed in the Alliance’s Communiqué.  It is the time however to present information to the Senate Inquiry which may lead those involved to agree that the current examination of Medicare represents flawed policy because the exercise is not being done in the context of the reform agenda so critically needed if Australians are to have the health care system they want, deserve and can afford.

PAGE  
2

