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Major Health Issues in Australia

Almost immediately following my election
as President of the Australian Medical As-
sociation, Australia was engaged in a na-
tional election campaign, culminating in
the election itself on 2 July 2016. The
AMA and health issues were particularly
influential in the election result, which saw
the Government returned with a wafer thin
majority in the House of Representatives
and increased representation of minor par-
ties and independents in the upper house.
The big issues that concerned the AMA
and other health groups included cuts or an
long-term indexation freeze on the gov-
ernment funded medical benefits schedule,
public hospital funding, and cuts to bulk
billing incentives for pathology and diag-
nostic imaging services. These were issues
that mattered to voters. The take-home
message for the Government was clear —
Health matters. This has been clearly
acknowledged since the election.

Health Expenditure

The Government has consistently argued
that health spending in Australia is out of
control. Backed by national and interna-
tional data, the AMA has equally consist-
ently argued that we do not have a health
spending crisis, and has called for better
targeted funding of the things that work in
health — prevention, general practice, find-
ing the balance between public and private
medical care. The AMA strategy is about
investing in the parts of the health system
that will deliver better health outcomes —
and importantly, savings — over time.

Total health expenditure in Australia
has seen two years of modest, sustainable

growth, with expenditure in 2013-14 repre-
senting 3.1% growth on 2012-13, which
was only a 1.1% increase on 2011-12. For
these two years growth has been well be-
low the long-term average annual growth
of 5 per cent over the last decade.

The Australian Government's share of
total health spending fell from 44.2% in
2008-09 to 41.2% in 2013-14. Health ex-
penditure represented 9.8% of Australia’s
GDP in 2013-14, with the 10-year average
for Australia being 9.12%. On the OECD
scale, Australia is below the OECD aver-
age and lower than 18 other OECD coun-
tries. Australia achieves better health out-
comes for its significantly lower propor-
tional spend than the USA (16.4%) and
many other countries including the Nether-
lands, Switzerland, Sweden, Germany,
France (all around 11%).

Public Hospital Funding

The AMA'’s Public Hospital Report Card
(January 2016) documented that, against
key measures, the performance of our pub-
lic hospitals is static, or even declining.
States and territories are failing to meet
national targets for treatment and waiting
times in EDs and elective surgery. This is
the direct consequence of reduced growth
in the Commonwealth’s funding of public
hospitals.

Following release of the report card and
sustained pressure on public hospital fund-
ing from states and territories and the
AMA, on 1 April 2016 the Commonwealth
reached agreement with the states and ter-
ritories for new hospital funding arrange-
ments, resolving the impasse created by
funding reductions in the Commonwealth’s
2014-15 Budget.
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This agreement involves an additional
$2.9 billion funding over three years which
is welcome but inadequate. It represents a
short term fix for the needs of public hos-
pitals, with a further three years to wait
before a long term solution to the ongoing
need for sufficient and certain public hos-
pital funding. The AMA continues to ad-
vocate that the public hospital system
needs a guarantee of adequate funding over
the long-term.

The agreement also includes new initia-
tives, including to consider how hospital
pricing could reflect safety and quality,
and how to reduce avoidable hospital re-
admissions. The AMA will take an active
role in any consultation opportunities in
the development of these initiatives, and
has already expressed its view that these
reforms should not be funded at the cost of
funding public hospital services them-
selves.

Private Health Insurance

The AMA supports a system where the
public and private systems work side by
side to provide universal access for pa-
tients to health care. The public system re-
lies on a complementary, strong and inno-
vative private system. The balance be-
tween these two is one of the reasons we
have such a successful health care system.
Unlike the US system, we have a commu-
nity rated health insurance system which
has ensured that we have been able to con-
tinue to insure patients with chronic condi-
tions and where patients cannot be refused
private health insurance or have their poli-
cy withdrawn when they become ill or too
expensive. The cost is shared.

However, there is work to do to im-
prove the value of Private Health Insurance
for consumers. Two-thirds of respondents
to a Government survey on PHI in 2015
said they were not getting value for money
from their plans.

The Government plans to reform the
provision of private health insurance poli-

cies whilst maintaining the community rat-
ing system. It will develop gold, silver and
bronze health policy categories, standardis-
ing terms and mandating minimum levels
of cover. We hope this will elicit greater
consumer engagement with the private
health insurance market. The AMA is also
pleased that the Government has an-
nounced it will be removing 'junk’ policies
from the market. Policies with a primary
purpose ofavoiding financial penalties for
not having insurance are detrimental to the
health system.

Managed Care

The AMA continues to be concerned about
the behaviour by the larger insurers.

The big insurers are using aggressive
tactics to reduce their benefit outlays (and
increase their profits for their shareholders).
There appears to be a concerted effort on
behalf of some of the large insurers to un-
dermine and control the medical profession.
The stage is being set for an American
style managed care system.

Some private health insurers are refus-
ing to pay for so called ‘preventable’ ad-
verse events and have successfully negoti-
ated contracts with the majority of hospi-
tals with new clauses for non-payment for
hospital acquired complications and read-
missions within 28 days. This effectively
adds more exclusions to existing policies
and will have a detrimental impact on doc-
tors’ ability to care for their privately in-
sured patients.

Other insurers are requiring ‘pre-
approvals’ for surgery, effectively ques-
tioning the doctor’s advice to the patient.
These behaviours mean that the patient
may not be able to receive the care they
need at the time they need, undermining
the value of the product purchased by a
consumer.

The AMA is glad to see the Australian
Consumer and Competition watchdog
challenging these behaviours. A change in
the regulatory landscape is needed to en-
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sure that consumers get what they have
paid for.

General Practice under Pressure

The strength of the Australian health sys-
tem is its reliance on general practice and
the pivotal role of the general practitioner,
who is a highly trained medical specialist.

GPs are the first point of contact when

most Australians feel unwell and the man-

age 90% of the problems they encounter.

General practice is under sustained
pressure and it has been for many years.
Because of an ageing population and the
growing burden of chronic and complex
disease, GPs are seeing more patients than
ever before — with over 139 million Medi-
care funded services delivered in 2014/15.
This compares to around 98 million Medi-
care funded services in 2004/05.

In 2014-15, GPs managed 155 prob-
lems per 100 encounters, significantly
more than a decade earlier when it was 146
per 100. Over the last decade, GPs have
e Managed 68 million extra problems of

which 24 million were for chronic con-

ditions such as diabetes and depression

— up by 48%;

e Delivered 35 million extra GP-patient
encounters — up by 36%, with 17 mil-
lion of these with patients aged 65 and
over - up by 67%;

e Delivered 10 million extra hours of GP
clinical time — up by 43%; and

e Deliver 10 million extra procedural
treatments — up by 66%.

Data from Bettering the Evaluation and
Care of Health highlights that if GP ser-
vices were performed in other areas of the
health system they would cost considera-
bly more than when provided in General
Practice. For example, GP services provid-
ed in a hospital emergency department
would cost between $396 and $599 each,
compared to the average cost of a GP visit
of around $50.

General practice is keeping the nation
healthy and is very good value for money.
Medicare spending on GP services only
represents about 6 per cent of the total
government health expenditure. Successive
Governments have praised GPs and the
role they play in the health care system, yet
at the same time they have cut funding for
GP services to the bone.

We have seen both major parties im-
plement a freeze on Medicare rebates and
GPs have also been hit by cuts in areas
such as the Practice Incentive Payments
program and mental health funding. The
actions of Government fail to match the
rhetoric and see GPs caught in a terrible
squeeze. They are caring for increasingly
sick patients while Government tightens
the financial screws under the guise of fis-
cal repair.

GPs are now at breaking point. Unless
there is a substantial investment of funding
into general practice, there is no doubt that
the quality of care will start to suffer and
patients will face growing out of pocket
costs.

Many patients who are treated at no cost
currently by GPs (bulk billed) could face
out of pocket costs well in excess of $20.
The fees GPs will have to charge will need
to cover the loss of Medicare indexation,
the loss of bulk billing incentives for eligi-
ble patients as well as cover the admin-
istration costs of collecting money from
patients.

Health Care Homes

The Commonwealth Government released
the report of the Primary Health Care Ad-
visory Group (PHCAG) in April as well as
its response. At the centre of the Govern-
ment’s response is the proposal for a trial
of the health care home concept, linked to
the voluntary registration of patients with
complex and chronic disease. Importantly,
the health care home is built around gen-
eral practice.
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The proposal for the Health Care Home
appears to be the Government’s major
health priority, with the Prime Minister
taking a personal interest and little other
health policy on its agenda — other than
cuts to funding programs.

The inaugural meeting of the Health
Care Homes Implementation Advisory
Group (HCHIAG) was on 22 July, with
AMA Vice President, Dr Tony Bartone,
representing the AMA. A number of work-
ing groups sit beneath the HCHIAG, with
the AMA being represented on the pay-
ment mechanism working group and the
patient identification working group.

Overall, the initiative is in very early
days in terms of progress and the lack of
new funding to support the trial remains a
critical issue in so far as GPs will be asked
to do more work with no extra funding
support. The Medicare rebate freeze is also
likely to undermine the trial to the extent
that it has left GPs with very little goodwill
towards the Government and unwilling to
engage.

National Training Survey

The AMA has been pursuing a proposal to
implement a national medical training sur-
vey for some years, similar to one run by
the General Medical Council in the United
Kingdom. This proposal became one of the
recommendations of the Report of the
Council of Australian Governments Health
Council National Review of Medical In-
tern Training that was delivered last year.

While the recommendations of the
above Report continue to work their way
very slowly through the bureaucracy, the
concept of the NTS has gained some mo-
mentum and there now appears to be broad
stakeholder support for the concept, in-
cluding among state/territory health de-
partments, colleges, training providers,
medical schools etc.

Higher Education Submission

The AMA made a response to the latest
potential overhaul of higher education that
the Commonwealth Government outlined
in a discussion paper it released in May.
While the Government has abandoned de-
regulation of university fees, the potential
for this to happen in medicine is still on the
table with the discussion paper outlining an
option to allow universities to charge de-
regulated fees on a limited number of pres-
tige “flagship” courses.

The discussion paper also keeps on the
table the proposals to cut government con-
tributions to university course funding by
20% and reducing per student government
grants. The AMA submission reiterates our
opposition to fee deregulation as well as
proposed funding cuts, highlighting in rela-
tion to the latter that funding for under-
graduate medical education in Australia is
modest in comparison to comparable coun-
tries.

Doctors’ Health

The AMA continues to progress the devel-
opment of a national health program for
doctors and medical students in Australia,
with funding to support this provided by
the Medical Board of Australia. The
AMA’s subsidiary company, Doctors
Health Services Pty Ltd (DrHS), is over-
seeing the move to fund and coordinate
nationally consistent services in every
State and Territory. DrHS has finalised
funding arrangements covering NSW,
ACT, SA, NT (commenced 1 May 2016),
Queensland (commenced 1 June 2016),
Victoria and Tasmania (commenced 1 July
2016).



