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7th September 2004

TO ALL AMA OBSTETRICIANS AND GYNAECOLOGISTS

                NEW MEDICARE ITEM FOR OBSTETRIC GAPS 

Over the past months the AMA has been working with the Federal Government to clarify the situation for obstetric services under the Safety Net.  The outcome of these discussions has been the creation of a new item number for planning and management of pregnancy. This item number will become effective from Monday,
September 6th, 2004.  In these discussions the AMA worked closely with NASOG and acknowledges their significant role in reaching a successful outcome.

Prior to the introduction of the Safety Net, patients were already paying these obstetric gaps directly to the Obstetrician.  There have been no new charges by Obstetricians.  The introduction of the new item number will however remove legal uncertainties and make the whole issue of obstetric gaps under the Safety Net easier to manage.

Gap payments to obstetric patients became a matter of public interest through May and June and there were doubts about the allocation of gap payments against one or more antenatal attendance items.  We sought meetings with the Minister and the Department to clarify the situation and ensure that women who have been paying large gaps for obstetric care have a genuine prospect of refunds under the new Safety Net Scheme as well as protecting Obstetricians against action by the Health Insurance Commission.

The Safety Net legislation applies only to outpatient care.  It is generally recognised that a component of a global obstetric gap includes not only the outpatient management of the pregnancy, but also contributes to the delivery in hospital.

As a result, a new item number (15999) has been approved that will cover the planning and management of a pregnancy as well as the provision of cover for 24 hours a day, 7 days a week, for the time that the patient is managed by the Obstetrician.  The item itself is conceptually a valuable one and is a good opportunity for the Obstetrician to discuss the planning and management of the pregnancy in a more considered way and to explain the nature of the medical coverage throughout the pregnancy and delivery.  It will have a beneficial effect on the management of pregnancy in Australia and fills a void.

The item number will be a designated outpatient number and therefore will attract benefits under the new Safety Net legislation.  It is to be charged once by an  Obstetrician after 20 weeks of pregnancy.  The item carries an MBS fee of $110.  This new item will be charged instead of one routine antenatal visit (Item 16500).

It is not possible to charge any inpatient aspect of planning and management of the pregnancy against this new item.  It has been agreed that for an Obstetrician who has an existing upfront gap it is reasonable that 2/3rds should be assigned to the outpatient item and 1/3rd would remain assigned as an inpatient component to the delivery and would not be covered under the new Safety Net.

In working out how to bill the patient for the 1/3rd allocated to the inpatient service, you need to check the various private health insurance products.  Some known-gap arrangements will accommodate this but there will be an impact on no-gap arrangements.

The net effect of this application of the Safety Net will be that patients will be substantially better off and private obstetrics will be significantly more affordable.  The new item allows a substantial amount of an obstetric gap to be attached to it and subsequently rebated by Medicare.  It is a big win for pregnant patients and their ability to be looked after in the private sector.  It is important that the benefits to patients are not eroded by doctors lifting their gap charges as a result of these changes.  If this happens, the Government is certain to revisit the issue.

The AMA has developed a guide to the Safety Net which has been passed by Federal Council.  A copy of the Safety Net guide is attached to this letter.

The AMA will publish further material on its website at www.ama.com.au and I encourage you to implement this new item in the spirit in which it is intended for the benefit of patients and to protect and maintain the Safety Net into the long term.

Yours sincerely
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Dr William Glasson

Federal President

AMA Guide to understanding the Medicare Safety Net

August 2004

Medicare Safety Net 

· The Medicare Safety Net is an additional rebate scheme introduced by the Federal Government for the benefit of patients and represents an arrangement between patients and the Federal Government.

· The newly introduced Medicare safety net provides for reimbursement of 80% of the gap between the rebate and the charge for non inpatient services once the relevant threshold has been met.  

· It is a significant benefit to patients and there is an interest in ensuring that the safety net remains as an aspect of Medicare into the future.  

· It is reasonable for doctors to do what they can to assist patients to understand the safety net. 

· Safety net entitlements should be based on existing fee structures, not vice versa.

Fees

· Longstanding AMA policy is that doctors provide their services in a competitive market and they are free to set their own fees without interference from third parties.  

· The AMA produces a List of Medical Services and Fees which it considers are fair and reasonable.  

· The AMA strongly supports open discussion and disclosure of fees between the doctor and the patient 

· The doctor should attempt to ensure that patients are aware of the existence of safety net benefits. 

The AMA recommends

· Doctors should document their fees and fee charging policies and provide these to patients.

· The charge for any medical service should be set having regard to the physical, technical and intellectual resources applied by the doctor to the service, including background practice costs.  It should not include the cost of any consumables (other than background practice costs) not related to the service or the cost of any item for which separate reimbursement is available to the patient.

· The account for the service should indicate whether the service was rendered in an inpatient or outpatient setting. 
· Doctors should not alter the actual location of the service to financially benefit the patient, nor to shift an inpatient gap to an associated outpatient consultation.

· Patients should expect that the billing practice of a doctor will not alter once the patient has reached the safety net eligibility point.

· The introduction of the safety net is not an opportunity to lift medical charges.  

· Charges should be reviewed regularly in the light of movements in practice costs and earnings and should not vary from patient to patient without good reason.  







