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EXECUTIVE SUMMARY

Australia has a mostly excellent health system but with room for improvement,
especially in the areas of Indigenous, rural and mental health and public hospitals.
Reform of the health financing and delivery systems has some potential to improve
the overall effectiveness of health spending, provided such reform is based on a
keen understanding of the strengths and weaknesses of the system and builds on
the strengths. That said, the AMA notes reform alone could not meet the emerging
challenges and that net additional resources (financial and workforce) are required in
some areas.

This submission makes a number of recommendations, key items being:

o The Commission’s early work articulating design principles and key challenges
is a good start. It will be made much more useful if the Commission now seeks
to relate this aspirational framework to the reality of scarce resources. The
further work of the Commission should include advice to the Government on
priorities and, if principles and challenges are to be overlooked, that needs to be
explicit.

o The Commission should have regard to the longer term fiscal framework and
the significant likelihood of fiscal stress by the year 2020 which will make it very
difficult for the public sector to continue financing nearly 70% of national health
spending. The Commission should therefore consider what could be done to
enhance and sustain the capacity of private health insurance and open the door
to more innovative private sector health financing options.

a The precept “First, do no harm” should guide the Commission’s reform
agenda. Radical reform is not needed and, indeed, may do more harm than
good. Likewise, fear of failure is a poor companion if it freezes change. We
can learn from past mistakes, including excessive intervention that has not
worked. The AMA calls for careful, incremental change that takes the patients
and providers along for the ride as active participants in system redesign, not as
silent spectators to a debacle. Change must not compromise the quality
and safety of patient care.

o  General Practice plays a key role in the Australian health care system, providing
primary and preventive care and acting as the “gatekeepers” to the tertiary
healthcare system. There is scope to improve support for General Practice.

] Public hospitals need more resources (financial and human), and expanded
hospital infrastructure, to enable the hospitals to operate at safe levels (not now
the case). There is some scope for efficiency gains, especially in hospital
administration, but the gap between available resources and current needs is
too large to bridge that way.

o  Considerable risks attach to accountability and performance benchmarks
(APBs). Badly implemented APBs might be worse than none at all. The
Commission must be completely satisfied that its recommended benchmarks
align closely with best medical practice and “true” good health outcomes across
the system (not just in the limited areas being measured). Financial penalties
should not be attached to APBs until the indicators themselves are seen to
perform.
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o The AMA would like to see an improvement in the Commonwealth/State
framework but has very low expectations given the immense inertia against
system change reflecting the preference of governments at all levels to maintain
a cost and blame shifting system so as to avoid accountability. Commonwealth/
State dysfunction hides other dysfunctions in the way the system is run. It is
time to take a step back and to examine the actual outcomes from the multiple
tiers of bureaucracy, not only between Commonwealth and State but also the
multiple tiers within State administrations. It may not be the fact that there is a
Commonwealth and State divide that is a problem, but rather layers of
administration and bureaucracy are the impediment. Reform  of
Commonwealth/State arrangements must not be used to deflect the
responsibility of the Commonwealth to pull its weight in public hospital funding.

a The high quality of the health workforce has been a strength of the Australian
system. In particular our medical practitioners are of a standard highly regarded
around the world. Australia must now continue to provide the same standard of
training to our increased number of medical graduates which have been

2

established in response to the medical workforce shortages. The AMA

advocates investment in training resources and infrastructure, the use of
expanded clinical settings in the private sector (including General Practice) and

warns against substitution of lesser-trained health professionals.

o  Access to high quality medical services is central to improving health outcomes

for Australians. The AMA advocates that MBS rebates for patients be properly
indexed to avoid an ever-widening gap between aggregate fees charged and
aggregate benefits paid, that MSAC processes be improved via an interim
listing process and that MBS GP items be reviewed and simplified to enable
patients to receive rebates appropriate to the high quality acute care, complex
care and chronic disease management and preventive care from General

Practice.

o AMA feels that the Commission must give high priority to steps to bridge the
rural health divide and advocates rural hospital infrastructure that is rebuilt,

properly funded and staffed, a substantial program of incentives to attract and
retain doctors in rural areas, scholarship programs to attract young doctors to
rural areas, further investment in outreach services and harmonisation and

augmentation of patient assisted travel schemes.

o On Indigenous Health, what is needed is a very significant boost in the capacity

of primary care services for Indigenous people ($500 million per annum)

including infrastructure, capital works and equipment, significant expansion of
the medical and health workforce and sustainable improvements in the social

correlates of health, including education, employment and community safety.
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1 INTRODUCTION

The Australian Medical Association (AMA) is pleased to have the opportunity to make this
submission to the National Health and Hospitals Reform Commission (NHHRC).

On any comparison with similar first world countries, Australia has an excellent health
system. Health outcomes compare very favourably and are delivered at a modest cost to the
community. We would sum it up as outcomes well above average for only average cost. We
are doing well but we acknowledge that there can be improvements.

Successful health reform relies on an understanding of the things that we do well, as well as
an understanding of the areas where there is room for improvement. It would be very foolish
not to understand the strengths of our system and to build on them. The areas of relative
strength/high performance are:

a Our medical practitioners are well trained (hence highly regarded overseas), highly
ethical and sharply focussed on trying to improve health outcomes for their patients;

a Our system benefits from the role of General Practice in providing primary and
preventive care and as the “gatekeepers” to the tertiary healthcare system. This
gatekeeper role actually maximises cost efficiency and efficient utilisation of health
services (There is clear scope to improve support for General Practice);

a For the most part, Australia invests appropriately in health infrastructure and ensures
that Australians have access to modern health technologies;

a Australia’s Pharmaceutical Benefits Scheme is seen, both within Australia and
overseas, as a very successful and effective financing mechanism for pharmaceuticals;

a Our fee-for-service medical payments system provides the right incentives for a
highly productive medical workforce; there is direct accountability of doctor to patient
for the service delivered;

m] Our record in health and medical research is outstanding and, again, Australian
medical researchers are highly regarded overseas;

a For the most part, Australia has successfully used a complementary mix of public and
private sector health financing and health service provision; and

a With some exceptions (five mentioned below) Australians have good access to high
quality health services.

There are, however, a number of areas where there is significant room for improvement:

m] Australia has neglected Indigenous health for far too long and the outcomes that flow
from this are a national disgrace. Only very recently has there been any political
resolve to turn this around. Other first world countries with Indigenous populations
have a much better record than Australia;

a Our record on mental health is barely any better. As with Indigenous health, there has
been chronic under-funding and undersupply. The health outcomes achieved fall well
short of the potential and well short of what Australians should be able to access;

] Despite more than a dozen years of effort and a passing parade of spending programs,
we seem no closer to finding the solutions to the poor access to health services in rural
and regional areas. Other countries with a similar geographic challenge appear to do
little or no better;

a Our record of investing in the health workforce is very modest. The current health
workforce shortages should have been foreseen and remedial action taken years
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earlier; We currently expect to have double the number of medical graduates in 2012, a
long awaited outcome to a tardy response to need.

Q In recent years, the Commonwealth Government has dropped the ball on funding for
public hospitals, while the State and Territory Governments record in the
management of the hospitals is lacklustre. Public hospitals need to be able to respond
to increased demand by an investment in increasing their capacity.

There is undoubtedly scope for Australia to lift its game and take the steps needed to give
Australians a truly first class health system.

1.1 Responding to the terms of reference

This AMA submission has been written against the backdrop of NHHRC’s terms of reference
and seeks to offer views relevant to the Commission’s task. There are sections of this report
where it might be argued that we have stepped outside the terms of reference. If so, we
have very good reasons for doing so. The health system may be treated for funding
purposes as though it were a set of independent silos, but that is not its nature. Health
resources are scarce and competition for those scarce resources can be fierce, the more so
given the increasing international mobility of skilled health professionals. Decisions taken in
one area of the health system inevitably have an impact on the skills and health
infrastructure available in other areas.

The AMA believes that NHHRC should have a longer term focus. While it has been given
specific advisory tasks in relation to the next AHCAs, decisions taken now will have a

significant bearing on the capacity of the health system to meet the needs and expectations
of the Australian people in years to come.

1.2 Structure of this report

Part 2 addresses the design principles which have been articulated by NHHRC.
Part 3 examines the longer term context for the Commission’s work.

Part 4 discusses the need for policy balance.

Part 5 addresses the role of General Practice.

Part 6 addresses resourcing for public hospitals.

Part 7 examines workforce issues.

Part 8 articulates the AMA’s concerns with Accountability and Performance Benchmarks
(APBs).

Part 9 deals with Commonwealth/State issues.

Part 10 deals with medical Medicare and its role in the wider health financing system.
Part 11 looks at issues in rural health.

Part 12 looks at the challenge of indigenous health.

Part 13 summarises the AMA’s recommendations to the NHHRC.
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In this submission, “the health system” should be taken to mean both the health delivery

system and the health financing system. Where our comments relate to one or the other, we
have sought to make this explicit.
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2 NHHRC’S DESIGN PRINCIPLES

The AMA commends the Commission for articulating design principles very early in the
process. There is some overlap, for example, between (6) Value for money and (14)
Responsible spending on health. However, in our view this does not diminish the value of
the work. Rather, it speaks of the thoroughness.

The AMA does not have any major concerns with the individual design principles. The
Commission has done a good job of capturing values that we believe are held by the great
majority of Australians. In their daily work, health professionals give expression to these
principles to the extent that they can. However, deep frustration arises in the many situations
where health professionals feel that the system is working against their efforts to achieve the
best possible health outcomes and that they are denied the resources (health infrastructure
and human resources) that are consistent with good health outcomes.

To a degree, the principles are already expressed in many parts of the Australian health
system as it is, but only to a degree. In some cases, the principles have been quite blatantly
“more honour'd in the breach than the observance”. As we observed in Part 1, Indigenous
health has been long neglected in Australia. Governments at all levels and of all
persuasions and the wider Australian community more generally share the responsibility for
this neglect. The AMA welcomes without reservation the emergence of some political
resolve to deal with this national disgrace.

If the Australian health system satisfied these design principles, Part 1 of this submission
would not have been listing areas where the system has performed badly and the
Commission itself may never have been created.

2.1 Reality check

While we might all dream of a utopia where the health system generates excellent outcomes
for all, that is not the reality we engage. As medical practitioners, our goal is to achieve the
best health and clinical outcomes for patients. However, we recognise that resources are
scarce when health funding competes with other wants and needs. This is just as true for
individuals and households as it is for governments. Within the health sector, also, there is
vigorous competition for funds, staff, facilities, research moneys and claims on priorities in
the formulation of health policy.

The adjudication between the wants and needs of patients with very different problems and
very different prognoses is the work done by medical practitioners on a daily basis. Medical
practitioners take into account the cost effective use of resources in patient management for
best clinical outcome with every patient encounter.

It is extraordinarily difficult and, more so for health policy makers who do not understand the
clinical needs and priorities of the patient. In any case, health resource allocation is not
exclusive to a handful of bureaucrats sitting in Canberra and other capital cities. There is
another player, the consumer. In any year, some hundreds of millions of decisions by twenty
one million Australians—decisions as to which health services they seek to access and
decisions around their own out-of-pocket spending—have a very material impact.

There is little prospect that we will ever achieve the high aims implicit in the design principles
the Commission has articulated. They give expression to our aspirations, the things we can
agree that we will aim for.

Shakespeare, Hamlet, 1603.
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2.2 Necessary, but not sufficient

The articulation of the design principles is necessary, but not sufficient. The acid comes
when we try to reconcile scarce and rationed resources with the ever-growing health wants
and needs of the population. To increase the resources is actually an important side of the
equation which will help deliver the solutions and aspirations.

The fifteen design principles do not appear to us to be all of equal importance. As much as
Governments might like to duck for cover when they have to make compromises that might
end up pleasing nobody, those compromises implicitly give expression to the choices that
are made between competing objectives. Those choices have many dimensions. They
might be choices between diseases, say between cancer and diabetes. They might be
choices between modes of delivery of health care, at the broad level between institutional or
community services with many more sub-choices below that. At another, more subliminal
level, those choices might be between access and equity on the one hand and sustainable
budget outlays on the other.

The AMA considers that the Commission should now go further in relation to the design
principles. What is the “pecking order”? When it is not possible to satisfy all simultaneously,
which principles will be preferred over others?

The Commission has articulated twelve challenges. These challenges effectively state the
Commissions’ view as to the intersect between the design principles and the areas where
health system performance now falls short.

In a similar vein, we are not going to be able to hit all these twelve bases simultaneously
because the resources for that will not be available. It cannot be denied that if the principles
articulated are of significant importance then it will mean that increased resourcing must be
contributed in order to achieve them. Otherwise, there is a need to articulate priorities to
indicate where the trade-offs and the discounting should occur.

Trade offs are not acceptable if the consequence is the compromise of patient care.
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3 UNDERSTANDING THE LONGER TERM CONTEXT

The AMA contends that the Commission’s work needs to be undertaken with a very keen
understanding of the longer term fiscal context.

In recent years, Australian governments have experienced extraordinary revenue growth,
reflecting the resources boom, the extended period of strength in domestic demand and the
wonders of income tax bracket creep.

An investment in health at a time of wealth is an investment in the future of Australia.

3.1 Commonwealth government revenue bonanza

The Commonwealth government has experienced a revenue bonanza way beyond its wildest
dreams. One set of figures illustrates starkly the extent of this bonanza:

Q In the 2003-04 Budget, Commonwealth government revenue was forecast to grow in
the budget and forward estimates years by 4.2% per annum on average;

a The actual growth experienced over that four-year period was 7.4% per annum on
average which equates to an extra $82b with nearly $30b extra in 2006-07 alone.

Despite successive cuts in income tax, the Commonwealth has had ample room to spend
expansively and still produce Budget surpluses in eleven of the twelve years to 2008-09.
When a revenue bonanza is experienced, the windfall is not always spent carefully or spent
well. The Commonwealth found ample money to fund family tax benefits and the baby
bonus (payments of a “churning” nature). It also found more money for General Practice in
2004. However, it dropped the ball on funding for public hospitals with an adverse impact
that is now quite painfully apparent.

The current resources boom is making an important contribution to the government’s
revenue bonanza. The 2008-09 budget papers note that:

“The terms of trade are expected to rise by a strong 16 per cent in 2008-09, from levels
that are already the highest in more than 50 years. Australian coal contracts have
recently been settled for US dollar price increases in the range from 125 to 240 per
cent, while iron ore contract prices are expected to increase by at least 65 per cent in
US dollar terms. In contrast, falls in base metal prices are expected, with the slowdown
in global growth adding more uncertainty to this outlook. Rural prices and import prices
are also expected to support the terms of trade.”

And that:

“Over the 2008 calendar year, the terms of trade are forecast to rise by over 20 per
cent which, if realised, would be the largest increase in a generation.”

Resources booms come and go. In the midst of them, governments typically become over-
confident. The 2007 Intergenerational report painted a less threatening picture than the 2002
report, yet not much has changed. Federal fiscal challenges are looming within the
timeframe for the Commission’s work so it cannot turn a blind eye to them.

However the environment is such that careful investment now will help to tide health over
more difficult times.

2 2008-09 Budget paper number 1, Statement Number 2, page 2.5.
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3.2 State governments also enjoying strong revenue

State and Territory governments have also enjoyed strong revenue growth:

a GST is collected by the Commonwealth government but all spent by the States and
Territories. On a cash basis, GST collections were $23.6b in the initial year (2000-01).
The Budget estimate for 2008-09 is almost double that at $45.4b. That represents
average growth of nearly 9% per annum, in stark contrast to average earnings which
have grown by some 4% per annum in the same period; and

] State and Territory governments have also “cleaned up” with their various taxes on
property given the rises in house and land values.

] State Governments can also afford to invest in their public hospitals and in community
services.

3.3 Risk of myopia

Governments are hostages to the electoral cycle and have short memories to boot. The
terms of reference for the Commission illustrate the conundrum. The Commission does have
leave to explore the longer term issues but its first and pressing task is to provide advice
pertinent to the next set of AHCAs.

3.4 Intergenerational issues and fiscal pressures

The demographic context is articulated in the two intergenerational reports and in other
highly reputable research. The key features are the long term decline in the birth rate, the
long term rise in the proportion of the population who are big health consumers (those aged
65 and over) with a marked acceleration from now until 2020 and a working ages population
(those aged 15 to 64) that is stagnating and may start falling in absolute terms within 40
years. These trends have implications for health spending (although new health
technologies will likely continue as the larger influence on demand). The demographic
trends resolve as a sharp rise in total crude dependency, now about 2 people of working age
for each person outside the envelope (aged under 15 or 65 and over), but heading for 1:1.

The Australian health financing system has long relied on intergenerational tax transfers.
The demographic trends suggest that we won’t be able to continue increasing those
transfers. We may have to reduce them instead to maintain intergenerational equity, to
balance fairly the interests of younger taxpayers against the 65 and over group.

Health prevention lifts the capacity of the health system to generate good health outcomes,
but will likely do little to relieve fiscal stress (and may even worsen it in the short term).
Health, medical and pharma research does produce significant gains to the system. Again,
this does little to reduce fiscal stress and (may even worsen it in the short term given that
new technologies lift demand). The prime outcome is seen instead in quality gain, expressed
in the trend improvements in health status.

The AMA expects that fiscal stress will make it impossible, politically, for Australian
governments to continue contributing around 70% of an ever-rising national health bill.

Governments have a responsibility to ensure that health funding delivers quality services and
accessibility to patients. In order to achieve this contributions from the private sector are
required and affordable patient investment is desirable.
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3.5 Recommendation

The AMA urges the Commission to give very careful consideration to reforms that will equip
the private health financing system to carry a progressively larger share of the health
financing burden over time. This will also have a finite limit and should be achieved by
incremental change. The Commonwealth government should move sooner rather than later
to enhance and sustain the capacity of private health insurance and to open the door to more
innovative private health financing options.

The governments recent change to the income thresholds for the Medicare Levy Surcharge
have an opposite effect to the one that is needed and desired. It will encourage drop out
from private health insurance and increased burden on the public sector and public purse.

The Commission will now have to take into account this change in the demand in the public
hospital system when considering the AHCA's.
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4 PRIMUM NON NOCERE

This chapter focuses on the need to use a strong basis of evidence in progressing any
health system reform and pursuing reforms incrementally to ensure that the quality and
safety of our health system are not compromised in the process. It outlines strategies to
address the following health and health care challenges identified by the NHHRC:

8. Promoting improved safety and quality of health care

9. Improving distribution and equitable access to services

“Success is the ability to go from one failure to another with no loss of enthusiasm.”
Sir Winston Churchill

“First, do no harm” (primum non nocere) is one of the principal precepts all medical
students are taught in medical school. A physician always considers the possible harm that
any intervention might do.

The AMA would implore that government hold to this same principle when looking at health
reform.

4.1 The same framework for health system reform

The AMA believes that health system reform should rest on the same precepts of doing no
harm and using a strong basis of evidence.

In Part 1, we argued that the Australian health system is a good system over all with some
particular failings. It is not a system with terminal signs. Rather, it is a system with particular
failings requiring particular remedial action.

In the past, both in Australia and overseas, health system reforms—more often reforms of
the health financing system — have done considerable harm. Changes to the health
financing system can have unanticipated and adverse consequences for health delivery.
Badly judged reforms damage institutions, wreck morale among doctors and kill patients.

However to not carefully consider changes is as bad an outcome as a rash, ill-considered
reform process. There is no system that is incapable of being improved. We often learn
more from our failures than from our successes. The safety of the health system today rests
importantly on the ability to learn from past misadventures.

Changes are necessary. But they should be pursued with great care so as to ensure that
they contribute to system improvement and do no harm in areas where we have
considerable strengths.

4.2 Elsewhere in this submission

Elsewhere in this submission, we address particular areas of the health system where great
care is needed to make sure that reform produces good results:

a Part 6 stresses that the public hospitals need more resources (financial and human).
This does not exclude the possibility of efficiency gains through systematic changes in
the way the public hospitals are run. The point is that those system changes will not, in
themselves, be enough. If the resources available to the public hospital system are not
augmented, we will continue to see sub-optimal health outcomes and the reforms will
be judged a failure even if they have gained some ground.
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a Part 7 addresses workforce issues. High quality education of medical practitioners has
been one of the key strengths of the Australian health system. Australia is now at very
considerable risk of wasting that advantage by not doing enough to augment the
training infrastructure at this critical time of generational change in the medical
workforce. Workforce substitution has been advocated in some quarters as the
solution to a shortage of doctors. The AMA sees that as a high risk, backwards step
that trades off health outcomes and may ultimately generate more cost.

a Part 8 addresses the considerable risks attaching to accountability and performance
benchmarks (APBs). Badly implemented APBs might be worse than none at all. The
medical profession is much more likely to support APBs if they are done well and if
they are shown to align, in a material way, with best medical practice and good health
outcomes.

a Part 9 addresses Commonwealth/State issues. The AMA is frank in saying that it has
low expectations of the benefits that will come from reforms in this area. Australia’s
federal system of government has implications for many areas of the economy. The
health and education sectors tend to regard themselves as major casualties of the
federal system. There is immense inertia against system change, and there is
concomitant risk that political consensus will be possible only around very limited and
poor quality reforms.

a Part 10 addresses medical Medicare. This is a core item in the Australian health
financing matrix. It has both strengths and weaknesses. There are particular issues
which, if not addressed, have the potential to exacerbate community discontent and
sap public confidence in Medicare.

The remainder of this section poses further questions and challenges for the Commission as
it seeks to advise the Commonwealth government and COAG on the future directions for
health system reform.

4.3 When the intervention is the problem

Some interventions in the health system create problems. In the interests of public safety,
there is a high degree of regulation. This regulation is not uniformly successful. When it fails
(as it does from time to time), it is most common to see regulators calling for stronger powers
to intervene in the system.

A high degree of regulation imposes considerable costs on the system. This can reduce the
capacity of the system to respond to patient need.

There is a good deal of regulation that is supported by the medical profession. It is well
understood among health practitioners that public health measures (safe water, proper
sanitation, food safety, immunisation) make a very large contribution to the health status of
the people.

The AMA stands for the 99.9 per cent of medical practitioners who act ethically in the interest
of the patient. It supports sanctions against those who do not do the right thing through
institutions such as medical boards and the PSR. The Australian people should expect that
medical practitioners and all governments would work together without reserve to engender
the highest ethical and professional standards possible.

Stronger powers of intervention are not necessarily the answer to every problem. Sanctions
have their place in the scheme of things but they will never serve as substitutes for high
quality education and positive incentives for proper conduct.
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The AMA urges the Commission, in the course of its review of the health system, to give
further consideration to areas where regulation and financial interventions are ineffective and
are not cost effective. Where the intervention itself is the problem, reform is certainly
needed. The reform process should consider whether the answer lies in more or less
regulation and whether the framework strikes the right balance between positive and
negative incentives. It is a mistake to take excellent work for granted while punishing
wrongdoing. The best form of insurance against health system failure is a highly skilled,
highly ethical and well-motivated health workforce.

4.4 “Big bang” reform is high risk

Advocates of “big bang” reform invariably start with the proposition that the system is broken.
That is patent nonsense. The Australian health system is not broken just because particular
elements are in need of repair.

“Big bang” reform carries considerable risk. Potential gains are much harder to articulate.
Those who advocate “big bang” reform are typically driven by ideology. Part 3 argues that
the growing pressures on governments from rising health spending will force a rethinking of
the respective roles for public health insurance, private health insurance and individual
financial responsibility. The AMA contends that the adjustments that will be needed in the
years ahead will be less likely to damage the fabric of the health system if they are pursued
incrementally.

People need time to adjust to new systems. Successful reform is more likely if governments
engage communities openly and honestly and if the reform process is a two-way street, with
governments listening carefully to the view of patients and providers.

4.5 Learn from the mistakes of the past

Australia does not have to repeat the mistakes of the past, whether Australia’s own mistakes
or mistakes made overseas. Following are some mistakes we do not need to make:

] At a time when the private health financing system needs to be strengthened for the
heavier-duty role it will have to assume in the future, we do not need to make the
mistake of forcing private health insurance into a spiral of decline—by one cut after
another—and in the process damaging the community rating that underpins the entire
system. The recent budget change to the Medicare Levy Income surcharge threshold is
a mistake which will encourage private health insurance drop out.

a We can learn a great deal from the adverse outcomes, health administration wastage
and community disquiet with US-style managed care. Managed care, or managed
spending, is the antithesis of the people and family centred system articulated as the
Commission’s first design principle. It structures the system around the financial needs
of the insurers. Government decisions that lower the privately insured pool in Australia
will have direct impact on private health insurance premiums. Insurers will have to raise
premiums; this may make them unaffordable to an increasing number of the
population. Further fall out means further premium increases and insurers will attempt
to contain prices and costs by implementing managed care in Australia. The US health
system is not the best system in the world, merely the most expensive, the most
burdened by bureaucratic wastage and the most litigious. The Australian health
system arguably produces better health outcomes for most (Indigenous peoples being
a stark exception), is more equitable and makes more efficient use of health workforce
and health infrastructure. We do not need to copy US mistakes.
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a At a time when GPs are in short supply, we do not need to copy the UK mistake of
trying to make GPs the budget holders (in effect, health care administrators and agents
to impose rationing on behalf of the government). GPs have a critically important role
in the Australian health care system. They are the gatekeepers to the system. The
skill with which they carry out that role has an important bearing on the overall cost
effectiveness of the system. They carry the biggest burden of acute care, preventive
health care and chronic disease management. They carry the biggest burden of
mental health care. The creation of budget or fund holders serves merely to distance
politicians from their decisions to impose excessive rationing of access to health care.
Fund holding means that the doctors must ration the care and there are perverse
incentives introduced into the clinical relationship between doctor and patient. It is the
antithesis to making governments accountable for their actions. Australia will get best
results by better equipping GPs for their role as the first line in preventive health care,
the gatekeepers to the tertiary health care system and advocates for their patients.

4.6 Recommendations

The AMA recommends to the Commission that:

Q All its reform proposals are evidence-based and carefully assessed for any potential
harm as well as for possible benefit;

a The risk of harm should inform, rather than impede, the process of developing options
for the future. It will enable development of better policy. The emphasis should be on
careful, incremental change. Medical practitioner led reforms will make the patient the
priority and deliver the best outcomes. Patients and providers must be active
participants in system redesign, not silent spectators to a debacle.
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5 THE ROLE OF GENERAL PRACTICE

This chapter focuses on the importance of further expanding GP-led primary care to ensure
that patients receive properly coordinated and high quality holistic primary care under the
guidance of the supervising and coordinating medical practitioner. It outlines strategies to
address the following health and health care challenges identified by the NHHRC:

2. Investing in prevention

3. Ensuring a healthy start

4. Redesigning care for those with chronic and complex conditions

5. Recognising the health needs of the whole person

7. Caring for and respecting the needs of people at the end of their life
8. Promoting improved safety and quality of health care

9. Improving distribution and equitable access to services

11. Improving and connecting information to support high quality care

5.1 Current situation

Australia has a strong primary health care system, built around the role of the GP. 80% of
Australians visit a GP at least once each year and evidence shows that Australians spend
more time with their GP than in most comparable countries.

In 2006—-07 GPs delivered around 103 million services through Medicare at an average of 5
GP services per person. This equates to approximately 280,000 services per day, every day
of the year at an average cost to the public purse of around $40 per service. Given the high
quality health care outcomes GPs deliver, in any language, this represents excellent value
for taxpayer dollars.

GPs also provided an estimated additional 6.6 million services that were paid for by other
funders (such as workers compensation, state Government) or not charged for at all.

GP numbers in Australia, per head of population, are comparable to similar nations. Like
many other countries Australia is going through a period of workforce shortage. GP
shortages are not uniform although it is fair to say that outer metropolitan, regional, rural and
remote areas are most likely to encounter GP shortages