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Executive Summary 
The Royal Australian College of General Practitioners (RACGP) - on behalf of 
general practitioners (GPs) and other medical practitioners (OMPs) in general 
practice - is seeking revocation and substitution of authorisation granted by the 
Australian Competition and Consumer Commission (ACCC) in 2002. 

The RACGP is the peak professional organisation representing the interests of GPs 
and OMPs working in general practice throughout Australia. The RACGP is the 
largest medical college in Australasia. The mission of the RACGP is to achieve and 
maintain the highest quality primary health care in urban and rural Australia by 
supporting GPs and promoting the standards for general practice. The RACGP is 
involved in the setting of standards for the profession, education policy, award of the 
Fellowship of the RACGP, research, advocacy on political, strategic, corporate and 
business issues and member services. 

In January 2002, the RACGP made application under sub-section 88(1) of the Act 
ACT), and in December 2002, was granted authorisation by the ACCC. The current 
ACCC authorisation enabled GPs and OMPs to control or maintain fees at a certain 
level within a practice in the context of various general practice business models. 

In respect of agreement to set, control or maintain fees at a certain level within a 
practice, the 2002 ACCC authorisation provided broad coverage for GPs and OMPs 
to enable them to engage in conduct which might be defined as 'anti-competitive' 
within the meaning of the Trade Practices Act 1974 (the Act). 

The current authorisation will cease on 10 January 2007. The RACGP is seeking 
revocation and substitution of the 2002 ACCC authorisation on the basis of public 
benefit; and requests interim authorisation of the proposed framework agreement 
while an adjudication of the application occurs. 

The RACGP concludes that the ACCC authorisation brings benefits for both patients 
and GPs by promoting a culture of safety, quality and teamwork while preventing the 
inefficiencies, costs and risks of further fragmentation of care. Better primary care is 
associated with better health outcomes and reduction of health disparities among 
Australians from various socio-economic and cultural groups. 

The RACGP holds a view that the intra-practice price-setting process is one of a 
number of activities that GPs need to be able to undertake in an open and 
transparent way, as part of a culture of teamwork and of safety in their practices. 

The RACGP concludes that the authorisation that it requests brings benefits for both 
patients and GPs by promoting a culture of safety, quality and teamwork while 
preventing the inefficiencies, costs and risks of further fragmentation of care. Better 
primary care is associated with better health outcomes and reduction of health 
disparities among Australians from various socio-economic and cultural groups. 

Importantly, agreeing to set, control or maintain fees may provide benefits where they 
are structured to support this core relationship to continuity of care - one of the 
central tenets of general practice. 

In addition, the authorisation brings benefits the marginalised and socially 
disadvantaged patients, in particular those requiring complex care due to chronic 
illness, co morbidity, physical disability and/or mental illness. Hence, the 
authorisation addresses the issues of inequalities in health in Australia. 

The RACGP recognises possible detriments to both patients (i.e. price rise) and GPs 
(i.e. lower income) could be attributed to the 2002 authorisation. However, the 
purposive search of literature and the consultations with stakeholders in the course of 



developing this submission did not identify any negative impact of the 2002 ACCC 
authorisation on patient health outcomes and/or patient fees from potentially anti- 
competitive activity within general practices. 

The RACGP concludes that there is no evidence of any detriment to the public and/or 
GPs (and OMPs) that occurs as a result of agreeing to set control or maintain fees 
within a practice. Like wise, there is no evidence of any negative impact of the 
authorisation of GPs and OMPs. 
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Definitions 
General practitioners 

Fellows of the Royal Australian College of General Practitioners 
Medical practitioners who have vocational recognition as Australian general 
practitioners. 

Other Medical Practitioners (OMPs) 
are Medical Practitioners 

Who are not Vocationally Registered, are not Fellows of the RACGP and who 
render Group A2 Other Non-Referred Attendance Items in the Medicare 
Benefits Schedule (MBS) 
OMPs include a group of Medical Practitioners who were in general practice 
prior to the introduction of vocational registration, and who have not become 
vocationally registered. OMPs also include a group of who are international 
(rather than Australian) medical graduates, who are working in general 
practice, and who have not been assessed for Fellowship of the RACGP. 

Associateship 
a medical practice which is an associateship where two or more doctors, either 
incorporated or not incorporated, are co-located and share an interest in a service 
entity responsible for managing and/or maintaining a common reception, common 
fee collection, common bank account, common trading name, common medical 
records, common policy and procedures and has been or is registered to be 
accredited as a single entity. 

Corporate Practice: 
The Australian Bureau of Statistics (ABS) defines a corporate practice as a GP 
medical business contracted to a corporate administrative entity for a fixed period'. 
Generally, in general practice, however, it is the medical business, which contracts 
the corporate administrative entity to provide the medical business with services, 
resulting in many 'corporate' GPs being associates. 

Visiting Medical Officers (VMOs) 
GPs (and OMPs) who have visiting rights to a local hospital as VMOs are not 
employees of the hospital, but rather independent contractors 

Co-location 
GPs in a co-located practice provide medical services from one surgery. GPs, who 
were located in separate surgeries of clinics within the same building, even if they 
were on the same floor of the building, would not be co-located. 

Common reception 
A 'common reception' exists where all the patients of a practice are dealt with at the 
on reception area (that is, each GP in the practice does not have a separate 
reception). A practice consisting of a number of branch practices would have a 
common reception where each branch has a common reception. 

Common fee collection 
A 'common fee collection' exists where the service entity maintains a system under 
which the patients of a practice receive a bill or receipt from a common reception in 
the trading name of the practice (and, where required or appropriate, with the name 
of the GP who provided the consultation set out in the details of the bill). 
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Common bank account 
A 'common bank account' exists where the practice has one bank account into which 
all patient fees and other practice income is paid and from which all practice costs 
are paid. 

Trading name 
A trading name is the name used to identify a practice to the public. For example, the 
trading name of the practice will typically be displayed on a sign above or on the front 
of a practice, as well as on practice stationery. A practice has a common trading 
name when all the associates in the practice use the one name to identify 
themselves to the public, including at any branch practices. 

Common medical records 
'Common medical records exist where the service entity maintains a system under 
which all GPs in a practice have access to the medical records of all of the patients of 
the practice (subject to privacy requirements). 

Common policy and procedures 
'Common policy and procedures' refers to the document with which all GPs in a 
practice comply and which covers issues relating to the operation of the practice; for 
example, opening hour, care outside the normal opening hours of the practice, 
handling of particular medical events (e.g. needle stick injuries), and all other relevant 
medical or business matters. 
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List of abbreviations 
ACCC 

ABS 

ATS l 

CALD 

CDM 

DOHA 

GP 

GPD 

G Ps 

I VA 

MBS 

Medicare 

NRF 

NSW 

NT 

OMPs 

PIP 

RACGP 

S A 

the Act 

VMOs 

WA 

The Australian Competition And Consumer Commission 

The Australian Bureau of Statistics (ABS) 

Aboriginal and Torres Strait Islander 

Culturally and Linguistically Diverse 

Chronic Disease Management 

The Australian Government Department of Health and Ageing 

General Practitioner 

Australian Gross Domestic Product 

General Practitioners 

Industry Value Added 

The Medicare Benefits Schedule 

Medicare Australia 

The National Rural Faculty 

New South Wales 

The Northern Territory 

Other Medical Practitioners 

The Practice Incentives Program 

The Royal Australian College of General Practitioners 

South Australia 

The Trade Practices Act 1974 

Visiting Medical Officers 

Western Australia 
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The applicant 
The Royal Australian College of General Practitioners (RACGP) is applying for this 
authorisation on behalf of general practitioners (GPs) and Other Medical Practitioners 
(OMPs). 

The RACGP is the peak professional organisation representing the interests of GP 
(and OMPs) throughout Australia. The RACGP is the largest medical college in 
Australasia. The RACGP is involved in the setting of standards for the profession, 
education policy, award of the Fellowship of the RACGP, research, advocacy on 
political, strategic, corporate and business issues and member services. 

The RACGP membership continues to grow, demonstrating the continuing 
commitment of many members to the ideals and the work of the RACGP, and its role 
as the peak professional body in general practice. 

The applicant's mission 
The mission of the RACGP is to achieve and maintain the highest quality primary 
health care in urban and rural Australia by supporting GPs and promoting the 
standards for general practice. While it is a member-based organisation, the RACGP 
nonetheless believes it has a responsibility to, and is broadly representative of, all 
GPs and OMPs working as general practitioners in Australia, regardless of their 
membership status with the RACGP. 

Though the RACGP's organisational constituency is GPs, the outcome of high quality 
care in general practice benefits the broader Australian community. 

The applicant's membership 
As of 30 June 2006, the RACGP was the largest medical RACGP in Australasia with 
14,489 financial members. 

With over 4,500 members of the National Rural Faculty (NRF), the RACGP has by 
far the largest rural membership of any medical organisation in Australia, and has 
many education and training initiatives to support rural GPs and rural communities. 
Nearly 100% of all general practice registrars are members of the RACGP. 

The RACGP continue to run Australia's largest medical college examinations and 
provide professional development and education to nearly 22,500 of Australia's 
medical practitioners. 

The applicant's contact details 
College House 
1 Palmerston Crescent 
SOUTH MELBOURNE VIC 3205 

The applicant's contact person 
Ian Watts 
National Manager - Advocacy and Support 
National Policy manager 
Tel + 61 3 86990544 
Fax: + 61 3 86990400 
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The request for authorisation 
The RACGP, on behalf of GPs (and OMPs), seeks: 

Revocation of a framework agreement 

Substitution of a framework agreement to provide broad coverage to GPs 
(and OMPs), to enable them to engage in conduct which might be defined as 
'anti-competitive' within the meaning of the Trade Practices Act (Trade 
Practices Act 1974 Sub-section 88(1) in respect of agreement to set, control 
or maintain fees at a certain level within a practice; the detail of which is 
outlined below 

Interim authorisation of the proposed framework agreement while an 
adjudication of the application occurs. 

The proposed framework agreement is as follows: 

An agreement which provides that GPs (and OMPs) may enter an agreement to set, 
control or maintain fees charged to patients where that practice is: 

A partnership of two or more GPs (and OMPs) where at least one of the 
partners is a body corporate; or 

An associateship of two or more GPs (and OMPs): 
o Who are co-located or operate as a branch practice; and 
o Which has a common service entity, Each of the GPs (and OMPs) 

must either: have an interest in the service entity; have contracted with 
the service entity; or be employed or otherwise engaged by the 
service entity to provide medical services on the service entity's 
behalf; and 

o This service entity is responsible for managing and/or maintaining a 
common reception, common fee collection, common bank account, 
common trading name, common medical records and, except for 
branch practices, common policy and procedures. 

The RACGP is also seeking authorisation to allow GPs (and OMPs) within a single 
practice operating within the above business structures to be able to agree on the 
fees that any locums they engage either individually or jointly will charge patients for 
their services. 

The RACGP is also seeking authorisation to all GPs (and OMPs) within a single 
practice operating within the above business structures to be able to agree on the 
fees that they charge as VMOs to a hospital (hospital agreements) 

The RACGP is seeking authorisation under the State and Territory Competition 
Codes as well as the Act. 

Pursuant to section 88(13), the application is expressed to extend to contracts, 
arrangements or understandings in similar terms to the conduct proposed to be 
authorised, to the extent that giving effect to the conduct results in proposed 
contracts, arrangements and understandings in similar terms. 

Pursuant to section 88(10), the application is lodged on behalf of all future - as well 
as current - GPs (and OMPs) in Australia. 
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Grounds for authorisation 

Introduction 
The 2002 authorisation by the ACCC 
In January 2002, the Royal Australian RACGP of General Practitioners (the RACGP) 
on behalf of all medical practitioners, including general practitioners (GPs) and other 
medical practitioners (OMPs) working in Australian general practice, applied for 
authorisation by the ACCC. 

The RACGP application was made under sub-section 88(1) of the Trade Practices 
Act 1974 (the Act) for an authorisation under that sub-section 

to make a contract or arrangement, or arrive at an understanding, a 
provision of which would have the purpose, or would have or might have the 
effect, of substantially lessening competition within the meaning of section 45 
of that Act 

to give effect to a provision of a contract, arrangement or understanding 
which provision has the purpose, or has or may have the effect, of 
substantially lessening competition within the meaning of section 45 of that 
Act or the Competition Policy Reform Acts of the States and Territories. 

In December 2002, the RACGP was granted authorisation by the ACCC on behalf of 
all medical practitioners including GPs and OMPs working in Australian general 
practice. The ACCC authorisation enabled GPs and OMPs to control or maintain fees 
at a certain level within a practice in the context of various general practice business 
models - for example, where a practice is an associateship with two or more GPs, 
either incorporated or not, who are co-located and share an interest in a service 
entity or are registered to be accredited as a single entity. 

The nature of the 'market' - the structure of general practices 
Medical Practices 

According to the Australian Bureau of Statistics (ABS) at the end of June 2001, 
there were 9,600 GP practices in Australia. This is likely to be an overestimation of 
actual sites, as many GPs work in multiple sites (i.e. may have a practice at more 
than one site, but be collocated in all sites). There were 56,911 people working in 
general practice). Income generated by these practices was $10,334.7m. Fee for 
service medical income comprised 87.6% ($9,053.7m) of the total income. On 
average there were 6.1 GP practice locations per 10,000 population. 

The total industry value added (IVA) by these practices was $7,392.5m, contributing 
1 . l %  to Australian Gross Domestic Product (GDP) for 2001-02. Total income 
generated by medical practices was $1 0,334.7m in 2001 -02. General practices 
contributed $4,423.6m. Fee for medical service was the highest source of income for 
general practices, comprising 86.9% of total income. 

One of the characteristics of general practice is the diversity of business models 
being used by general practitioners around Australia. These include incorporated 
companies with more than one shareholder or director, corporate GP services, unit 
trusts, partnerships, associateships, and business models combining two or more of 
the above practice structures. 

Since the late 1 990th, corporate GP practices have established themselves in 
~us t ra l i a .~  The corporate entity is usually owned by a person/or persons who are not 
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medical practitioners. In 2002, 21 1 of the 12,091 general practices were in corporate 
locations or 12.3% of total employment in general practice. There is a growing body 
of evidence of a trend away from solo general practice and from provision of one's 
own after hours patient care by GPs and OMPS.~ 

More recently, various aspects of corporatisation of general practice have been a 
subject of a debate among Australian health professionals ' * l o  l 1  and consumers 
12 , in particular in the context of the evolution of the general practice workforce and its 
impact on primary health care provision. 

In 2002, the RACGP undertook a survey of the business models being used by 
general practitioners around Australia. The survey results (from 3,647 respondents) 
showed that the business models for which the RACGP is seeking authorisation 
covered an estimated 83.3% of all general practitioners: 

Incorporated company with more than one shareholder or director - 18.5% 
Unit trust - 1.2% 

0 Partnership - 17.3% 
Associateship - 28% 
Short or long-term employment/engagement of contractors or locum - 10.7% 

In addition, a further 7.6% of business models combine two or more of the above 
practice structures. The remaining 16.7% comprise unincorporated solo general 
practitioners or salaried general practitioners working with corporations or with 
organisations such as the Royal Flying Doctor Service and Aboriginal Medical 
Services. Aboriginal Medical Services are often incorporated companies, where the 
GPs are employees. 

The findings from this survey suggest that associateship is the most frequently used 
business model. This finding is most significant to this request for revocation and 
substitution of the ACCC authorisation and interim authorisation, because inability to 
agree on a set of fees would affect GP in associateships -the most common medical 
business structures - more that GPs other under any other arrangements. 

Furthermore, possible interruption of the authorisation - without proper interim 
arrangements - may create uncertainty amongst GPs, bring about interruption of 
continuity of care, impact on safety and quality of patient care in a negative way and, 
in turn, result in detriment to patient health outcomes. 

The RACGP is currently undertaking a new survey to update information on the 
business models used in general practice. The RACGP anticipates having the data 
collection finalised by the end of the year and presenting the results of that survey 
early in January 2007. However, there is anecdotal evidence that associateships 
remain the most attractive business model. 

Medical practitioners 

In 2002, the distribution of GPs by states and territories was similar to the distribution 
of the Australian population. On average, there were 0.96 GPs for every 1000 
persons in Australia. The representation of GPs was lower than the national average 
in Queensland (0.89 per 1000), WA (0.89 per 1000) and in the NT (0.62 per 1000) 
and higher than the national average in Tasmania (1.04 per 1000) and SA (1.08 
1 000). 

Most (62%) of GPs were between 35 and 54. Only 10% of GPs were less than 35 
years of age and further 10% were aged 65 and over. GPs in metropolitan areas 
tended to be older than GPs in rural and remote areas. In metropolitan area 29% of 
GPs were aged 55 or more, compared with 24% in rural areas. A high proportion of 
GPs in remote areas were aged less than 45 years. The gender distribution of GPs 
was 67% males and 33 female. 13 
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Benefits for patients 
The RACGP is seeking revocation of authorisation on the basis that the public benefit 
of so-called anti-competitive activity (agreeing to set, control or maintain fees within 
general practices) substantially outweighs any detriment to the public that occurs as 
a result of such agreement to set, control or maintain fees. 

The question of public benefit and anti-competitive behaviour within a general 
practice needs to be placed in the broader context of the growing body of research 
about related issues in patient care and general practice. The RACGP suggests that 
it is important to consider the functional nature of a general practice when weighing 
up arguments about the relative importance of public benefit and competitive 
behaviour. In particular, it is important not to allow consideration of financial or legal 
structures, many of which are a legacy of arrangements struck in a different 
legislative milieu or result from an accommodation of diverse demands such as those 
in the medico-legal, taxation of corporate law, to overshadow consideration of the 
function of a general practice as a health care unit. 

There is an essential difference between business structures for GPs and those for 
other professional groups (such as barristers and medical specialists). That 
difference is that GPs currently serve the interests of their patients by taking a 
collaborative approach and sharing the care of patients. This collaboration lies at the 
heart of quality and safety issues for the delivery of primary health care, and better 
health outcomes for patients. 

The trend toward team-based models of general practice has continued since 2002, 
when the RACGP was granted its first authorisation. This trend is supported by many 
initiatives introduced by the Australian Government (care planning; GP coordinated 
multidisciplinary care; PIP; Better Outcomes in Mental Health Initiative; National GP 
Collaboratives Program). 

The international evidence illustrates that effective, comprehensive, integrated 
primary health care underpins cost effective health systems14. For example, 
controlling for income inequality, a 20% increase in the number of primary care 
physicians is associated with a 5% decrease in mortality (40 fewer deaths per 
100,000). The effect is greatest if the increase is in family physicians. One more 
family physician per 10,000 (estimated 33% increase) people is associated with 70 
fewer deaths (estimated 9% decrease) per 100,000. In contrast an estimated 8% 
increase in the number of specialist physicians is associated with a 2% increase in 
mortality.15 

International evidence also points to the inefficiencies, costs and risks of further 
fragmentation of care. Many other studies done within countries, both industrial and 
developing, show that areas with better primary care have better health outcomes, 
including total mortality rates, heart disease, mortality rates, and infant mortality, and 
earlier detection of cancers such as colorectal cancer, breast cancer, uterine/cervical 
cancer, and melanoma. The opposite is the case for higher specialist supply, which is 
associated with worse o~tcomes. '~ 

General Practice reduces health disparities, particularly for areas with the highest 
income inequality. 17 18 19 

However, structures in the health system and funding systems in Australian general 
practice have acted as barriers to team formation and function. 

The RACGP has been a consistent advocate for effective teams. For example, early 
in 2000, the RACGP and Royal College of Nursing, Australia (RCNA) began working 
together to enhance the role of nurses in general practice. In response to this work 
and work done by other medical and nursing organisations, the Australian 
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Government developed a subsidy within the Practice Incentive Program (PIP) for the 
employment of nurses in general practice, particularly in rural and remote Australia. 
This component of the PIP commenced in February 2002. 

General practice organisations have separately and jointly advocated measures to 
remove or mitigate existing barriers and increase general practice efficiency. 
Consequently, in the last five years the Australian Government has introduced a 
number of initiatives designed to facilitate increased use of practice nurses and allied 
health professionals in general practice. 

The RACGP requests to extend the ACCC authorisation to provide coverage for 
VMOs in response to the needs of marginalised Australian consumers, Australian 
VMOs play a significant role in provision of health care for rural and remote 
communities particularly affected by the current medical workforce crisis. From a 
legal viewpoint, VMOs visiting a local hospital are independent contractors. 
Therefore, collective arrangements between them may be seen as anti-competitive 
under the Act. For example, VMOs are likely to breach the Act if they bargain 
collectively or agree with the local hospital for: 

a common fee structure; 

a particular after hours roster; 

the delivery of specific services such as anaesthetics, obstetrics and surgery; 

an arrangement not to provide surgical services on the weekend. 

The RACGP is seeking to extend the ACCC authorisation to fee-setting for VMO 
arrangements with hospitals on the basis that the public benefit of this authorisation 
substantially outweighs any detriment to the public. The authorisation to VMO 
arrangements would benefit Australian communities, in particular those whose health 
outcomes are already at a greater risk due to unequal access to primary care 
services in rural and geographically remote areas. The ACCC authorisation would 
positively influence morale, and subsequently the retention of GPs in those areas, by 
reducing red tape, saving on transaction costs and time. 

Increasing the safety culture 
An increased 'patient safety conversation' has occurred in the health sciences 
literature since 1999 when the report, To Err is Human was published20. 

It is widely acknowledge that a 'systems approach' is needed2'. There is little 
evidence that medical error is due to 'bad apples'22, rather errors are widely 
distributed amongst c~inicians~~. In an international study of errors in primary care, 
process factors (risks due to systems) outnumbered provider factors (risks due to 
 clinician^)^^. 
Despite this, it has been reported that substantial pressures still exist to cover up 
mistakes in health care, thereby reducing opportunities for impr~vernent~~. 

Promoting a culture of safety has become a pillar of the patient safety movement, 
with a transformation in organizational culture being In aviation, which has 
been widely used as an exemplar for safety improvement in health, most accidents 
are seen as being related to breakdowns in crew coordination, communication and 
decision-making, and improvement was related to a shift towards a more open 
culture that accommodated questioning2*. 

Good teamwork in health care has several positive effects including fewer and 
shorter delays; increases in morale, job satisfaction and efficiency; and its use in 
error-management and reduction2'. 
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However, team and individual performance in high reliability (and thus safer) systems 
depends on the development of certain organizational norms3'. Amongst the 
dimensions of high-performing micro-systems is the interdependence of the 
members of the team with clear ways of sharing information and communicating3'. 
Informal aspects of daily work, including the flow of safety-related information, 
increase the willingness to report medical errors3*. 

As a result, the RACGP believes that it is important for GPs to be able to discuss all 
aspects of general practice. Having aspects of their practice 'off-limits' for discussion 
runs a risk of undermining the culture of open communication that is central to patient 
safety. Authorisation of certain intra-practice price setting arrangements will assist 
this. 

Continuity and consistency of patient care 
A central characteristic of general practice is 'continuity', which includes 'relational 
continuity' - "the sense of affiliation between patients and their doctors (my doctor or 
my  patient)^'^^. Research suggests that patients find relational continuity more 
important when dealing with serious and emotional conditions. As a result, it may is 
important to provide this interpersonal that continuity at those moment?. 

As core providers of initial and continuing medical care patients want to be able to 
identify a GP as their own and have an ongoing relationship with them for their health 
care3=. This is important in the context of encouraging all Australians to have 'their' 
general practice36. 

The RACGP therefore holds the view that roles within general practice teams will 
provide optimal benefit where they are structured to support this core relationship. 

Patients have clearly expressed the view that they consider their GP as key to linking 
them with other members of the general practice team and services37. Patient trust in 
the skills and role for these professionals derives from patient trust in GPs. Patient 
acceptance therefore hinges significantly upon the effective GP-patient re la t i~nsh ip .~~ 

Research by the Brisbane North Division of General Practice (now GP Partners) 
confirms that many patients generally prefer to see a doctor within the practice of 
their regular doctor, should their regular doctor not be available. If a patient is in need 
of medical attention, and their usual GP is not on duty, the structures in place within 
the vast majority of general practices enable the patient to be treated by another GP. 
This provides the patient with continuity of care in the context of their overall health 
concerns and needs. Practice coordination (including shared clinical practice by GPs) 
has also been associated with improved patient outcomes, including better cancer 
screening, chronic disease management and patient satisfaction3'. 

Fee structures that were different, depending on the GP, could create real barriers to 
a patient attending a practice, and thus maintaining continuity of care (e.g. a patient 
being able to afford to see one GP, but not another). Such fee arrangement could 
also create perceptual barriers (e.g. a patient believing that they might be billed 
differently, and thus not attending a practice, though, in reality their bill would have 
been the same). It is important, where possible, to provide predictability in the 
arrangements within a practice. Patients seek care at a variety of times of the day, 
sometimes when their regular GP is not available. 

The RACGP concludes that possible disruption or interruption of the 2002 ACCC 
authorisation may bring about interruption of continuality of care, impact on safety 
and quality of patient care in a negative way and, in turn, result in detriment to patient 
health outcomes. The RACGP requests for revocation and substitution of the ACCC 
authorisation is a strategy to prevent any detriments to Australian GPs (working 
under various business arrangements) as well as their patients. 
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Likewise, the request for interim authorisation is crucial - without proper interim 
arrangements -there are several risks for creating uncertainty among GPs (and 
OMPs), which may cause risks to provision of consistent and safe services to some 
members of the Australian public. 

Predictability of costs (access and equity) 

The Medicare Australia (Medicare) data on patient average contribution per service 
($) support the RACGP's position that the 2002 authorisation has no negative impact 
on costs, and therefore access and equity of general practice services. 

Fee charged data reflect amounts contained on accounts submitted to the Medicare 
for payment. For bulk-billed services, the fee charged is equal to the benefit paid. For 
patient billed services paid by Medicare prior to the account being settled with the 
medical practitioner, the fee charged will reflect the amount recorded on the account. 
In 200212003 the average patient contribution per service was $3.86 and in 
September quarter of 2006 it was $3.8g40. 

The RACGP acknowledges that care needs to be exercised in interpreting changes 
in the utilisation of Medicare data. Changes over time may reflect structural changes 
to the Medicare Benefits Schedule (MBS), for example the introduction of pathology 
patient episode initiation items to the MBS introduced in early 1992, has added 
approximately 15 million services to Medicare, with no change in the coverage of 
Medicare). Changes in the utilisation of services may also reflect population growth 
and net migration, ageing of the population, cost shifting (services previously 
provided by Statesnerritories at no charge or services which should more 
appropriately be performed under public patient arrangements, are being charged 
under Medicare), minor additions of new items to the MBS and changes to the 
coverage of Medicare as a result of Government policy (i.e. subsidy). 

In addition, care should be exercised in interpreting quarter on quarter movements in 
utilisation, due to the seasonal nature of use of certain types of services (eg non- 
referred attendances have seasonal peaks in the June and September quarters each 
year). Furthermore, the timing of Easter each year can affect interpretation of 
movements in utilisation of services between the June and June quarters of 
successive years. Different processing rates for the same StateKerritory in the same 
quarter of successive years, can also affect interpretation of data and may not be 
indicative of the rate of utilisation of services in the corresponding periods. 

Despite this, Medicare data is the most readily available data on the pricing of the 
vast majority of general practice services, and an important signal of market activity. 

Particular benefits to socially isolated and disadvantaged community 
groups 
Fee structures that were different, depending on the GP, may prove difficult and 
create a barrier to healthcare among patients who are marginalised structurally, 
socially, economically, linguistically or culturally. For example: 

Underprivileged 
Elderly and frail4' 
Rural residents and residents in geographically remote areas 
People from culturally and linguistically diverse (CALD) c~mmuni t ies~~ 
Indigenous Australians (the Aboriginal and Torres Strait Islanders) 
People with disabilities 

Such barriers may limit access of these patients to quality care and therefore 
compromise equitable health outcomes. 

The RAGCP is keen to ensure that fee structures do not create barriers to any 
marginalised patients, in particular those with who have complex care needs due to 
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chronic illness, multiple conditions (co morbidity), physical disability andlor mental 
illness. 

The RACGP has concluded that allowing GPs within a practice to establish common 
fee schedules will assist in providing patients with predictability. 

BetteriMore effective workforce 
The fact that a general practice is a system is reflected in the RACGP's Standards for 
General Practices (now in their third edition). These standards are developed by the 
profession, for the profession, and in consultation with a very broad range of 
stakeholders including consumers. They articulate normative standards for the 
structures, processes and where appropriate, the outcomes of good quality general 
practice in Australia. General practices are 'surveyed' to determine whether or not 
they meet these standards. This process is generally referred to as 'accreditation'. 

Accredited practices (and those who have nominated for and are awaiting 
accreditation), regardless of their underpinning legallfinancial structure, can attract 
incentive payments from the Practice Incentives Program (PIP). These payments are 
designed to reward practices for high quality care, for example, the achievement of 
high rates of compliance with immunisation regimens for children. Such activities 
require the practice to function as a whole, for example, for one doctor to ensure that 
subsequent childhood immunisations are given, even when another doctor might 
have given the previous immunisation(s). 

Despite various government initiatives to improve patient access to GPs in rural and 
remote Australia, GP to population ratios for are still classified as being above or 
below a benchmark of adequate GP access, in particular among Indigenous and 
elderly patients. 43 

Detriment to patients 
There is a range of factors affecting the price of general practice services and the 
rate of bulk-billing (which can be seen as one marker of price-sensitivity) that are 
more salient than intra-practice agreement. These include: 

The cost of providing general practice care, including those related to locality, 
overheads, and those related to the professional services component of 
general practice . The level of the government subsidy for general practice care (generally the 
Medicare rebate) 
The presence of e-commerce (as there is an anecdotally reported view that 
there is a 'pent-up' desire to move to private billing which is constrained by 
the absence of e-billing options in general practice, which may lead to some 
increases in patient fees should e-commerce become more widespread) . The cost of medical Indemnity insurance (which has stabilised in the four 
year period since the first authorisation). 

The RACGP has been unable to find evidence of any cost increases that could be 
attributed to the 2002 authorisation, rather than to these factors. The purposive 
search of literature and the consultations with stakeholders in the course of 
developing this submission suggest that there is no evidence of any negative impact 
of the 2002 ACCC authorisation on patient fees from potentially anti-competitive 
activity within general practices. 

C:\Documents and Settings\hrnacRLocal Settings\Temporary Internet Files\OLK3AA\ACCC Revocation 
Submission-1 3 Dec O6.doc 

16 



Benefits for GPs and OMPs 
An environment without an authorization provides an environment of perceived 
uncertainty for GPs. Australian general practice research has shown that the 
experience of stress of GPs arose mainly from 'job context' rather than from 'job 
content44. This research also showed that the third most stressful aspect of their work 
were the issues such as government pressure, and that fear of litigation was one of 
the most stressful events. The infrequency of actual litigation does not mean that the 
ongoing concern could be dismissed, as the severity of stress is a combination of 
perceived impact and frequency. This research is germane, as it suggests that 
without the authorization, there may be a consistent concern about a major 
investigation by the ACCC, largely independent of the actual level of investigations. 

A fax-back survey conducted by the RACGP amongst its rural GPs supports the view 
that GPs see investigation as having quite damaging consequences. Their reaction, 
not unlike that to medical litigation will be driven by perception that they will be 
investigated and prosecuted, not only by the reality. Authorisation would reduce 
stress created by the legislative context in which GPs work, providing certainty to a 
key element of their business activity. There is comparatively little research on the 
impact of such stressors on the quality of care. 

There are suggestions in the literature that negative feelings about work correlate 
with poorer quality of care in such measurable ways as poorer continuity of care and 
decreased explanations to patients. Thus, it is likely that increasing stress in general 
practice will have an impact on the quality of care. 

Potential detriment for GPs and OMPs 
Amongst its aims, the RACGP seeks to work with other organisations to advance key 
concerns of GPs, their patients and society. The RACGP, through Australian general 
practice, works to improve the standard of health care for all Australians, especially 
for groups of people with special health care needs. To ensure that its work, and the 
work of GPs, continues to be relevant to the Australian community, the RACGP also 
aims to increase its capacity to accurately forecast what the future holds for 
Australian general practice. 

Conclusion 
The RACGP concludes that the authorisation that it requests brings benefits for both 
patients and GPs (and OMPs). The RACGP concludes that there have been no 
demonstrated detriments for patients from the authorisation it was granted in 2002, 
and that the only potential detriments for GPs (and OMPs) that could arise from an 
authorisation are removed by having an authorisation that allows, rather than 
compels certain GPs (and OMPs) to engage in some forms of intra-practice price- 
setting. 

The RACGP concludes that the authorisation that it requests brings benefits for the 
Australian health care system and health expenditure as quality general practice is 
largely associated with reduced pressure on tertiary health care (i.e. hospital 
admissions; specialist care). The ACCC authorisation is likely to provide positive 
impact on medical workforce through reduced red tape and stress, consequent 
enhanced retention of GPs; promotion of team environment in general practice; and 
reduction of the burden of chronic disease among Australians. While potential 
positive outcomes may benefit all Australians, socially marginalised andlor 
disadvantaged groups as well as people with complex care needs may benefit the 
most. Therefore, the ACCC authorisation will enable equitable access to services by 
disadvantaged patients and communities. 
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The RACGP concludes that revocation and substitution of the ACCC authorisation is 
crucial in enabling GPs (and OMPs) continue to provide Australian consumers with 
safe and high quality services. While revocation and substitution of the ACCC 
authorisation is important for GPs (and OMPs) working under various business 
arrangements, it is particularly crucial for those in associateships that represent a 
substantial number of medical workforce. 

The RACGP concludes that interim authorisation is crucial in the context of 
contemporary general practice. Inability to agree on a set of fees would affect GPs 
(and OMPs) due to interruption of the authorisation -without proper interim 
arrangements - may bring about interruption of continuality of care, impact on safety 
and quality of patient care in a negative way and, in turn, result in detriment to patient 
health outcomes. 
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