KEYS YOUNG REPORT
1997

ABORIGINAL AND TORRES STRAIT ISLANDER
PEOPLES' ACCESS TO MEDICARE AND THE PBS
ACROSS AUSTRALIA

Table of contents



STUDY MANAGEMENT

Keys Young

The Keys Young consultant study team comprised:

Susan Young (Project Director)

Murray Benton
Rigmor Berg

Sam Everingham
Kerry Reed-Gilbert
Pam Greer

Anita Heiss

Rohan Pigott

Specialist advisers were:

Dr David Atkinson, University of Western Australia
Professor Gavin Mooney, University of Sydney

The Steering Committee for the study comprised:

Mr Rob Mercer, Manager
Mr Geoff Gillett, Manager
Mr Malcolm Holgate, Manager
Mr Puggy Hunter, Chairperson

Ms Naomi Mayers
Dr Richard Murray

Dr John Daniels
Mr Alan Rennie

Dr John Deeble

Ms Kathy Bell

Ms Alison Dell

Mr Aaron Briscoe

Mr Ron Naden

Government Promotions Section, HIC
Medicare Eligibility, Medicare Program Branch, HIC
Pharmaceutical Claims, Pharmaceutical ProgramBranch, HIC

National Aboriginal Community Controlled Health
Organisations (NACCHO)

Deputy Chairperson, NACCHO

(NACCHO) Medical Director, Kimberley Aboriginal Medical
Service

(NACCHO) Aboriginal Medical Services Cooperative Ltd
Director, Financial and Schedule Review, Medicare
Benefits Branch, HIC

Health Services Fellow, National Centre for Population and
Epidemiological Research

Pharmaceutical Benefits Branch, Department of Health and
Family Services

Director Health Issues, Office for Aboriginal and Torres
Strait Islander Health Services (OATSIHS)

Health Issues Section, Planning and Evaluation Branch,
OATSIHS

Senior Project Officer, Aboriginal and Torres Strait Islander
Services, Department of Social Security

Ms Jill Kurr  Access and Equity, Portfolio Strategies Group, Budget and Information Strategies

Branch, Department of Health and
Mr Steve Larkin/Mr Darrell Johnston
Mr Simon Appel

Dr Peter Joseph/Dr Carmel Martin
Ms Anne Bourke

Ms Wendy Carpenter

Family Services
Australian Medical Association
The Pharmacy Guild of Australia
Royal Australian College of General Practitioners
Government Promotions Section, HIC
Government Promotions Section, HIC



Keys Young

Acknowledgements

The consultants would like to gratefully acknowledge the very considerable
assistance provided by the staff at the Aboriginal Community Controlled Health Services which
participated in this study. We hope their views are reflected in this report.

Thanks also go to the members of the Steering Committee, representatives from professional
organisations and the multitude of health professionals, including pharmacists, who willingly
contributed their time and wealth of experience to the conduct of the study.



GLOSSARY

ACCHS
AHW
AMS
CDEP
CSC
DEETYA
DMO
DSS

HIC
NACCHO
NAIDOC
NTHS
OATSIHS
RACGP
RFDS
VMO

Keys Young

Aboriginal Community Controlled Health Service

Aboriginal Health Worker

Aboriginal Medical Service

Community Development Employment Projects

(Medicare) Customer Service Centre

Department of Employment, Education, Training and Youth Affairs
District Medical Officer

Department of Social Security

Health Insurance Commission

National Aboriginal Community Controlled Health Organisation
National Aboriginal and Islander Day of Commemoration
Northern Territory Health Services

Office of Aboriginal and Torres Strait Islander Health Services
Royal Australian College of General Practitioners

Royal Flying Doctor Service

Visiting Medical Officer



Keys Young

CONTENTS

EXECUTIVE SUMMARY i

1.0 INTRODUCTION 1

1.1 BACKGROUND: MEDICARE AND THE PBS 1
1.2 OBJECTIVES OF THE RESEARCH 2

1.3 ORGANISATION OF THE REPORT 3

2.0 METHODOLOGY 4

2.1 OVERVIEW4

2.2 REGIONAL CASE STUDIES 4
2.2.1 Locations4

2.2.2 Respondents 5

2.2.3 Organisation of Fieldwork 5
2.2.4 The Study Team6

2.2.5 Climate of Interest 6

2.3 TELEPHONE INTERVIEWS 6
2.4 POSTAL SURVEYS 6

2.5 METHODOLOGICAL ISSUES 7

3.0 CONTEXT OF HEALTH CARE FOR ABORIGINAL AND TORRES STRAIT ISLANDER
PEOPLES 8

3.1 STATE OF ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLES’ HEALTH 8

3.2 PATTERNS AND PRE-CONDITIONS OF ILL-HEALTH 9

3.3 THE DELIVERY OF HEALTH CARE SERVICES TO ABORIGINAL AND TORRES STRAIT
ISLANDER COMMUNITIES 10

3.4 EQUITY CONSIDERATIONS 12

4.0 EXPERIENCES AND BARRIERS IN ACCESSING MEDICARE 14
4.1 ENROLMENT IN MEDICARE 14

4.1.1 Levels of Enrolment 15

4.1.2 Adults Never Enrolled 16

4.1.3 Re-enrolment Process16

4.1.4 |dentification Requirements 19

4.1.5 Targeting Aboriginal and Torres Strait Islander People 20

4.1.6 Enrolment Of Children21

Recommendations 23

4.2 DIFFICULTIES ACCESSING MEDICARE NUMBERS 24
4.2.1 Medicare Cards Not Presented 24

4.2.2 The Medicare Hotline 25

4.2.3 Bureaucratic Hurdles 26

4.2.4 Other Means of Accessing Medicare Numbers 27

4.3 REJECTED CLAIMS AND NON-CLAIMS 28

4.4 TIME LIMIT ON CLAIMS 29

4.5 LIMITS ON ADMINISTRATIVE EXPERTISE AND TIME 29

Table of contents



Keys Young

4.6 NON-CLAIMABLE WORK 30

4.7 LEVEL OF REBATES 31

4.8 PAYMENT FOR SPECIALIST MEDICAL SERVICES 32

4.9 USAGE OF ACCHSS 34

4.10 THE ROLE OF ACCHSS IN OVERCOMING BARRIERS LIMITING ACCESS TO MEDICARE 36

5.0 ISSUES RELATING TO THE PHARMACEUTICAL BENEFITS SCHEME (PBS) 39
5.1 INTRODUCTION 39

5.2 ACCESSING ENTITLEMENT NUMBERS 39

5.3 ELIGIBLE PEOPLE WITHOUT ENTITLEMENT CARDS 41

5.4 BARRIERS RESULTING FROM PBS COPAYMENTS43

5.4.1 Inability to Afford Medication 43

5.4.2 Attitudes of Pharmacy Staff 45

5.5 THE SAFETY NET 46

5.6 PHYSICAL ACCESS TO PHARMACEUTICALS 47

5.7 COMPLIANCE WITH PHARMACEUTICAL REGIME 49

5.8 LISTING OF PHARMACEUTICALS ON THE PBS 52

5.9 HIC REGULATIONS AND PROCEDURES RE PHARMACEUTICALS 53
5.10 THE ROLE OF PUBLIC HOSPITALS AND PHARMACEUTICALS54
5.11 SUMMARY 54

6.0 INFORMATION MATERIALS5

6.1 EFFECTIVENESS OF CURRENT INFORMATION MATERIAL 55

6.2 INFORMATION MATERIALS NEEDED BY CONSUMERS 56

6.3 INFORMATION MATERIALS NEEDED BY SERVICE PROVIDERS 57

7.0 SUMMARY AND CONCLUSIONS 58

REGIONAL CASE STUDIES

TORRES STRAIT AND NORTHERN PENINSULA AREA , QUEENSLAND - REMOTE A1-A9
HALLS CREEK, WESTERN AUSTRALIA - REMOTE A10-A19
NHULUNBUY, NORTHERN TERRITORY - REMOTE A20-A28
LAKE TYERS/EAST GIPPSLAND, VICTORIA - RURAL A29-A35
MOREE, NEW SOUTH WALES -

RURAL A36-A46

PORT AUGUSTA, SOUTH AUSTRALIA - RURAL A47-A55
PERTH, WESTERN AUSTRALIA -

URBAN A56-A60

WESTERN SYDNEY, NEW SOUTH WALES - URBAN  A61-A64

APPENDIX 1 - PROCEDURE FOR NON FACE-TO-FACE FIELDWORK
APPENDIX 2 - INTERVIEW SCHEDULES
APPENDIX 3 - ACCHSS CONSULTED

APPENDIX 4 - POSTAL SURVEYS

Table of contents



Keys Young

APPENDIX 5 - PROOF OF IDENTIFICATION -
VERIFICATION

BIBLIOGRAPHY

Table of contents



EXECUTIVE SUMMARY

Purpose of Research

The Health Insurance Commission (HIC) is the
Commonwealth authority which administers
Medicare and the Pharmaceutical Benefits
Scheme (PBS).

This research, commissioned by the HIC, was
undertaken by the consultancy firm Keys Young to
provide information regarding Aboriginal and
Torres Strait Islander peoples' access to Medicare
and the PBS across Australia. The study also
sought to document Aboriginal and Torres Strait
Islander people’s attitudes and experiences in
relation to Medicare and the PBS and the range of
strategies currently in place to address problems
of access, as well as to identify ways in which
service delivery and the provision of program
information could be improved for Aboriginal and
Torres Strait Islander people.

The HIC successfully sought the support of
relevant national peak bodies for the research,
namely NACCHO, the Australian Medical
Association (AMA), the Royal Australian College of
General Practitioners (RACGP) and the Pharmacy
Guild of Australia.

Background

The main feature of Medicare is the provision of
access to free or subsidised medical care and free
hospital treatment in public hospitals for all
Australian residents irrespective of age, income or
health status.

The Pharmaceutical Benefits Scheme (PBS)
provides all Australians with access to effective
and necessary prescription medicines at a
reasonable cost.

When the pharmacist supplies these medicines on
prescriptions, the cost is retrieved via a
Commonwealth refund and a patient contribution
or copayment. Both of these vary according to the
patient’s entitlement status and the cost of the
medicine. The provision of a Safety Net sets a limit
on how much a person/family has to spend on
pharmaceuticals in a calendar year. The Safety
Net threshold differs for concession and non-
concession patients.

Research Methodology

The methodology for this research comprised
three key components:

* regional case studies involving face-to-face
interviews with a broad range of key
respondents in eight selected locations; the
Torres Strait and Northern Peninsula Area,
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QId; Halls Creek, WA; Nhulunbuy, NT; Lake
Tyers, Vic; Moree, NSW; Port Augusta, SA;
Perth, WA; Western Sydney, NSW.

+ telephone interviews with selected Aboriginal
Community Controlled Health  Services
(ACCHSs) and other health service providers
across the country; and

+ postal surveys of medical practitioners,
pharmacists and HIC staff with frequent
contact with Aboriginal and Torres Strait
Islander peoples.

In addition, contact was made with other key
stakeholders to explain the nature of the research
and to provide an opportunity for them to express
their views on Medicare and PBS. This included,
for example, members of the Aboriginal and Torres
Strait Islander Health Council, Heads of Aboriginal
Health Units in the States/Territories and the
National Aboriginal Community Controlled Health
Organisation (NACCHO) State Affiliate bodies.

The fieldwork team comprised eight people,
including three Aboriginal consultants, four non-
Indigenous consultants and one academic/medical
practitioner working in the Aboriginal health area.

The Aboriginal researchers had particular
responsibility for consulting with Aboriginal and
Torres Strait Islander community members and the
non-Aboriginal  researchers had  particular
responsibility for interviewing non-ACCHS service
providers and pharmacists. Discussions with
ACCHS staff and HIC staff were conducted jointly,
where feasible and appropriate.

Study Findings

Medicare and the PBS are exemplary health
funding systems which well serve the general
community, but the research demonstrates
that Aboriginal and Torres Strait Islander
peoples everywhere face considerable barriers
which impede their full access to both
Medicare and the PBS. The nature of these
barriers, the degree to which the barriers operate
and the attitudes regarding these barriers differ
widely from one locality to another. However,
even in those situations where the Medicare and
PBS systems are working as well as they do
anywhere, significant barriers continue to exist for
Aboriginal and Torres Strait Islander peoples.

The research revealed numerous instances where
the HIC has introduced Iinitiatives and
demonstrated great flexibility in seeking to
overcome barriers facing Indigenous people.
However, the research also suggests that, given
the current conditions existing within Aboriginal
and Torres Strait Islander communities, the
Medicare system cannot in itself be expected to
serve as an adequate funding mechanism for
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health care for Aboriginal and Torres Strait
Islander peoples unless Medicare were to be
radically altered.

Medicare

= The incidence of Aboriginal and Torres Strait
Islander peoples having no effective Medicare
number/card ranges between 15-38%, as reflected
in a recent Queensland survey and supported by
evidence gathered in the course of this research.
An assumption held before this study began was
that relatively few problems would be found in
urban areas, however it was found that
somewhere in the order of 15-20% of Aboriginal
and Torres Strait Islander people using urban
health services do not have access to a current
Medicare number. The situation worsens in rural
and remote areas. This does not necessarily
mean that these people are ‘not enrolled’ in
Medicare in the sense of never having been
enrolled, but either the people themselves or a
service provider reports that they do not have or
cannot access a current Medicare card/number.
Effectively this means they are not enrolled.

This finding is clearly at odds with earlier research
conducted by Reark Research in 1990 which
found that only 7% of Aboriginal people reported
not having a Medicare card. It is extremely
unlikely that there would have been such a marked
decline in possession of Medicare cards in the
intervening years which suggests that the earlier
figures are quite doubtful.

= Aboriginal and Torres Strait Islander people
lacking a current Medicare number include adults
who have never been enrolled - either because
they were part of a community that has not been
utilising Medicare or because, as an individual,
they have managed to slip through the system.
Young children show a particularly high degree of
non-enrolment, reflecting administrative barriers
around their enrolment. A considerable number of
people who are not enrolled (eg newborn babies in
hospital, people in prison, children in care) could
best be targeted at the institutional level.

As well there are often many Aboriginal and Torres
Strait Islander people whose Medicare card has
expired, and therefore are not currently enrolled.
There are also a considerable number who face
great difficulties in determining their Medicare
number, with varying levels of success. In
practice, it makes little difference as to the reasons
Aboriginal and Torres Strait Islander people are
without an identifiable Medicare number as the
task then is to ensure they are provided with a
number.

It needs to be recognised that the absence of a
Medicare card/number means that Medicare is
basically not available to those lacking a
card/number.
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= There is evidence of  considerable
misinformation between the HIC and service
providers/consumers. In some instances this is
about how Aboriginal and Torres Strait Islander
communities and people function and in numerous
instances about how Medicare and PBS operate.
The confusion results in a muliitude of
administrative problems for both the HIC, the
ACCHSs and for the individual consumer.

= The heart of the problem of making Medicare
accessible to Aboriginal and Torres Strait Islander
peoples is that it requires a link between an
individual and a unique number and, moreover,
this link is generally established through the
provision of specific personal data that the client
body is often ill-equipped to provide. Having once
established the personal data-individual-number
linkage, this must be sustained over time and be
retrievable. At any point where this linkage is
broken, the system falls down.

s This research reveals, in particular, the
enormous barriers that continue to be experienced
by many Aboriginal and Torres Strait Islander
people in providing acceptable forms of
identification, as required by Medicare. In looking
at the convoluted process surrounding attempts by
many Aboriginal and Torres Strait Islander people
to ‘identify’ themselves it is important to bear in
mind the primary purpose that this identification
serves - to determine whether or not a person is a
bona fide resident of Australia. Requiring a
person’s precise date of birth, the exact spelling of
his/her name, the signature of a birth parent etc
becomes a barrier to many Indigenous people
accessing Medicare when what is principally
needed is to determine whether a person is
eligible for Medicare - yes or no. As one
practitioner pointed out ‘the collection of Medicare
numbers is for the Medicare system’.

= Some of these barriers have been recognised
for some time and strategies put in place by HIC
personnel to overcome them. A particularly
effective one is the simple Proof of Identity form
where a referee can attest to the identity of a
person, hence his/her eligibility for Medicare.
While various strategies such as these appear to
offer solutions to certain problems, they are:

* not utilised extensively in areas where they are
needed

» often not known to, or understood by, service
providers (even within the HIC)

+ often erratically applied even within the same
jurisdiction.

As well, there are other barriers for which
strategies to overcome them have not yet been
developed. Bringing about changes to Medicare
procedures to allow Aboriginal and Torres Strait
Islander people to self-identify as Aboriginal and
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Torres Strait Islanders would facilitate a range of
special measures targeting Indigenous people.

= At the outset of the research it was generally
assumed that ‘the patients always get what they
need. It's the middleman who might not’ , that is,
Medicare number or not, people are still able to get
medical care. However there is some modest
evidence that the patient does not always get what
s/he wants or, more importantly, needs. There are
an increasing number of specialists refusing to
bulk-bill and some refusing to provide care in
situations where a patient lacks a Medicare
number. Even a few ACCHSs reported
withholding services from, or refusing to bulk-bill,
people without a current Medicare number. There
were also accounts of certain pathology and other
technical services being unavailable on a bulk-
billing basis - in these instances patients are either
made to seek services elsewhere or else delay
receiving a service until they can meet the up-front
fees. Service providers tend to make exceptions
for children who are ill, being much more likely to
provide care to them, with or without a Medicare
card.

Given what the research has found about the level
of reticence often shown by Aboriginal and Torres
Strait Islander peoples to seeking health care
(which is exacerbated by racism experienced
within the wider community), it suggests that being
made to ‘go elsewhere’ or wait for care could very
well mean that care is never received. In a
number of instances it is only the good-will of
individual service providers or a genuine
commitment to improving Aboriginal health which
ensures that Aboriginal and Torres Strait Islander
peoples continue to receive certain services —
practitioners being willing, in some cases, to
forego individual payments and/or to generally limit
their income when working in Aboriginal and
Torres Strait Islander communities.

= Having said this, it is certainly true that it is the
service-providers who bear the brunt of managing
the procrustean task of making Aboriginal and
Torres Strait Islander peoples fit the bureaucratic
system of Medicare. (The image of Procrustes
seems a very apt one here. A mythological Greek
villain, Procrustes used to stretch or mutilate his
victims - extending an arm here or lopping off a leg
there - to make them conform to the length of his
bed.)

Across many ACCHSs a considerable amount of
time is spent enrolling patients, seeking to identify
and verify Medicare numbers, ensuring claims are
properly lodged, maintaining patients’ Medicare
information for the ACCHS themselves and for
other local services to utilise etc. The amount of
administrative time spent on these tasks varies
greatly from one service to another but the result is
a staffing and financial cost to the service - time
and/or money that might have been spent on direct
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service delivery. There is a level of resentment
amongst some service providers that they are
being made to assume duties that are not their
responsibility. The HIC expresses a concern over
not belabouring mainstream GPs with the task of
getting clients enrolled yet this has, in many cases,
become a taken-for-granted expectation of many
ACCHSs. A number of Medicare Customer
Service Officers confirmed that they had few
problems —because the ACCHSs managed to
sort everything out. Many ACCHSs are seeking
greater involvement by the HIC in enrolment and
training processes.

s The success, or otherwise, of ACCHSs
overcoming the barriers to Medicare which face
their Aboriginal and Torres Strait Islander patients
appears to be a function of numerous factors -
some of which relate to characteristics of their
clientele (eg level of general education,
experience of other bureaucratic systems, extent
of traditional cultural practices, ‘stability’ of the
community etc), some of which relate to the
ACCHS (eg standard of, and ability to resource,
administrative  support, use of computer
technology etc) and some of which relate to the
larger service-delivery environment (eg prevalence
of Medicare usage, level of cooperation of
Medicare staff etc).

=  Common to the majority of ACCHSs and other
health care providers servicing Aboriginal and
Torres Strait Islander people was a dissatisfaction
with the ability of the Medicare system, as it
stands, to adequately remunerate for the services
they deliver. This was due to the considerable
work taken on by Aboriginal Health Workers and
nurses, the high costs often incurred due to
remoteness, and the additional time and services
that are often required for the provision of holistic
health care.

= While the Medicare system serves the general
community very well, current conditions existing
within Aboriginal and Torres Strait Islander
communities mean that Medicare cannot in itself
be expected to serve as an adequate funding
mechanism for health care for Aboriginal and
Torres Strait Islander peoples unless the system
were to be radically altered for this group. The
complex and multi-problem nature of many
Indigenous people’s health, the backlog of
educational health work to be carried out and the
cultural inappropriateness of many Medicare
requirements for Aboriginal and Torres Strait
Islander peoples make it clear that Medicare, as it
is currently constructed, is unlikely to ever provide
a completely satisfactory mechanism for funding
Aboriginal and Torres Strait Islander health
services, in a way that ensures equitable access.

As a minimum then we recommend that in the
wake of this report an examination be made of the
question of how Medicare services for Aboriginal
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and Torres Strait Islander peoples can best be
organised and funded so as to reflect the principle
of equal access for equal need.

The Pharmaceutical Benefits Scheme

= It was assumed by many service providers
consulted in the course of this study that the level
of concession eligibility for PBS medication would
be very high in Aboriginal and Torres Strait
Islander communities. Some noted that this was
likely to be a life-time eligibility, in some or many
instances. Any barriers arising in establishing a
person’s eligibility through his/her entitlement or
concession card number reduces that person’s
access to cheaper or free medicines. As with the
Medicare number, there are significant problems
that many Aboriginal and Torres Strait Islander
people experience in identifying and holding on to
their concession number. The reasons this
continues to be a problem are similar to those
operating in regard to Medicare - many people
don’t retain their cards, they change their names,
their family structure changes, the usefulness or
need for the card/number varies etc.

» CDEP participants, who form a significant
section of Aboriginal and Torres Strait Islander
communities and, in most cases, are eligible for a
DSS entitlement card, in many instances did not
have one and often did not know they were entitled
to one. The necessity of paying the full $20 for
PBS medication while earning a wage equivalent
to the unemployment benefit is a major problem for
these people. There is a clear need to develop a
process to ensure that CDEP participants, who in
the vast majority of cases fall into the low-income
bracket, are not disadvantaged.

= While the responsibility for providing proof of
entitlement status rests with the patient, in practice
this often falls to a service-provider such as an
ACCHS worker or a pharmacist. In this
circumstance a critical impediment arises as a
result of the requirement that an entitlement
number only be released by the Department of
Social Security (DSS) to the party concerned —
rendering a health worker or pharmacist unable to
access this information on behalf of the patient.
The inability of DSS, in light of privacy and/or
security considerations, to release this information
to a third-party is one of the two principal barriers
to Aboriginal and Torres Strait Islander peoples
accessing PBS.

= The patient copayment requirement is seen by
virtually all service-providers as being the second
major obstacle to Aboriginal and Torres Strait
Islander peoples accessing PBS. A host of
reasons were reported as accounting for this,
including the low incomes of many Aboriginal and
Torres Strait Islander people, and making the
money stretch between periodic payments, the
high cost of living (particularly for large families),

Keys Young

the low value some people place on medication
etc. Both the concessional copayment and the
non-concessional copayment were seen as
obstacles. It was stressed that people not
receiving DSS benefits often experienced the
same financial problems as those on benefits.

m  The majority of ACCHSs operate accounts with
a local chemist and underwrite the cost of
medications for some patients who can’t afford to
pay for them. The extent of the service depends on
the funds available to the ACCHS for
pharmaceuticals, patient demand, proximity to a
chemist and the policies of individual ACCHSs.

= The fundamental problem of Aboriginal and
Torres Strait Islander people being able to meet
the copayment requirement overshadows almost
entirely any Safety Net considerations. There
appears to be relatively little awareness of the
Safety Net except amongst pharmacists, who are
best placed to monitor people’s eligibility for the
Safety Net. However within ACCHSs, attending to
the task of identifying entitlement numbers and
responding to the need to immediately dispense
medication are tasks of primary importance.
Ensuring that - down the line - a family gets
medication more cheaply or at no cost via the
Safety Net, gets little attention as a result.

Even where pharmacists are monitoring
expenditure for their customers there are
numerous factors that make an accurate
assessment particularly difficult for Aboriginal and
Torres Strait Islander peoples, eg shifting family
groupings, greater mobility and so on.

= Immediate access to medications by many
Aboriginal and Torres Strait Islander peoples when
they present at a clinic/ACCHS is generally felt to
be necessary by health services personnel.
Certainly antibiotics are commonly dispensed or
administered on the spot - both because of the
need for a timely response and to ensure that the
barrier arising when a patient has to take a script
to a pharmacy to be filled, is eliminated.
Generally, such medication is provided at no cost,
overcoming the barrier of the copayment as well.

The pharmaceutical stock kept on hand for
dispensing purposes is provided through a variety
of means, from application of Section 100 (to
provide a comprehensive range of
pharmaceuticals) to various ‘imprest’ systems
operating in conjunction with hospitals/clinics, to a
simple array of samples provided by the
pharmaceutical companies. Again, virtually all
ACCHSs dispense some medication directly, even
in urban areas with chemists nearby, because they
regard it as essential to ensuring a patient
receives what s/he requires.

= It was universally agreed - by health service
personnel and pharmacists - that medication
compliance among Aboriginal and Torres Strait
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Islander people (that is, use of medication in the
manner specified) was generally very low. (This
related to ‘western medicines’, not to traditional
medicine, where compliance may well be higher.)
As discussed in the report, this reflects attitudes to
health, the value in which medicines are held, poor
labelling systems, the lack of supports and
infrastructure to use medication properly etc. For
health personnel it is a continuous and on-going
struggle to ensure that Indigenous people use, and
use appropriately, the medications they need. In
this circumstance, using copayments as a ‘price-
signal’ makes little sense at all.

m There are a variety of other specific issues
relating to PBS that were felt to be critical to
Aboriginal and Torres Strait Islander peoples. Of
particular importance was the removal or omission
of medication from the list of PBS-subsidised
pharmaceuticals, which are used for conditions
that are particularly common in Aboriginal and
Torres Strait Islander communities, rendering
these medications unavailable or unaffordable to
many people. These included such items as anti-
fungals and topical antibiotics.

Provision of Information

The study found that the current range of HIC
information materials were targeted at a market
that is literate, reasonably well educated and fluent
in English, and that this was not appropriate to
many Aboriginal and Torres Strait Islander
communities. There is a need to develop culturally
appropriate materials on a range of topics for both
consumers and service providers (eg Aboriginal
Health Workers).

RECOMMENDATIONS

The study brief asked that the consultants define
ways in which service delivery and program
information can be improved to ensure better
access to Medicare and PBS by Aboriginal and
Torres Strait Islander peoples or their service-
providers. In defining how service delivery/
information can be improved there are a number of
matters to be considered.

= First, the barriers that have been described
have been identified through a consultative
process with service providers and consumers. In
large part the consultants have not been in a
position to validate claims or criticisms raised by
people nor any counter-claims made by others in
response. For example, special enrolment forms
are said to be held in most hospitals for the
universal enrolment of newborn babies, yet time
and again Aboriginal and Torres Strait Islander
people raised the issue that this system appears to
have broken down, leaving them with considerable
problems enrolling babies and children.

Keys Young

Therefore in some instances our advice takes the
form of ‘make the system work’ rather than
introducing new procedures or practices.

= Where the consultants have been able not only
to identify a problem but are able to make a clear
recommendation as to how best to overcome a
barrier this has been done. In some instances,
however, we indicate the way the system would
have to change to overcome an identified barrier -
the precise manner in which this can be achieved
being a matter for the HIC or other appropriate
agencies to determine. It should also be noted
that these may not be the only, nor necessarily
the best options for addressing the problems
discussed and therefore the HIC should not
limit itself by excluding other potentially useful
ideas that may emerge in the future.

= Finally, the determination of ways in which the
service delivery system could be improved to
ensure better access takes the form, in some
cases, of relatively simple and easily achievable
changes whereas others would require quite
radical alterations to Medicare and the PBS. If
certain changes were brought about it would
obviate the need for other actions - that is, a
hierarchy of improvements exists and the more
critical or far reaching ones are identified as such.

On the other hand, even if a comprehensive range
of improvements to Medicare and PBS could be
achieved, it is still possible that Aboriginal and
Torres Strait Islander people would continue to
experience barriers in accessing Medicare and
certainly in accessing appropriate levels of health
care. It may be that an alternative to the current
system, such as a capitation system (whereby the
Department of Health and Family Services would
pay capitation grants to all ACCHSs for enrolled
clients), is needed. Capitation funding would need
to be set at a premium above the national average
to reflect the substantially greater health needs of
Aboriginal and Torres Strait Islander peoples.

Medicare Enrolment

1. The HIC needs to make the option of enrolling
people on the spot available to all ACCHSs
through simplified procedures as well as taking
greater responsibility for providing support to the
ACCHSs in carrying out this function.

2. The HIC needs to assume greater direct
responsibility for ensuring that people in the
community are properly enrolled and should
ensure that resources are made available for staff
to carry out more fieldwork. Alternatively, the HIC
should contract Aboriginal community
organisations in remote and rural areas to improve
enrolment. If places such as resource agencies
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were used this would reduce the burden on
ACCHSs.

3. The HIC needs to negotiate with the appropriate
agencies to ensure that people who have been in
institutions (such as prison, drug and alcohol
rehabilitation centres, juvenile detention centres)
as well as children who have been in care are
enrolled in Medicare before they leave the
program/institution.

4. ACCHSs and other service providers should be
informed about the existence and rationale of the
Medicare card expiry procedure and encouraged
to record their patients’ expiry dates along with
their Medicare numbers.

Alternatively, or as well, the HIC should issue
Medicare cards without expiry dates when it is
known that the cardholder is an Aboriginal or
Torres Strait Islander person (eg when bulk
enrolling in communities and/or when enrolments
originate from an ACCHS).

5. The HIC should delete the issue number from
Medicare cards issued to people who are known
or assumed to be Aboriginal or Torres Strait
Islander.

6. The HIC needs to adapt its security systems to
identify centres which act as agents or clearing
houses for patients’ Medicare cards to ensure the
system does not limit the number of cards that
may be sent to that address.

7. It is recommended that the HIC adopt a simple
Proof of Identity form, such as that used in parts of
Queensland and that it be made universally
available to all ACCHSs or equivalent services.
Referees should include persons who would
normally be available at an ACCHS. The form
should include a clause indicating it is an offence
under the Health Insurance Act to make a false
declaration and should include clear instructions
regarding how it is to be used. The form should be
available to services regardless of location: those
urban ACCHSs consulted were able to
convincingly demonstrate that they were able to
verify an Indigenous person’s identity, at the least
to the degree needed to ascertain eligibility (ie
residential status).

A Proof of Identity form raises a problem for those
services that bill electronically, and this is an area
that will increasingly cause problems as more
practices move towards electronic billing.
However this might possibly be addressed by
having the capability on any claim form, to signal
that simultaneous enrolment was also being
sought.

8. To cut down on paperwork and administration, a
simple Proof of Identity form should be married
with the enrolment form and used to enrol people
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at ACCHSs and perhaps those bulk-billing
surgeries with a high proportion of Aboriginal and
Torres Strait Islander patients (where they can be
identified).

9. It is recommended that an information campaign
be directed at Indigenous consumers as well as
service providers clearly outlining the minimal
proofs of identity needed to enrol in Medicare.

10. The HIC and the Department of Health and
Family Services should initiate discussions with
the appropriate organisations regarding the
introduction of a question on enrolment forms,
claim forms etc which asks the consumer whether
s/he chooses to be identified as an Aboriginal or
Torres Strait Islander person (note that it is
important to enable this distinction to be made).
This is already a commonplace procedure among
other agencies such as the Department of Social
Security. Any such move to introduce such an
option would have to be accompanied by
information and guidelines on how and why the
resulting data would be used.

11. The HIC needs to ensure that ‘bulk-enrolment’
of Aboriginal and Torres Strait Islander peoples,
whereby remote service-providers (eg visiting
specialists) have patients fill out Medicare
enrolment forms at the time of consultation and
lodge the forms with their bulk billing voucher, is
made standard practice and acceptable to all
Customer Service Centres.

12. The HIC needs to undertake more concerted
action to assist hospitals (particularly those serving
Indigenous communities) in ensuring that
Medicare enrolment of newborns becomes
standard practice.

13. The HIC should state on the Medicare Claim
Form the age limit that applies when adding a
newborn child.

14. The HIC should consider raising the age limit
for adding a newborn child via the Medicare Claim
Form from 6 months to 12 months.

15. The HIC needs to make the acceptability of
Health Care Cards as a form of identification
standard practice as a number of service providers
and consumers noted that Aboriginal and Torres
Strait Islander people were often more likely to
have themselves and their children recorded on a
Health Care Card than have other forms of
identification.

16. The HIC should examine how administrative
requirements could be changed to grant guardians
the authority to either enrol a child on the child’s
own Medicare card or to be added to the
guardian’s card in the absence of parental
approval, where this cannot readily be obtained.
This might also require that the rule that a person
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can only be identified on a maximum of two cards
be lifted as well.

17. The HIC should monitor those communities
where individual cards have been issued in favour
of family cards to assess whether this helps
alleviate problems or not. Pending this outcome,
the HIC could make it widely known amongst
ACCHSs that the option of single cards was
available and, if warranted, assist ACCHSs in the
changeover from family to individual cards. Clearly
this is an option that would be adopted according
to the needs and wishes of communities and
individuals.

Accessing Medicare Numbers

18. The HIC should investigate what changes are
necessary to enable aliases to be recorded on
Medicare files when a person enrols and in
response to subsequent enquiries, by or on behalf
of, the consumer.

19. The HIC needs to develop special guidelines
relating to enquiries which accommodate the
cultural characteristics of Aboriginal and Torres
Strait Islander peoples and provide appropriate
training for Hotline staff.

20. Alternatively, a special Hotline number could
be established to deal exclusively with enquiries
for and by Aboriginal and Torres Strait Islander
clients. Staff receiving the calls would know that
greater flexibility was required and special
conditions might prevail (eg the use of alternative
names, the inability to determine date of birth).

21. The HIC hould appoint an Indigenous officer
to manage the issues surrounding the Hotline at a
national level and to coordinate with staff at State
and local levels.

Medicare Rebates

22. The Department of Health and Family Services
should explore mechanisms which compensate for
the clinical work carried out by Aboriginal Health
Workers. This might be by introducing the concept
of provider numbers for these workers or
introducing particular fees for items of service
carried out by a Health Worker under the provider
number of a doctor.

23. The Department of Health and Family Services
should examine the feasibility of expanding the
current fee schedule to remunerate for
consultations longer than the current maximum of
40 minutes (eg one hour plus). If need be, this
could specifically target Aboriginal and Torres
Strait Islander peoples and their service providers.
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24. The HIC needs to recognise the importance of
longer consultations with many Aboriginal and
Torres Strait Islander people and doctors working
in salaried positions in ACCHSs need to be
reassured that if they bill for a greater than
average proportion of long visits that this will not
automatically place them under suspicion.

25. The Department of Health and Family Services
should examine the possibility of a schedule of
fees that offers a higher rebate for services
delivered in remote areas.

26. A component to cover the cost of specialist
‘gap’ payments needs to be recognised by the
Department of Health and Family Services in
relation to grant funding to ACCHSs. It would allow
ACCHS doctors to refer patients when absolutely
necessary to non bulk-billing specialists. An
ACCHS could, for example, negotiate a price for a
particular service and organise treatment in a
private hospital, if necessary, as has been done in
certain areas.

Accessing PBS Concession Entitlement

Numbers

27. The Department of Social Security, in
consultation with the HIC, needs to address the
privacy issue in order to enable pharmacists to
access entitlement numbers at source. Clients
would need to be made fully aware of what this
meant, as there is a general suspicion about the
use of private information and the option of
refusing the release of the entittement number
should be given.

28. If direct access by pharmacists to entitlement
numbers were achieved, the requirement that a
concession card be sighted each time a client
purchases PBS medication could be relaxed.

29. The Department of Social Security and the HIC
need to develop an efficient mechanism for
children in the care of someone other than the
parents to be included on their guardian’s
entitlement.

Eligible People Without Entitlement Cards

30. As a matter of urgency, the Department of
Social Security and ATSIC, in conjunction with the
HIC and the Department of Health and Family
Services, should ensure that a system is
established in which CDEP participants
automatically receive Health Care Cards unless
they do not pass the means test (thus reversing
the burden of proof) and also that much better
information on this matter is continually provided to
CDEP coordinators and participants.

Affordability of and Access to Medication

31. If access to the PBS is to be achieved for
Aboriginal and Torres Strait Islander people,
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adequate funding for ACCHSs, sufficient to cover
PBS copayments, is required. The Department of
Health and Family Services needs to identify a
mechanism for facilitating this, either through PBS
or via Department of Health and Family Services
grants.

32. The Department of Health and Family
Services, in consultation with the RACGP and yhe
AMA, should explore means of raising awareness
among general practitioners of the implications for
Aboriginal and Torres Strait Islander people of
their prescribing habits.

33. The Department of Health and Family
Services, the Pharmacy Guild of Australia and
training institutions should examine the best
means of making educational/awareness
programs standard for all pharmacy
undergraduates and for pharmacists working in
communities with Aboriginal and Torres Strait
Islander populations.

34. The Department of Health and Family Services
should, as a first priority, seek Ministerial approval
to expand Section 100 arrangements to other
remote and rural ACCHSs. Consideration should
also be given to the possibility of extending
Section 100 to urban ACCHSs. Administrative
support would need to be provided to some
ACCHSs, particularly with tasks such as
negotiating with  distributors, ordering and
managing stocks of medication.

35. The placement of medicine chests in
remote/outstation communities which currently
have no access to medication of any kind is clearly
beneficial. The Department of Health and Family
Services should make available to the RFDS to
expand this arrangement to more Aboriginal
communities.

36. The Department of Health and Family Services
should consider paying a modest fee to
pharmacists for delivery of medication to
Aboriginal and Torres Strait Islander people who
are isolated or semi-isolated and for whom there
exists no other mechanism for the supply of
pharmaceuticals.

Improving Medication Compliance

37. The Department of Health and Family Services
needs to collaborate with OATSIHS, pharmacy
and health care provider interest groups and the
pharmaceutical industry to devise and trial
labelling systems which take into account different
cultural understandings and different levels of
literacy. Any labelling system needs to have the
input of Aboriginal and Torres Strait Islander
peoples.

38. The Department of Health and Family Services
needs to support information provision and
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education about medication to Aboriginal Health
Workers and to draw on their knowledge and
experience to produce the materials.

39. The Department of Health and Family Services
should consider meeting the costs of providing
medication aids such as customised packaging
(eg dosette and Webster Packs).

40. The Department of Health and Family
Services, in conjunction with the pharmaceutical
industry, needs to ensure that dosages, packaging
and listing of medication on the PBS take into
account the efficacy of single dose agents in
treating Aboriginal and Torres Strait Islander
people. Further, pharmaceutical manufacturers
should be encouraged to produce single dose
agents.

41. When making decisions regarding the PBS list,
the Pharmaceutical Benefits Advisory Committee
needs to take into account the particular impact
these decisions will have on Aboriginal and Torres
Strait Islander populations.

Provision of Information

42. The HIC should undertake to actively assist in
the of training workers at ACCHSs regarding the
application of the Medicare and PBS systems.

43. The HIC should establish and publicise a
range of performance standards which would be
made available to ACCHS workers and Medicare
consumers (eg ‘new enrolments will be processed
within two weeks’).

44. The Department of Health and Family Services
should support the HIC in the development of
appropriate information materials on matters
relating to Medicare and the PBS as well as other
health matters for Aboriginal Health Workers and
other ACCHS staff. Aboriginal and Torres Strait
Islander people need to be involved in the
development of any such materials.

45. The HIC should pursue a vigorous program of
employing Aboriginal and Torres Strait Islander
people, particularly in key liaison and
consumer/provider roles.

Implementation

46. It is recommended that the Department of
Health and Family Services consider a capitation
model as an alternative to Medicare and PBS
funding. Capitation funding should be set at a
premium above the national average to reflect
greater heatlh needs of Aboriginal and Torres
Strait Islander peoples.

47. A mechanism should be set in place for
ensuring that the issues raised in this report are

J93/96 Aboriginal and Torres Strait Islander Access to Medicare and the PBS [03 November 1997] viii



considered and that appropriate action is taken. A
committee  with  representation from the
departments/ authorities concerned, as well as the
appropriate Aboriginal and Torres Strait Islander
bodies and relevant non-government
organisations, needs to be established to
determine the best means of implementing the
required changes.

48. A process of consultation with peak bodies and
community representatives needs to be set in
place to allow feedback on this report and the
recommendations made within it.

Keys Young
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1.0 INTRODUCTION

The Health Insurance Commission (HIC) is the
Commonwealth authority which administers
Medicare and the Pharmaceutical Benefits
Scheme (PBS).

This research, commissioned by the HIC, was
undertaken by the consultancy Keys Young to
provide information regarding Aboriginal and
Torres Strait Islander peoples' access to Medicare
and the PBS across Australia.

The study arose because anecdotal evidence
suggested that certain barriers may be preventing
Aboriginal and Torres Strait Islander peoples from
accessing the two systems, and, by extension, that
they may not be receiving the level of health care
they require. The Commonwealth’s Access and
Equity Strategy particularly targets barriers faced
by Aboriginal and Torres Strait Islander peoples,
thus there was a responsibility to determine, in a
systematic manner, whether barriers exist and
how they might be overcome.

1.1 BACKGROUND: MEDICARE AND THE
PBS

Medicare

Medicare is Australia’s national health insurance
system introduced in 1984. The main feature of
Medicare is that it provides access to free or
subsidised medical services through the payment
of a rebate and access to free treatment as a
public patient in a public hospital through funding
arrangements between the Commonwealth and
State and Territory Governments. Medicine is
intended to be available to all Australian residents
irrespective of age, income or health status. State
and Territory Governments are responsible, under
agreements with the Federal Government, for
ensuring that hospital services adequate to meet
these entitlements are available.

The HIC maintains an enrolment file through its
Customer Service Centres and State and Central
Office network. The Medicare enrolment file is an
on-line record of eligible persons for Medicare
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purposes. It contains first name, second initial and
surname, date of birth, gender, card-holder’s
address and Medicare card number. It is used for
checking eligibility and processing Medicare
claims. The HIC processing of a Medicare claim
that is bulk-billed generally relies on the Medicare
number or personal details of the patient matching
those in the Medicare enrolment file.

The file is also used to generate Medicare cards.
In 1995 the first of approximately 10 million cards
expired and was replaced. Medicare card
replacement is now a permanent feature of the
Medicare program and is carried out both because
of the potential physical deterioration of the card
and as a means of clearing the files of people who
are deceased, no longer reside in the country, etc.

The Pharmaceutical Benefits Scheme

The Pharmaceutical Benefits Scheme (PBS) was
established in 1954 to provide all Australians with
access to effective and necessary prescription
medicines at a reasonable cost to patients and to
the nation. In essence the PBS is a Government
subsidy on medicines.

PBS medicines are sold to pharmacists at a set
price negotiated between the Commonwealth and
pharmaceutical companies. When the pharmacist
supplies these medicines on prescription, the cost
is retrieved via a Commonwealth refund and a
patient contribution or copayment. Both of these
vary according to the patient’s entitlement status
and the cost of the medicine. The pharmacist
makes a claim for payment from the HIC.

General patients who do not hold a concession
card should pay a maximum of $20.00 (all charges
are indexed annually) towards the cost of each
PBS medicine. The Government pays the rest.
Holders of a Department of Social Security (DSS)
or a Department of Veterans' Affairs concession
entittement card pay $3.20 towards the cost of
each PBS medicine. In order to access cheaper
or free medicines through the PBS people need to
show their DSS concession card to the pharmacist
or the pharmacist needs to have the concession
number on file. Privacy considerations mean that
DSS will only release concession card numbers to

J93/96 Aboriginal and Torres Strait Islander Access to Medicare and the PBS [03 November 1997] 1



the individual concerned - a third party cannot
access a number on a client’s behalf.

The PBS Safety Net protects people from
prohibitive expenses for prescription medicines by
substantially limiting how much they have to spend
on prescription medicines in a calendar year.
Once general patients and their families have
spent $600 on PBS listed items in a calendar year,
they reach the Safety Net threshold and their
medicines reduce in cost from a maximum of
$20.00 to $3.20 for the rest of the calendar year.
When concession card holders have spent
$166.40 in a calendar year their medicines reduce
from $3.20 to being provided free of charge.

As would be apparent from even these minimal
descriptions of the Medicare and PBS systems
they are, by necessity, quite bureaucratic and
precise in their requirements. The need for every
individual under these systems to be identified
through a set of particular personal details and for
these to correspond to a unique number (Medicare
and/or Department of Social Security/Department
of Veterans’ Affairs) results in a potentially
‘unforgiving’ system where gaps in data or
imprecise data can lead the system to fail. The
research sought to understand how, in practice,
Aboriginal and Torres Strait Islander peoples and
their service providers manage these systems.

1.2 OBJECTIVES OF THE RESEARCH

According to the research brief the objectives of
the research were to:

= provide a profile of the participation and
pattern of Aboriginal and Torres Strait Islander
peoples enrolling in and claiming from
Medicare, and any issues/concerns faced in
using the Medicare system;

= provide details of Aboriginal and Torres Strait
Islander peoples' and their service providers'
attitudes and experiences (including problems
encountered) of the HIC's administration of
Medicare;

= provide a profile of the usage and retention of
Medicare cards and cards issued by the
Department of Social Security and Department
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of Veterans' Affairs for Aboriginal and Torres
Strait Islander peoples representative of
different socio-economic and geographic
groups;

= comment on the current range of strategies
used by the HIC for overcoming service
delivery problems to bulk-billing service
providers for Aboriginal and Torres Strait
Islander communities;

= provide a profile of participation of Aboriginal
and Torres Strait Islander peoples in
accessing medicine subsidies to which they
are entitled though the Pharmaceutical
Benefits Scheme;

= describe perceptions and attitudes of
Aboriginal Medical Services and pharmacists
to Aboriginal and Torres Strait Islander access
to the Pharmaceutical Benefits Scheme;

= describe the current range of strategies used
for overcoming PBS concessional benefit
delivery problems for Aboriginal and Torres
Strait Islander peoples where an eligible
person's entittement number is unknown;

= define ways in which the service delivery and
program information can be improved to
ensure better access to Medicare and the PBS
for Aboriginal and Torres Strait Islander
peoples and their service providers; and

= comment on the effectiveness of current
information material and provide creative
strategies and solutions for the development of
future information activities.

As specified in the brief, the research sought the
views and experiences of the following key interest
groups:

= Aboriginal and Torres Strait Islander peoples
in urban, rural and remote areas;

= providers who service Aboriginal and Torres
Strait Islander peoples (ie  general
practitioners, specialists, hospital staff);

= pharmacists servicing Aboriginal and Torres
Strait Islander peoples in a range of locations;
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= Aboriginal Health Services (including centre
administration officers, Aboriginal Health
Workers and medical practitioners) and

= HIC State and branch office staff, particularly
in areas with a high population of Aboriginal
and Torres Strait Islander peoples.

Subsequent revision of the research brief lessened
the emphasis on consumers, and instead shifted
the focus to service providers, as it had been
determined that the latter were the main point of
contact between the HIC and Aboriginal and
Torres Strait Islander peoples. It was also
generally assumed that ‘the patients always get
what they need. It's the middleman who might
not’. In addition to the original objectives, the
research was also expected to explore strategies
to improve access for Aboriginal and Torres Strait
Islander peoples to PBS-subsidised medicines in a
timely manner and to document broader policy
issues where raised.

In considering the resourcing of health care, the
rights-based approach proposed by the Aboriginal
and Torres Strait Islander Social Justice
Commissioner was accepted by the Steering
Committee. This approach involves ensuring
equitable access to the Medicare and the PBS
systems as a right before considering Aboriginal-
specific or 'gap-closing' measures. Also, the
equity model adopted was one of ‘equal access for
equal need’ where ‘need’ incorporated both extent
of disease and ‘capacity to benefit. (This is
discussed further in Section 3.4.)

1.3 ORGANISATION OF THE REPORT

Section 2 of this report outlines the methodology
used in the study. Section 3 briefly discusses
certain issues which set out the background for
any consideration of health care delivery as
applies to Aboriginal and Torres Strait Islander
peoples.

Sections 4, 5 and 6 draw on the fieldwork,
telephone and postal survey data and endeavour
to assess the barriers experienced, across
Australia, by Aboriginal and Torres Strait Islander
peoples in accessing Medicare (Section 4) and the
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PBS (Section 5). Section 6 examines the
provision and appropriateness of the HIC’s
information materials. Various existing strategies
to overcome service delivery problems are
identified and recommendations given for
improvements to service delivery and the provision
of program information aimed at increasing access
by Aboriginal and Torres Strait Islander peoples to
Medicare and the PBS.

Section 7 provides a summary of research findings
and conclusions.

Detailed case studies of each of the eight research
regions are provided at the end of this report. Their
inclusion is intended to set the issues discussed in
this report in context of the particular settings in
which they were reported and to focus on the
realities of health care provision for Aboriginal and
Torres Strait Islander peoples and their service
providers.

It should be noted that this report generally makes
reference to Aboriginal and Torres Strait Islander
peoples but that some conventional terminology
(Aboriginal Medical Services, Aboriginal Health
Workers, Heads of Aboriginal Health Units) uses
‘Aboriginal’ only. We have utilised these
conventions in this report but acknowledge at all
times the applicability to Torres Strait Islander
peoples as well.
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2.0 METHODOLOGY

2.1 OVERVIEW

The methodology was developed by the consultant
in accordance with the brief and in consultation
with the Steering Committee. It comprised three
key components:

= regional case studies involving face-to-face
interviews with key respondents in selected
regions;

= telephone interviews with selected Aboriginal
Community  Controlled Health  Services
(ACCHSs) and other service providers across
the country; and

= postal surveys of medical practitioners,
pharmacists and HIC staff with frequent
contact with Aboriginal and Torres Strait
Islander peoples.

In addition, contact was made, both by the HIC
and by the consultants with other key stakeholders
to explain the nature of the research and to
provide an opportunity for them to express their
views on Medicare and the PBS. This included,
for example, members of the Aboriginal and Torres
Strait Islander Health Council, Heads of Aboriginal
Health Units in the States/Territories and
NACCHO State Affiliate bodies (see Appendix 1).

2.2 REGIONAL CASE STUDIES

The main aim of the case studies in selected
locations was to provide a high level of detailed
information which reflected the particular settings
of the range of service providers and consumers.

2.2.1 Locations

The eight fieldwork regions were selected by the
Steering Committee on the following grounds:

= diversity of health services within a region;

= a range of rural, remote and urban locations
across the regions;
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= at least one location that did not have a
recognised pharmacy and one without an
Aboriginal health service; and

= a spread across a range of States and
Territories.

The locations selected were:
Torres Strait and Northern Peninsula Area, Qld

A remote location with a State-run health service
with reach into Cape York and the Torres Strait
region.

Halls Creek, WA

Remote location with an Aboriginal health service
but without a pharmacy.

Nhulunbuy, NT

Remote location servicing a large section of East
Arnhem land.

Lake Tyers, VIC

Isolated rural location with a distinct Aboriginal
population 50 kms east of the regional centre of
Bairnsdale.

Moree, NSW
Rural location with an Aboriginal health service.
Port Augusta, SA

Rural location with an Aboriginal health service
which reach into northern South Australia.

Perth, WA

Urban location with an Aboriginal health service
and a full range of mainstream health services.

Western Sydney, NSW

Urban location with an Aboriginal health service
and a full range of mainstream health services.

These were seen as study regions rather than a
specific set of facilities and the area was defined in
consultation with the communities involved. With
the exception of Tasmania, the fieldwork was
inclusive of all States and the Northern Territory
and included some communities in the Torres
Strait Islands.

J93/96 Aboriginal and Torres Strait Islander Access to Medicare and the PBS [03 November 1997] 4



2.2.2 Respondents

Within each location interviews were sought,
where feasible, with:

= Aboriginal and Torres Strait Islander peoples
who use, and some who do not use, an
ACCHS;

= ACCHS staff, including

- medical practitioners

Aboriginal Health Workers

nursing staff

administrative/managerial staff

= other providers who service Aboriginal and
Torres Strait Islander peoples, including
medical and administrative staff at:

- ‘private’ bulk-biling and non bulk-billing
Medical Centres

- (public) community/primary health centres
- general practitioners
- public hospitals

= medical specialists

= pharmacists

= Medicare Customer Service Centre (CSC)
staff

It was agreed that as many relevant people
involved in service provision as possible would be
interviewed in each location, in addition to
Aboriginal and Torres Strait Islander
consumers/community members. Within individual
regions between 30-60 interviews were conducted.

Semi-structured  interview  schedules  were
developed by the consultants in consultation with
the Steering Committee (Appendix 2). The
interview schedules were designed to encourage
participants to discuss the issues central to the
study while giving them the opportunity to raise
other matters which they considered to be
relevant. It is important to note that not all issues
were relevant to all respondents, for example
reception and some medical staff were unable to
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comment on budgetary matters and management
often knew less about clinic procedures. However
the full range of issues was covered across the
spectrum of service providers and a larger picture
emerged as a result.

All respondents were assured that their responses
would be confidential - that is, no names or clearly
identifying descriptions would be linked to a
particular response.

2.2.3 Organisation of Fieldwork

Fieldwork was organised in accordance with
appropriate protocols. It was a major undertaking
due to the necessity of locating relevant service
providers within each region and coordinating a
large number of interviews over a wide geographic
spread.

The HIC successfully sought the support of
relevant national peak bodies, namely the National
Aboriginal Community Controlled Health
Organisation (NACCHO), the Australian Medical
Association (AMA), the Royal Australian College of
General Practitioners (RACGP) and the Pharmacy
Guild of Australia.

Initially OATSIHS coordinators in each State were
contacted for some background information and
advice as to the best method of approach to the
Aboriginal Community Controlled Health Services
(ACCHSSs) in the selected locations as a starting
point.

Accordingly, the nominated officer (the Director,
Chairperson, Administrator or Chief Executive
Officer) was contacted by letter, the ACCHS's
participation in the study was requested and
advice on how best to gather information was
sought.

The ACCHS contact and/or the OATSIHS State
Coordinator for each location were asked to
recommend someone who could act as a local
liaison person. In some cases the ACCHS contact
saw it as unnecessary and offered to organise
interviews themselves, and in some cases the
Aboriginal consultant was known to the community
and was able to organise interviews efficiently.
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The ACCHS contacts were generally able to
provide the names of other health services in the
area, and by a process of 'snowballing', interviews
with relevant service providers were arranged. All
service providers were sent a description of the
project and a list of the issues to be raised in
discussions with them. This proved essential as
service providers often had very limited time
available and a prior familiarity with the study
issues allowed them to give considered responses
and more accurate data, where relevant.

At the ACCHSs, an initial interview with the chief
officer was conducted before interviewing other
members of staff. Interviews were conducted
individually or in small groups, depending on
circumstances and the time made available.

2.2.4 The Study Team

The fieldwork team comprised eight people,
including three Aboriginal consultants, four non-
Indigenous consultants and one academic/
practitioner working in the Aboriginal health area.

Each two person study team, comprising one
Aboriginal and one non-Aboriginal researcher,
conducted the interviews either together or
separately. The Aboriginal researcher had
particular responsibility for consulting with
Aboriginal and Torres Strait Islander community
members and the non-Aboriginal researcher had
particular responsibility for interviewing non-
ACCHS service providers and pharmacists.
Discussions with ACCHS staff and HIC staff were
conducted jointly, where feasible and appropriate.

The researchers attended a day-long briefing and
training session prior to entering the field. The
training session covered such issues as the aims
and objectives of the study, background issues,
use of  interview schedules, fieldwork
arrangements, expectations of each researcher,
cross-cultural issues, confidentiality provisions and
reporting requirements.

2.2.5 Climate of Interest

Publicity for the study was arranged by one of the
Aboriginal consultants prior to the commencement
of fieldwork. It was considered important to inform
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communities of the purpose of the study and to
give as much notice as possible to the
communities which were to be included in the
study. A press release was issued and an article
was published in the Koori Mail, which has the
widest circulation of any Indigenous newspaper in
the country.

Articles also appeared in the AMA newsletter,
inviting interested members to identify themselves,
in the HIC's newsletter Forum and PBS Bulletin,
the Australian Pharmacist and Pharmacy Trade.

2.3 TELEPHONE INTERVIEWS

In addition to the face-to-face interviews
conducted in the eight fieldwork locations, a
telephone survey was also carried out. A
significant amount of time was allocated to
telephone interviewing, acknowledging the
enhanced quality of information gathered in this
manner rather than through a postal survey.

= a pool of 38 ACCHSs, as advised by
NACCHO, were surveyed for the study, using
the same semi-structured interview schedule
that was used in the fieldwork. Contact was
made with all of these and 36 in-depth
interviews were completed, sometimes with a
single respondent and sometimes with multiple
respondents (see list in Appendix 3).

= Several medical practitioners and pharmacists
contacted the consultants in response to
publicity published in professional journals.
Each of these was interviewed by telephone.

= Medical practitioners and pharmacists whose
responses given in the postal survey
warranted following-up were subsequently
interviewed.

2.4 POSTAL SURVEYS

In order to canvas as wide a range of service
providers as possible, postal surveys comprising a
limited number of open-ended questions was sent
(free-post return) to the following:
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= 115 medical practitioners who had expressed
an interest in Indigenous health (names were
supplied by the RACGP);

= 60 pharmacists who work in areas with a
relatively high concentration of Aboriginal and
Torres Strait Islander people (names were
supplied by the Pharmacy Guild of Australia);
and

m 36 Medicare Customer Service Centre
managers who have frequent or occasional
contact with Aboriginal and Torres Strait
Islander clients.

(Appendix 4 sets out the survey questions.)

About one-third of all medical practitioners and
pharmacists responded by completing the
questionnaire. In addition another five medical
practitioners and two pharmacists independently
initiated contact.

Close to three-quarters of the Medicare Customer
Service Centre managers responded to the
survey.

2.5 METHODOLOGICAL ISSUES

In the course of the study a number of
methodological issues emerged which should be
noted:

= Responses to the study were generally
positive. Most ACCHSs were very keen to
participate and perceived the research outcomes
could benefit them in some way. Of all the
ACCHSs approached, only one declined an
interview, preferring to respond in writing instead.
Other health service providers were also
responsive, only one or two declining to be
interviewed.

» The administrative time required to arrange the
fieldwork and to carry out the telephone survey
was significant. Provisions for this must always be
made in future research.

» The range of ACCHSs interviewed in this study
is not exhaustive nor necessarily representative of
all ACCHSs in the country. However we are
confident that there has been a comprehensive
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examination of experiences with Medicare and
PBS as they relate to ACCHSs.

n  While the research endeavoured to gather
some information on barriers to Medicare and PBS
experienced by Aboriginal and Torres Strait
Islander peoples who are not necessarily users of
an ACCHS, the structure of the research meant
that, by definition, this was limited . Too little is
known about Aboriginal and Torres Strait Islander
peoples’ patterns of health service usage and/or
the role that ACCHSs play within this to
adequately understand the implications this has for
the research findings.

» The interviewing arrangements at each health
service and pharmacy varied to some extent,
depending upon the amount of time participants
had available and knowledge of and interest in the
research issues. The staff at some busy health
clinics found themselves unable to give the
amount of time they had planned to the study.

»  Responses to questions asked represented a
person’s perceptions of the matter being
investigated. Respondents differed in their views -
often within the same organisation. Thus,
particularly when people were asked to enumerate
something (eg the number of new enrolments
required in a week) caution should be exercised in
the weight given to these figures as they represent
someone’s best judgement, not necessarily fact.
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3.0 CONTEXT OF HEALTH CARE FOR
ABORIGINAL AND TORRES STRAIT
ISLANDER PEOPLES

In order to fully appreciate the place of the
Medicare and PBS systems in relation to health
care for Aboriginal and Torres Islander peoples, it
is useful to briefly highlight certain issues. These
include the current state of Aboriginal health, the
antecedents of these health conditions and the
shifts in the way in which primary care has been
delivered to Aboriginal and Torres Strait Islander
communities in recent years. In particular, the
place of self-determination or community control is
examined. Lastly, the issue of equity is discussed
- again, briefly.

3.1 STATE OF ABORIGINAL AND TORRES
STRAIT ISLANDER PEOPLES’ HEALTH

By almost every measure imaginable, Aboriginal
health indicators continue to reveal completely
unacceptable levels of mortality and morbidity.
This has been documented time and time again,
as the statements below indicate.

= The life expectancy of Aboriginal and Torres
Strait Islander peoples is about 20 years
shorter than  non-Aboriginal  Australians.
(Dodson M, Social Justice Commissioner,
1994)

= Aboriginal death rates are between two and
four times those of the general population.
(Australian Institute of Health and Welfare,
1992)

= Aboriginal infant mortality rates are two to three
times those for the whole of Australia. In other
words, babies born to Aboriginal mothers are
two to three times more likely to die than babies
born to other Australian mothers. (Australian
Institute of Health and Welfare, 1992)

= The prevalence of diabetes mellitus in the 20 to
50 year age group is 10 times higher in
Aboriginal than non-Aboriginal  people
(Australian Institute of Health and Welfare,
1992).
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# The death rates for young and middle aged
adults from circulatory system disorders are 10
to 20 times higher for Aboriginal people than
non-Aboriginal people. (Australian Institute of
Health and Welfare 1994)

= The incidence of tuberculosis is 15 to 20 times
higher among Aboriginal people than non-
Aboriginal (Australian Institute of Health and
Welfare, 1992).

= The prevalence of presumed serious renal
disorders in Aboriginal people is 10 times that
of the general population. (Australian Institute
of Health and Welfare, 1992)

= Mortality rates for cervical cancer are close to
100% in Indigenous women in the Northern
Territory compared to 12% for non-Indigenous
women. (House of Representatives Standing
Committee on Aboriginal and Torres Strait
Islander Affairs, 1993)

= Maternity mortality rates are higher for
Aboriginal people. Aboriginal mothers account
for about 30% of all maternal deaths but less
than 3% of all confinements. (National
Aboriginal Health Strategy Working Party 1989)

= Aboriginal and Torres Strait Islander peoples
are 50% more likely to commit suicide than
other Australians. (Dodson M, Social Justice
Commissioner, 1994)

» The health status of Aboriginal and Torres
Strait Islander peoples continues to be much
worse than that of other Australians. In some
cases, it appears that the gap may be
widening, especially for women. (Australian
Institute of Health and Welfare, 1996)

As the Minister for Aboriginal and Torres Strait
Islander Affairs, John Herron said in his Lyons
Memorial Lecture on 15 November 1996:

To say this (evidence of disadvantage)
represents a challenge is a massive
understatement. There are no easy or
short-term solutions to problems of this
magnitude. It is a challenge, however,
which we cannot ignore.
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3.2 PATTERNS AND PRE-CONDITIONS OF ILL-
HEALTH

The mortality and morbidity patterns among
Aboriginal and Torres Strait Islander peoples can
be characterised as principally:

n chronic, ‘life-style’ diseases such as heart
disease, high blood pressure, diabetes etc which
are partly determined and influenced by the
behaviour of the individual, including diet, smoking,
drinking etc

= infectious diseases, eg pneumonia, parasitic
diseases, STDs

= consequences of violence, either self-inflicted
(suicide) or directed at others

It is also recognised that the immediate causes of
Aboriginal ill-health include such factors as poor
environmental conditions, nutritional deficiencies,
substance abuse etc.

The following statements regarding health risk
factors illustrate this.

n Aboriginal and Torres Strait Islander peoples
have considerable risk factors for ill-health.
Although the proportion of Aboriginal and Torres
Strait Islander people who drink alcohol is lower
than the national average, those who do drink are
likely to drink enough to harm themselves. The
proportion of Aboriginal people who smoke is
double the national average (National Aboriginal
Health Strategy Working Party 1989).

= More than one quarter (29%) of Aboriginal and
Torres Strait Islander people aged 15 years and
over report worrying or sometimes worrying about
going without food. (National Aboriginal and Torres
Strait Islander Survey 1996)

= Disorders of growth and nutrition are prevalent
among many Aboriginal people. (Australian
Institute of Health and Welfare 1992)

n About one in three Aboriginal and Torres Strait
Islander people are estimated to be homeless or
live in inadequate @ accommodation. The
substandard living conditions are generally
characterised by inadequate water and washing
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facilities, poor sanitation and sewerage disposal,
and limited food storage and sub-optimal food
preparation facilities (Aboriginal Development
Commission 1988, quoted in Australian Institute of
Health and Welfare 1992).

= Ten per cent or less of Aboriginal households in
rural and remote communities have no running
water connected, no shower or bath, or inoperative
water supplies (Australian Institute of Health and
Welfare 1996).

There are, of course, even deeper and more
serious factors contributing to the current social,
emotional and physical state of Aboriginal and
Torres Strait Islander peoples today. A legacy of
dispossession from their land, the unresolved
issues of native title, the effects of the policies and
practices resulting in the ‘stolen children’ and
centuries of institutionalised racism have all taken
a marked toll on Indigenous peoples.

Acknowledging these conditions has immediate
implications for the nature of primary health care
amongst Aboriginal and Torres Strait Islander
communities. That is, a heavy emphasis on
preventative programs and health education/
promotion and measures to address urgent
community infrastructure needs are required along
with the provision of curative, clinical health
services. Encouraging Indigenous people to trust
and use mainstream health services, where
appropriate, is also a challenge.

As well, this raises the basic question of how to
see the need to address the significant backlog of
essential services and facilities in relation to the
provision of mainstream services where it is
implied or presumed that a level playing field
exists. The question is relevant to this study and
the revised research brief instructed that:

In keeping with the rights-based approach
proposed by the Aboriginal and Torres
Strait Islander Social Justice
Commissioner, it is accepted that the
equitable access to Medicare and the PBS
resourcing of health care should be
considered separately from Aboriginal
specific or ‘gap-closing’ measures.
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The implication for this research was that a ‘two-
tiered’ approach to the assessment was required.
At one level it was essential to focus primarily on
Medicare and PBS with the objective of
maximising the utility of these systems for
Aboriginal and Torres Strait Islander peoples. This
meant in the first instance, focussing on the
operational systems of the HIC’s administration of
Medicare and the PBS. In short, the intent was to
endeavour to fix at least one discrete part of the
total health delivery system. However, it was also
critical to at least identify some of the broader
policy and practice issues which impact on health
service delivery to Aboriginal and Torres Strait
Islander peoples, as they emerged in the course of
the study, whether related to Medicare or not.

3.3 THE DELIVERY OF HEALTH CARE
SERVICES TO ABORIGINAL AND TORRES
STRAIT ISLANDER COMMUNITIES

Self-determination

The issue of self-determination or community
control in regard to Indigenous peoples is a
concept which is understood in many different
ways. Successive Federal Governments have
shifted in their positions and policies in regard to
self-determination with implications for the way in
which services are delivered in Aboriginal and
Torres Strait Islander communities.

ATSIC, of course, was established to provide a
mechanism for some level of self-government and
self-management of programs and services. In
the field of primary health care, however, the
existence of Aboriginal-controlled health services
predated ATSIC by a considerable period of time -
the first community controlled health services
having been established nearly two decades ago
(in Redfern, NSW).

Supporters of community control would argue that
genuine health benefits can best be achieved
through community control and ownership of
primary care services, particularly given the
fundamental social and economic deprivations
suffered by Aboriginal and Torres Strait Islander
communities. This goes beyond a simple notion
that this would result in the provision of culturally
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appropriate services (although this is certainly a
consideration) but that the principle of collective
self-determination, as well as being the key to self-
responsibility and accountability, is a right. The
community controlled Aboriginal health service
model continues to be the main form of health care
service funded by the Commonwealth Department
of Health and Family Services.

ATSIC and OATSIHS

In very recent years there has been a shift in the
way in which Aboriginal and Torres Strait Islander
health services are funded and administered at a
national level. On 1 July 1995 the responsibility for
Aboriginal primary health care funding moved from
ATSIC to the Department of Health (now Health
and Family Services), albeit to the Office for
Aboriginal and Torres Strait Islander Health
Services (OATSIHS). At that time OATSIHS
assumed responsibility for the funding of some
230 Indigenous primary health care and substance
abuse services. In the 1996-97 budget the
Commonwealth Government announced plans for
new primary health care services in 25 remote
Indigenous communities, with planning for a
further ten to take place in 1997/98.

Currently, ACCHSs receive their principle funding
through an OATSIHS grant, with supplementary
funds coming from other Commonwealth and State
program funds and, increasingly, from Medicare.
This results in an interesting mix of Indigenous-
controlled services receiving Indigenous-specific
health funds in conjunction with mainstream
Medicare funding.

A question that arose at the outset of the research
related to the usage of ACCHSs amongst
Aboriginal people about which there is little
systematic information. (In fact, the 1994 National
Aboriginal and Torres Strait Islander Survey was
initiated because of the general paucity of
statistical information about the Indigenous
population but was unable to adequately address
questions about, say, use of ACCHSs.) In
particular the questions raised related to the role of
ACCHSs in Aboriginal communities - were they
used by choice and preference, what place did
convenience and access play in their usage,
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where alternative services existed to the ACCHSs,
which services were used and for what reasons?
To the degree possible, the research sought
qualitative information on these questions.
However, given that records such as Medicare
claims do not identify whether a person is an
Aboriginal or Torres Strait Islander or not, there
are extreme limits on what can be known,
quantitatively, about usage of health services by
this population.

Grants and Medicare Billing

The mix of funding sources appears, in some
instances, to result in certain tensions or
ambiguity. This is evidenced, for example, around
the history of ACCHSs claiming benefits under
Medicare. With numerous ACCHSs getting grants
which were to enable them to hire salaried
doctors, the question was raised as to whether this
precluded them from also conducting a fee-for-
service, bulk-billing operation (ie double-dipping).
An unknown number of ACCHSs continued to
receive a grant and to claim under Medicare but
were concerned about the legitimacy of the
practice. Since a Ministerial announcement in May
1996, this situation has been clarified and now it is
policy that all ACCHSs which employ a doctor do
have the possibility of attracting medical benefits
payments and are encouraged to bulk-bill. Any
additional funding received by ACCHSs from bulk-
billing can be used to extend their health
services/programs in needed areas. At the outset
of this research there was primarily anecdotal
information regarding ACCHSs’ attitudes toward,
and level of, bulk-billing. One of the perceptions
that was prevalent was that some or many
ACCHSs continued to be cautious or anxious
regarding the use of Medicare and bulk-billing.

This was thought to result from:

= residual concern regarding the acceptability of
bulk-billing by a salaried doctor, or the fear that
this agreement would be reversed, leaving
ACCHSs operating programs/services for which
funds were not available;
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= an assumption that the bureaucratic and
administrative demands created by the use of
Medicare outweighed the benefits;

= a concern that fee-for-service  was
inappropriate for much of Aboriginal health needs
which required a focus on preventative and
community health programs;

= a concern that an emphasis on fee-for-service,
as provided by a medical practitioner, would distort
the nature of care provided (eg emphasise
turnover and short consultations) and, in particular,
would erode the position and authority of
Aboriginal Health Workers;

= suspicion that the encouragement to utilise
Medicare is a step towards the longer term
reduction or cessation of grants to ACCHSs.

One of the secondary objectives of this research
then, was to provide information on the attitudes of
the ACCHSs toward Medicare, the prevalence of
bulk-billing within the services and feedback on
whether (and the degree to which), the use of the
Medicare system has altered the way in which
health services are delivered. In the near future
OATSIHS intends to establish a Minimum
Reporting Requirement (MRR) system to
determine, among other things, the level of bulk-
billing by ACCHSs.

The Commonwealth and the States/Territories

There are also a number of issues arising as a
result of shifts in responsibility for Aboriginal and
Torres Strait Islander primary health care between
the Commonwealth and the States/Territories.
Negotiations are being or have been carried out
between the Commonwealth and each State and
Territory leading to Framework Agreements to
achieve better coordination in the planning and
delivery of services to Aboriginal and Torres Strait
Islander peoples. Agreements have already been
signed with most States/Territories. In a number
of States and Territories, arrangements are also
going through a marked period of transition,
particularly in regard to the introduction of the
Medicare system. In the course of this research,
for example, steps were being taken to introduce
and promote use of the Medicare system in the
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Torres Strait district and amongst Aboriginal
communities in Central Australia.

In other areas, Western Australia for example,
health care facilities in rural/remote areas are
currently provided almost entirely by the State
health system on a non fee-for-service basis. In
these circumstances, an ACCHS which seeks to
bulk-bill is working on a different basis to the other
local health services, thus the Medicare system
(and card) might be less salient to the population
hence more difficult to manage for those services
using it. There are similarly shifts in the use of the
PBS system where, for example, it is believed that
the practice of hospitals supplying medications
directly to out-patients, as well as in-patients, has
increasingly been supplanted by use of the PBS
system where scripts are written instead. This of
course immediately shifts the cost of
pharmaceuticals from the State to the
Commonwealth.

The pertinence of these factors for the current
study is that the overlay of an Aboriginal
Community Controlled Health Service network
over changing and variable mainstream service
delivery systems was expected to result in a quite
diverse and complex set of arrangements under
which the ACCHSs used and managed aspects of
the Medicare and PBS systems for their patients.
The case studies reported in this document
illustrate how aspects of the ACCHSs’ use of
Medicare and PBS often do reflect unique local
conditions, although there were numerous
common threads to the experiences and practices
of the ACCHSs.

3.4 EQUITY CONSIDERATIONS

As noted earlier, the HIC is required, like all
Commonwealth departments and agencies, to
meet the Commonwealth’s Access and Equity
requirements, and this current research is a
response to the need to identify any barriers
experienced by Aboriginal and Torres Strait
Islander people to Medicare and to the PBS. It
was also noted that a particular model of equity
was to be applied to the research, based on the
work of Dr Gavin Mooney et al as described in the
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report Feasibility Study into the Adequacy of
Resources and the Development of a Funding
Formula in Aboriginal and Torres Strait Islander
Health (June 1996). Access to health care is often
seen in terms only of ‘opportunity cost’ barriers to
use ie the resource costs of time, distance, etc
falling on individuals attempting to use the service.
Here such costs are considered to be only a part
of the barrier and wider considerations related, for
example, to cultural appropriateness,
convenience, etc are also deemed relevant. For
access then to be judged equal requires that
different individuals perceive the barriers to use for
them to be the same height. The concept of need
is seen as being defined in terms of ‘capacity to
benefit’ rather than the more common notion of
need as simply the extent of sickness. Additionally
and importantly the researchers suggest that there
is a higher weight socially attached to health gains
for those groups in poorer health (such as
Aboriginal and Torres Strait Islander peoples) as
compared with the weight that society attaches to
health gains to groups in relatively good health.

Developing the discussion of equal access for
equal need the authors state:

It is apparent that access is dependent on
not just the values of individuals but also
their information base. Some individuals
will have low use even when they have the
same access simply because they are less
well informed than those who, with the
same access, use health services more.
Some individuals will be ‘penalised’
through not being as well informed as
others. Consequently equality of access
will unfairly affect those poorly educated in
health and health care matters.

In relation to this research, a question arose as to
whether any evidence would be found that
Aboriginal and Torres Strait Islander peoples
appear to see ‘health’ in a way that differs from the
general population and, further, whether this
seemed to flow from being less well informed.
One indication of this might be if they presented for
health care later in the course of their iliness than
others might, that is, were more seriously ill when
seen by a doctor or health care worker .
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Leaving aside these issues, attempts to actually
determine the current position of Aboriginal and
Torres Strait Islander peoples’ use of health
services are greatly hindered by the inadequacy of
existing data. However, Mooney et al go on to
state that, despite the paucity of data:

. there is no way in which the current
level of spending on health services for
Aboriginal and Torres Strait Islander
peoples - whatever the precise estimate of
that spending is - could be described as
adequate. ... were (the proposed equity
model) fo be adopted, this would result in
the ratio of health service spending on
Aboriginal and Torres Strait Islander
peoples being several times higher than
for other Australians.

The authors also address the fact that the
Australian health care system has objectives other
than equity to consider - most particularly,
efficiency. There is, potentially, a major conflict
between equity and efficiency in that equity could
‘eat into’ the goal of maximising the health of the
Australian community as a whole. In the current
study, there was the potential for conflict to arise
between the objectives of increasing access of
Aboriginal and Torres Strait Islander peoples to
health care services (within a context of rising
general health costs) and the need to rationalise
and contain expenditure. At a practical level there
is also the task of determining how mainstream
systems such as Medicare and the PBS could be
adapted to be more culturally accessible to
Aboriginal and Torres Strait Islander peoples
without creating a system that was unmanageable
or open to abuse in relation to the rest of the
community.

A notion of equity based on principles of equal
access for equal need and embodying the concept
of capacity to benefit is a considered and complex
one. This concept of equity contrasts with a view
that is probably quite common in the community
where equity simplistically means everyone gets
the same thing, regardless of need. There has to
be a concern that the simplistic view of equity that
‘everyone gets the same’ would very much work
against any prospect of providing adequate
resources or adequate access for Aboriginal and
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Torres Strait Islander peoples given, as indicated
above, their well documented much greater needs.
There are it seems two issues here. First it
appears that many Australians accept that the
health status of Aboriginal and Torres Strait
Islander peoples is very poor and yet somehow do
not make the link between that and the need for
adequate resources to address these greater
needs. Second there is a view that much has
already been spent with little return in terms of
health improvement.

Positions around these issues were often raised in
the course of this research and, of course, have
implications for the role of Medicare and the PBS
and the place of other Indigenous-specific funding
in Aboriginal and Torres Strait Islander
communities. Our research did reveal that the
‘everyone gets the same’ view of equity is rather
common and the political reality of this has to be
addressed.
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4.0 EXPERIENCES AND BARRIERS IN
ACCESSING MEDICARE

In this area, patients are treated solely on
their need to be patients and not on their
race. There is no evidence of any
discrimination by Medicare (as all patients
are enrolled) or by the PBS (as all
prescriptions are filled). (GP, metropolitan
NSW)

It's an absolute nightmare. We’re seeing
more and more of them (Aboriginal and
Torres Strait Islander peoples). It’s totally
getting out of hand and we’re just not
getting paid, and it's getting worse.
(mainstream practice manager, urban QId)

To reiterate, the study brief required information on
Aboriginal and Torres Strait Islander peoples’
experiences enrolling in and claiming from
Medicare and any issues/concerns in using the
Medicare system. As well the research was to
seek details on Aboriginal and Torres Strait
Islander peoples’, and their service-providers’,
attitudes and experiences (including problems) of
the HIC’s administration of Medicare.

Further, data were sought on the usage and
retention of Medicare cards amongst different
socio-economic and geographic groups. Finally,
comment was required on the current range of
strategies used by the HIC for overcoming service-
delivery problems. This section of the report
addresses these issues.

In considering these matters, the consultants have
drawn on the fieldwork, the telephone interviews
with service providers - especially ACCHSs across
the country - and on the postal survey information
provided by numerous GPs and pharmacists. In
addition the experiences and views of Medicare
staff were incorporated.

The reporting of the study findings has
endeavoured to describe how Medicare is
functioning for Aboriginal and Torres Strait
Islander peoples as seen from the perspective of
the various key interest groups. To the degree
possible we have sought to let people speak for
themselves through a copious use of quotes. As
well as describing the nature of any problems or
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barriers we have also sought to provide some
indication as to the incidence of the problem —
was it an exceptional or one-off occurrence or is it
prevalent across numerous Aboriginal and Torres
Strait Islander communities?  Moreover, views
were sought on how problematic it was for the
person or service involved.

The consultants felt it was important to attempt to
determine something of the dimension of the
problems but caution that respondents’
‘enumerations’ were quite variable. People sought
to provide their best estimate of certain factors but
were often limited in not having an objective basis
for making those estimates. For example,
determining the number of patients not holding a
Medicare card was easily and soundly done where
a service had this information on computer files or
where actual surveys had been conducted.
Others endeavoured as best they could to
‘guesstimate’ proportions of their patients lacking a
card. This results in a somewhat unsatisfactory
mix of various sorts of data - but the consultants
have sought to report only those matters which
appear to reoccur again and again.

4.1 ENROLMENT IN MEDICARE

In order to access Medicare, a person must first
have a unique, personal Medicare number. To be
assigned a Medicare number s/he needs to be
enrolled.

Standard enrolment procedures require a
completed Medicare enrolment form, giving the
enrolee’s surname, other names and date of birth.
In addition, a person enrolling in Medicare must
produce sufficient identification to prove they are
the person whose name appears on the enrolment
form and that they are eligible for Medicare by
virtue of being a legal resident. Standard
documentation required for Australian residents
includes a birth certificate or an Australian
passport or citizenship papers or a foreign
passport with an Australian residency stamp plus
acceptable identification if not identifiable from a
passport photo. Documentation that attests to
residential status (eg rates notice) is used to
establish eligibility. (Visitors to Australia need to
provide a foreign passport and proof of entitiement
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where such arrangements exist with the person’s
home country.) All other enrolees who are to
appear on the same card must be able to provide
the same information, with the exception of
children under the age of six months, who may be
enrolled on a Medicare claim form. In some
circumstances identification for enrolling children
under the age of six months is required.

It is apparent that the requirements for enrolment
in Medicare have been developed to ensure that
ineligible people (eg tourists, illegal immigrants)
are not able to access the scheme; the system, in
fact implicitly assumes that the main body of adults
yet to be enrolled in Medicare - nearly 15 years
after its inception - are newly arrived migrants.
However there are large groups of people who
have long been resident - including some
Aboriginal and Torres Strait Islander people -
whose health services have been provided to date
by State or Territory Health Departments and thus
have never had the need to be enrolled in
Medicare, or who for other reasons have never
enrolled. As a consequence a number of
Aboriginal and Torres Strait Islander people are
enrolling for the first time, as this research will
demonstrate. It is apparent that, in practice,
requirements for establishing identity are to some
extent determined at the State and sometimes at
the local level.

This research examined the frequency and nature
of problems surrounding the enrolment of
Aboriginal and Torres Strait Islander peoples -
whether in relation to enrolment for the first time or
re-enrolment when a Medicare card had expired.
It also looked at the matter of differing
requirements and procedures that exist in various
regions of Australia.

4.1.1 Levels of Enrolment

Health care providers in a number of urban and
rural areas reported that a significant minority of
Aboriginal and Torres Strait Islander people were
not currently enrolled, while in some remote areas
where Medicare was just being introduced over
half were not currently enrolled. These levels of
Medicare enrolment are equivalent to those found
in research conducted in Queensland recently
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(Aboriginal and Torres Strait Islander Ambulatory
Care Reform Program, January 1997).

The Queensland study included a survey of
Aboriginal and Torres Strait Islander peoples living
in one of three distinct types of communities - an
urban area (Brisbane South), a rural area (Mt Isa)
and a remote community (Bamaga). It was
stressed in the report that Bamaga might not be
typical of remote communities in that there has
been extensive community involvement in the
planning and control of health services. Overall
nearly one-quarter of Indigenous people reported
not having a Medicare card. Within each
community the percentage without a Medicare
card was as follows:

Brisbane South -15%
Mt Isa -31%
Bamaga - 38%

The report indicates that the respondents were 15
years or older. If the study had included younger
children then, in light of our research, the overall
incidence of non-Medicare card holding would
almost certainly have been significantly higher.

A prior assumption made before this study began
was that relatively few problems would be found in
urban areas, however the current research found
that somewhere in the order of 15-20% of
Aboriginal and Torres Strait Islander peoples using
urban health services do not have access to a
current Medicare number. The situation
worsened in rural and remote areas. This is
clearly at odds with earlier research conducted by
Reark Research in 1990 which found that only 7%
of Aboriginal people reported not having a
Medicare card. It is extremely unlikely that there
would have been such a marked decline in
possession of Medicare cards in the intervening
years and we suggest that the earlier figures are
quite doubtful. This does not necessarily mean
that these people are ‘not enrolled’ in Medicare (in
the sense of never having been enrolled or that
eventually an active number could not be found)
but either the people themselves or service
providers report that the people do not have a
current Medicare card/number. It needs to be
recognised that the absence of a Medicare
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card/number means that Medicare is basically not
available to those lacking a card/number.

4.1.2 Adults Never Enrolled

In urban and rural areas it was commonly reported
that few people had never been enrolled in
Medicare. It was frequently said that Aboriginal
and Torres Strait Islander people living in cities
and rural towns where a range of health service
delivery systems exist were generally accustomed
to the Medicare process. Reasons for patients
never having been enrolled included:

+ the person was from a remote area where
Medicare was not commonly used (eg patients
from the Torres Strait, Cape York or Palm
Island who go to, say, Cairns or Townsville);

* reasonable health (no need to see a doctor);

* late presentation with illness, resulting in
hospitalisation rather than use of a primary
health care service;

+ transience, resulting in an inability to enrol;
and

* problems with identification.

One of the reasons that the levels of Medicare
enrolment in remote communities was generally
consistently lower than in urban and rural
communities is the lack, or recent introduction, of
fee-for-service health care in many remote
communities. The health services on Cape York
and in the Torres Strait and a number in the
Northern Territory are State/Territory operated.
Patients in those communities do not need, or
have not needed in the past, Medicare cards in
order to access primary health care. As a
consequence, there also tends to be significantly
lower levels of awareness about Medicare and the
benefits it can provide in these areas.

While more common in remote areas, ‘new entry’
into Medicare was also experienced by services
elsewhere. For example an Aboriginal co-op in
central Victoria stated they had only been ‘granted’
Medicare claiming rights some eight months ago
‘'so we've got teething problems’ (they received no
orientation to the Medicare system nor an
information package from Medicare). The worker
went on to add, ‘People have been coming here
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for 20 years and now suddenly we want a
Medicare card’.

As indicated above, it is not only ‘communities’ that
have never enrolled, but also some individuals
who slip through the net.

Services report that some Aboriginal people say
nothing about minor complaints, so don't use the
health care system at all until they are seriously ill
and therefore may not be enrolled.

People from the bush only come in when
they're nearly on their deathbed.
Aborigines don't complain about little
aches and pains, they have to be nearly
dead. (ACCHS, rural SA)

However, this situation was not exclusive to
remote areas:

There was one old fella who was sick and
he never got registered in his life, so he
had no ID. The [local] Medicare office said
they wouldn't enrol him without ID. He
ended up running around for days, getting
nowhere. Finally he went into the city
office and they sorted it out straight away.
(ACCHS, urban NSW)

A number of health services observed that many
Aboriginal and Torres Strait Islander people who
have been in prison, in drug and alcohol
rehabilitation centres, in juvenile detention centres
and other institutions, as well as children in care,
are often not enrolled in Medicare.

4.1.3 Re-enrolment Process

As well as needing to process completely new
adult enrolments within Aboriginal communities, it
was reported that a substantial number of
Aboriginal and Torres Strait Islander people who
had once been enrolled were not currently
enrolled.  Again, not being currently enrolled
basically means that Medicare is not available to
that person. The most frequent reason given was
that their Medicare card had expired. It was
commonly reported that many clients thought that
a Medicare card was ‘for life’ (like tax file numbers)
and therefore did not need to be renewed.
(Bearing in mind that it is only in the last two to
three years that Medicare cards have started to
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expire it is quite possible that understanding of the
Medicare card ‘renewal’ process is little
understood by the general population.)

In regard to keeping Medicare enrolment current it
is useful to understand the standard card
replacement procedures. The first Medicare cards
were issued in 1984 and were expected to have a
life of five years. A decision was made to let them
run longer - they did not carry, at that time, an
expiry date. In 1991 all cards were reissued with
an expiry date and a cardholder number which
contained an ‘issue number’, so that subsequently
issued cards to the same person would bear the
same number except for the last digit which would
increase by one.

By 1994 cards began to be replaced in
accordance with their expiry dates and the HIC
developed guidelines for the replacement process.
Under the guidelines, new Medicare cards are
automatically sent to cardholders for whom the
HIC has a recent address, which may be either
derived from a Medicare claim made directly by
the client in the past nine months, by the client
notifying the HIC of a change of address, or by
cross- referencing with Telstra records. Clients
who have not personally made a Medicare claim in
the past nine months, either because they have
not received a service which attracted a Medicare
rebate or they exclusively visited bulk-billing
service providers, and who do not have a current
Telstra record, are not automatically sent new
cards. This obviously serves as a security check
over the issue of cards. A client in this situation is
sent a letter at the last known address, three
months prior to the card’s expiry date, advising
him/her of the need to apply for a new card. A
bulk-billing service provider who makes a claim for
the client during this period is also notified that the
card will shortly expire. After the card’s expiry date
the card number will be accepted by the HIC for a
further 75 days.

Aboriginal and Torres Strait Islander people who
exclusively use bulk-billing services and/or State-
administered primary health care services are far
less likely to be sent replacement cards
automatically after expiry. There is evidence to
suggest that the majority of Aboriginal and Torres
Strait Islander people principally use bulk-billing
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(or free) services, so this affects a great
proportion. There are also many Aboriginal and
Torres Strait Islander people, particularly in rural
and remote areas, who do not have telephones,
therefore they have no Telstra record. Also letters
sent to the last known address may not reach
clients because of high levels of mobility -
particularly over a decade. In many remote areas
Aboriginal and Torres Strait Islander people use
an ACCHS as their postal address thus there is a
better chance of tracking the client down, but this
is rare in more urban areas.

Some have been moving around and their
cards expired five years ago. Their
address is care of the Post Office and they
don’t always pick it up. Low literacy is a
big problem. They bring in letters from
Medicare because they don’t understand
them. Just changing the words will make
no difference. (ACCHS, rural/remote
NSW)

There was much confusion regarding the
procedure for re-enrolling once a card had expired.
In many cases neither service providers nor
Aboriginal and Torres Strait Islander clients were
sure whether they had to apply or wait for a new
card to be sent to them. In one rural location the
majority of service providers, both ACCHS and
mainstream, confirmed that expired cards were
their most recurrent problem - ‘A lot don’t realise
they have to go in to apply for a new card’ (GP,
rural NSW). Some of these health care providers
believed many Aboriginal and Torres Strait
Islander patients thought the re-enrolment
procedure was unnecessary because they had
already received medical care.

When the standard enrolment and re-enrolment
procedure is adhered to, it causes enormous
problems for Indigenous people:

If they’re not enrolled, we try to send a
letter to the patient and most go and get
enrolled, but a lot have difficulty finding
three sets of ID. Most have no birth
certificate and no driver’s licence, no full
time job. The three sets is the most
difficult. If they cut it down to two, it would
be better. Young people would have a
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DSS Health Care Card and a bank
keycard. (ACCHS, rural NSW)

‘Enrolment drives’ carried out by Medicare staff in
a few remote/rural communities were reported to
have been highly successful by both service
providers and Medicare staff and the need for a
similar effort was expressed by rural ACCHSs for
their areas. Some providers felt that enrolment
shouldn’t be left to the service providers to do:
‘Why is it the services’ responsibility to get people
enrolled?’ (urban ACCHS).

Since a large enrolment program
approximately 18 months ago, we would
only have contact with maybe one or two
(Aboriginal people) a month. (CSC, rural
Qld)

They should have a drive to get everyone
enrolled. Employ someone to drive out and
do it. (ACCHS, rural NSW)

There's not enough information for people
about why they should be enrolled, the
benefits for people. They are unsure of the
process of being enrolled. They don't know
how to go about it. It costs us a lot in staff
time helping people get enrolled. (ACCHS,
rural NSW)

Low literacy levels and poor understanding of
Medicare were reported to have left some
Aboriginal and Torres Strait Islander people
outside the system:

Many when they need to enrol, have poor
literacy skills and have never heard of a
birth certificate. When they apply (in the
surgery) they will be sent a letter in
response, requesting detailed information,
which may be poorly understood, and
remote from current need, hence ignored.
This problem presents five to ten times a
year. (GP rural Qld)

Some ACCHSs were able to help the patient fill
out an enrolment form, while others would send
the patient to the local Medicare office to get
enrolled. This appeared to be successful when the
local Medicare office was close by, however at
some practices, staff reported that patients had not
returned to the surgery and believed they had not
gone to the Medicare office. A number of times
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the Medicare offices were described as

‘intimidating’ to Aboriginal people.

Some ACCHSs act as an agent or clearing house
for patients in relation to their receipt of Medicare
cards. However a number of ACCHSs indicated
that this system broke down when multiple cards
were involved. Despite the fact that an ACCHS
might possess the sole postal address for a
community, an automatic security triggering occurs
within the HIC system when numerous Medicare
cards are addressed to a single address and as a
result they are not delivered.

Another problem raised was the length of time
required by Medicare to process an enrolment (or
re-enrolment). Various ACCHSs spoke of ‘six
weeks’, ‘ten weeks’, ‘twelve weeks’ elapsing
between the time an enrolment form was sent in
and a response received. Some health care
providers delayed even attempting to make a claim
until a Medicare number was made available,
which sometimes resulted in problems if a bulk-
billing voucher predated the enrolment. An HIC
manager reported that normal processing time of
enrolments is closer to two weeks, maximum,
unless there are reasons for additional delays from
time to time.

Recommendations

1. The HIC needs to make the option of enrolling
people on the spot available to all ACCHSs
through simplified procedures as well as taking
greater responsibility for providing support to the
ACCHSs in carrying out this function.

2. The HIC needs to assume greater direct
responsibility for ensuring that people in the
community are properly enrolled and should
ensure that resources are made available for staff
to carry out more fieldwork. Alternatively, the HIC
should contract Aboriginal community
organisations in remote and rural areas to improve
enrolment. If places such as resource agencies
were used this would reduce the burden on
ACCHSs.
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3. The HIC needs to negotiate with the
appropriate agencies to ensure that people who
have been in institutions (such as prison, drug and
alcohol rehabilitation centres, juvenile detention
centres) as well as children who have been in care
are enrolled in Medicare before they leave the
program/institution.

4. ACCHSs and other service providers should be
informed about the existence and rationale of the
Medicare card expiry procedure and encouraged
to record their patients’ expiry dates along with
their Medicare numbers.

Alternatively, or as well, the HIC should issue
Medicare cards without expiry dates when it is
known that the cardholder is an Aboriginal and
Torres Strait Islander person (eg when bulk
enrolling in communities and/or when enrolments
originate from an ACCHS).

5. The HIC should delete the issue number from
Medicare cards issued to people who are known
or assumed to be Aboriginal or Torres Strait
Islander.

6. The HIC needs to adapt its security systems to
identify centres which act as agents or clearing
houses for patients’ Medicare cards to ensure the
system does not limit the number of cards that
may be sent to that address.

In relation to both initial enrolments and re-
enrolments, the issue of identification is key and
this is discussed below.

4.1.4 ldentification Requirements

Section 3.1 of the Medicare Patient Eligibility
Policy and Information Manual, March 1995,
states:

It is important to recognise that due to the
special circumstances of Aboriginal people
in some rural areas, which cause both
identification (because of name changing)
and identification documentation problems,
concessions which have been extended to
Aboriginal people in the past should
continue.

Keys Young

Policy on Aboriginal enrolment should be
determined to fit the circumstances found
in each State, but should follow the
principle of accepting enrolments, with
reasonable precaution, without insisting on
the usual formalities. For instance, the
basis of the identification might be a letter
from a person holding a position of
authority in an Aboriginal organisation or
from an officer holding a position of
authority in a Government department
aavising that the applicant is recognised
under the name on the application as a
member of the Aboriginal community or
network.

Despite this acknowledgment of the need to adapt
the procedures used with (rural) Aboriginal and
Torres Strait Islander peoples, the identification
requirements for Medicare enrolment continue to
be a major obstacle for a number of Aboriginal and
Torres Strait Islander people who don’t carry
identification. This was a particular problem for
youths, who may want their own Medicare card but
who don’t have acceptable forms of ID such as a
driver's licence, birth certificate or passport, as
well as for the elderly who may never have had ID.
These problems were identified across the whole
range of ACCHSs - remote, rural and urban.

There are a lot of young people (15 - 17
years) w