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Thank you for the opportunity to respond to the Primary Health Care Paper

We have addressed most of the topics individually but you would know there is considerable overlap in the answers as is reflected in our response. We have thus been guided in our response by the ten points in the paper

We note however, the significant omission of social determinants in the list of points. We also note that governance (and particularly community input into governance) and equity, whilst mentioned, are not given the importance they deserve. 
Social determinants of health are the major factor determining health status even in the presence of a well developed and reasonably equitable primary health care system. There are major improvements which can be made to our primary health care system, but without addressing social determinants, improvements in health status are likely to be modest although essential and very worthwhile1,2. We believe that a Primary Health Care Strategy must advocate strongly for Governments to address this issue. Fundamentally, social determinants are about control of one’s life, but relate to poverty, violence, housing, work, and other factors. 

Whilst a social inclusion agenda has been advocated by the Federal Government, we believe that as part of a Primary Health Care Strategy, the implementation of such an agenda needs to be advocated. This cannot be done simply by targeting eg housing in disadvantaged communities. The causes for lack of housing at a societal level must be addressed, as must the causes of poverty, violence, and general lack of control over life which affects so many of our disadvantaged fellow citizens. We must ask, ‘How is it that abject poverty exists in one part of this country whilst millionaires demand and receive tax cuts and concessions, even for health care?’ Without such hard questions, we are not really seeking equity.  

These factors limit the use patients can make of the primary health care system. They can also distort the use of the system, with patients lacking resilience looking for more from primary care than it can possibly offer. This can and does lead to patients expecting useless investigations, simple answers and ‘organic’ explanations from doctors, leading to dissatisfaction for patients and doctors, and a significant waste of resources. Whilst health professionals expect reassurance of lack of serious disease to be a key part of their function, and also expect more reassurance as health literacy increases, there is a sense that stress associated with our changing lifestyle is a significant contributor to the issue of supplier-induced demand. Remodelling primary care may help a little in responding to this issue, but addressing the basic cause is not often something that primary health care can address. Firstly, we need acknowledgement in a Primary Health Care Strategy that this is an important issue. Secondly, we need such a Strategy to advocate for change, for measures at a public health and societal level, to address the issue. 
Definition of Primary Health Care

All the elements of primary health care discussed are important. However, two key elements are missing. These are governance (and particularly community input into governance) and equity.

The Alma Ata Declaration of 1978 outlined the importance of community input into PHC services provided “ in the spirit of self reliance and self determination”. In Australia, community health centres were established in the 1970’s usually in disadvantaged and poorly serviced areas. The strategic directions of the service were set by a board elected from the local community. This model has been durable , although community input into governance has been weakened in many instances. The Aboriginal Community controlled sector is also a strong example of a PHC service model  that is governed by the community. The DRS believes that this form of governance should be supported and expanded, particularly for disadvantaged areas and groups. 

Comprehensive primary health care is an important mechanism for reducing health disparities1.  However, this requires an explicit commitment to equity including a commitment to provide services to marginalized and hard-to-reach groups.  Examples of such groups include refugees, homeless people, people with disabilities and prisoners.  

Returning to issues raised by the questions in the Paper, we believe that the mechanism of funding is crucial to the success of the many excellent strategies to improve primary health care. Without funding reform, equity cannot be achieved. Without funding reform, teamwork will always struggle. The second crucial reform is the involvement and empowerment of citizens and consumers in helping to set priorities and to be a part of continuous quality improvement. 

We propose

1. Commonwealth responsible for collecting and distributing all primary care funding 

2. Funding distributed to regions based on demographics and health status

3. Independent statutory body be established to determine funding and be responsible for setting national framework for standards and performance, and for disseminating this information in a publicly accessible form

4. Regional health authority with significant consumer /citizen input, be responsible for distributing funds, States may still be involved in service provision and co-ordination of regions

5. Community Health Centres be expanded with key features of their service including “ 
a. Multidisciplinary

b. Salaried service

c. Minimal or no copayments

This model be gradually developed, initially with just new funding being distributed via regional health organisation. 

See attached paper.

1. Accessible, clinically and culturally appropriate, timely and affordable

• How can we ensure appropriate services for all geographical areas and population

groups?
• How could primary health care services/workforce be expanded to improve access to

necessary services?

• What more needs to be done for disadvantaged groups to support more equitable

access?

• With limited public health dollars, how could priorities for accessing primary health

care services be determined and targeting of public resources improved?

We need

· One funder

· Distribution of funds based on health status and demographics

· Regional fundholding

· Multi-discipinary Community Health Centres

· Block funding

· Community input/ control

· Salaried service

· Teamwork

· Professional development 
· Reduction of copayments

The current fee-for-service funding mechanism ensures that the 30% of government health funding which is Medicare and PBS, is distributed to large, relatively wealthy population centres, as the money is directed through doctors who distribute themselves to such centres.  This inevitably leads to inequitable access to services/workforce. The reasons for the distribution of doctors away from the areas of most need are complex. Many initiatives have been used to improve the situation and some have made a difference. Whilst the fee-for-service funding mechanism remains the predominant means of distribution of such a large part of health spending however, especially of primary care spending, all the other initiatives such as rural education centres, special financial packages, scholarships, telemedicine, etc, will have limited impact and will not lead to equitable access

To address this issue, we suggest a gradual move to regional fundholding. This is detailed in our response to Point 10 and in the accompanying paper. A change to regional fundholding will not, of itself, correct the inequities of access currently experienced, but without addressing this issue, there is no chance of widespread success of other more specific measures.
In addition, financial barriers to access have been documented as a major problem in accessing services despite a rising bulk billing rate amongst GPs. Whilst depending on the charity of a GP is frequently adequate, it doesn’t work all the time, and then patients are faced with legislated financial barriers to access to pharmaceuticals and a dependence on the charity of a specialist who doesn’t know them well which may partly explain the 30% bulk billing rates of specialists. A move to more salaried service and reduction and eventual abolition of copayments for drugs would minimise these financial barriers which are reported to be a reason for not accessing services by over 30% patients (Commonwealth Fund) 

Accessing care which is not Medicare funded is even worse, eg nursing, dental etc, but will not be solved by adding more providers to Medicare as the distribution problems identified in the paper will simply extend to all those services covered by rebates and Government sponsored geographical inequity will be added to the inequity of the credit card. 

In addition to the many programs to better distribute the workforce, there are also multiple programs to distribute funds for specific purposes. Some work well. Many are complex and fail to suit the needs of the specific community or region. Many areas have specific needs which are not well addressed by a program from Canberra. Thus, devolving responsibility for addressing regional and local needs to those regions and communities may be more likely to result in spending in ways which work, especially if local stakeholders are involved in developing programs. 

Access for disadvantaged groups currently depends on lobbying for specific program funding at a Federal or State level. This lobbying is done by health care providers and consumer groups. It requires the development of significant political power given that it requires influencing large political and bureaucratic organizations. It is sometimes very dependant on funding from for-profit private industry such as the pharmaceutical or device industries. Often however, a lack of funding to support such lobbying is a major impediment to influence. 
There are several features of the regional fundholding proposal which address this issue. A national set of guidelines regarding standards of care and access to care must be set with particular reference to disadvantaged and marginalized groups. Governance of regional fundholding organizations must include a significant consumer and citizen representation. Information regarding the health status and adherence to guidelines must be collected and published regularly in a manner which allows the marginalized and their advocates to lobby for improvement. Significant consumer/ citizen input at the level of service provision would also help to address this and the Aboriginal Controlled Community Heatlh Service is an obvious model for such input. There is no reason to restrict the model to Aboriginal Community Health Centres and the proposals for Superclinics or Comprehensive Primary Health Care Centres could adopt a similar governance model. 

Another barrier to access is the lack of representation of ethnic and cultural subgroups (including Aboriginal people) among PHC workers. This should be addressed with affirmative action in training and employment. 
Priorities for accessing health care should be determined on the basis of measured need. The current funding model cannot address this adequately even at a regional level. Thus, to get funds to regions of increased need we propose regional fundholding. Then, on the basis of the measured need, the regional fundholder can direct funds to improve access. Measuring need is crucial. The regional fundholding organisation must then determine priorities with input from citizens, consumers, providers, and other stakeholders. 
Thus, only if there are funds in areas of increased need, can there be resolution to the problem of limited access. Once the funds are delivered at least at a regional level, there needs to be a model of care provision which addresses the current barriers to accessing clinically and culturally appropriate care. Comprehensive primary health care centres have been proposed by the National Health and Hospitals Reform Commission (NHHRC) and the Federal Government’s Superclinic model is being implemented. We support the basic concept of a Centre, with co-location of different health care providers (as much as possible). What is then required is a funding model which supports teamwork, professional development, innovation, outreach to disadvantaged and marginalised groups, continuous quality improvement and research, as well as removing financial barriers to access. This cannot happen in a fee-for-service funding model. Activity based payments also may limit the effectiveness of this model unless very careful consideration is given to the capacity of primary care itself to improve process and outcome measures, taking into account the major influences of social determinants on such measures. 

The suggestion by the NHHRC for block funding adjusted for need in rural and remote areas is unclear with respect to the size of the population base for which such a scheme is advocated. However the principles underlying the suggestion apply to all Australia, not just to rural and remote regions.    
2. Patient-centred and supportive of health

literacy, self-management and individual

preference

Questions

• What is needed to improve the patient and family-centred focus of primary health care

in Australia for:

–– individual patient encounters;

–– health professionals;

–– health service organisations;

–– the broader primary health care system?

• Are there specific strategies that are needed to better support consumer engagement

and input?
Funding must be structured so that the needs of patients are able to be addressed by the attending health professional. Program- and disease-based funding limits the autonomy and capacity of those at the coalface to treat the patient. For example, speech pathology may be funded for those with cleft palate. But that may mean a patient who clearly needs speech pathology but doesn’t fit into the category will not be able to get it, whilst a patient with mild cleft palate, who may need minimal help, will be able to access that help well ahead of the more needy patient. 

Whilst funding remains disease- and program-focused, many patients will fall between programs or diseases. Health professionals will waste time learning and keeping to the program rules rather than treating the patient in front of them, and resources will be wasted. 

Funding through fee-for-service discourages spending time with patients, encourages simplistic approaches to complex problems, and discourages spending time talking to co-workers about issues. Salaried service for all in a multi-disciplinary primary health care centre sets the scene for improving the patient focus of care. 

Salaried service in a Community Health Center facilitates opportunities for multidisciplinary collaboration and professional development and this should then lead to an enhanced focus on the needs of the patient.  Salaried models are also more likely to lead to longer consultations which will usually enable a more patient-centred consultation to occur. 
Consumer and citizen engagement is required to improve the responsiveness of the care system. This requires input into how and what services are provided. To do this requires consumer and citizen input/control of health provision, best done through Community Health Centres. If this is done well it will lead to improved engagement with consumers (patients) when they are receiving care.

Continuous quality improvement programs that include a review of patient expectations and satisfaction with consultations will also lead to improvement in patient centredness. 
3. More focussed on preventive care,

including support of healthy lifestyles

• How could primary health care be enhanced to better support prevention activities?

• How could health professionals be better supported to provide lifestyle modification

advice and support consumers in behavioural change?

• How can consumers be linked with local primary health care services to support a

stronger focus on population-based preventive health care with national reporting?

• What measures have been, or could be, effective in addressing prevention for specific

population groups (eg. Indigenous, rural and remote, low socio-economic status,

CALD)?

• With limited public health dollars, how could preventive care priorities be determined

and public resources subsequently targeted?

Whilst prevention activities can be supported in a fee-for-service environment, particularly those secondary prevention activities which depend on medical interventions such as drug therapy, the earlier types of intervention, especially involving lifestyle changes, are much more likely to be addressed in a multi-disciplinary team based environment where all professionals are salaried. Professional development and continuous quality improvement are also facilitated by avoiding the throughput based remuneration of fee-for-service. Health promotion and prevention programs frequently lack an evidence base either across the board or in high need groups: rigorous evaluation with dissemination of evaluation findings should be required for all publicly funded health promotion programs. As the evidence base grows, funding for prevention programs should be increased.  As evidence of lack of effectiveness is obtained, funding for such prevention programs should be ceased, unless they have a self-management or community-development focus. 
The degree to which prevention can be addressed by primary health care should not be over-emphasised however. Public health measures including difficult political decisions like reducing junk food advertising, reduction in the density of alcohol outlets, or athletes promoting alcohol and fat-laden foods, need to be addressed at the same time. In the primary health care setting patients and their families can be educated, advised, and encouraged to address prevention but professionals must accept that for the patient, the capacity to make use of that advice at that time is determined by many factors, some of which are beyond the control of the patient. Even in cities, food choices in disadvantaged areas are constrained by lack of transport to supermarkets and fresh food markets. Access to fresh food is an even bigger issue in rural and remote areas.  Primary health care professionals have a role to advocate for measures such as changes to regulation and taxation which will improve health. Community controlled health services whether Aboriginal or mainstream, have particular legitimacy to address broader issues affecting health, since their boards are representative of communities. 
Consumer input into the functioning of primary health care centres will increase the likelihood of success of such interventions. The success of research and continuous quality improvement also demands consumer involvement in these processes, and this will aid in determining how resources should be spent in such areas. 

4. Well-integrated, coordinated, and

providing continuity of care, particularly

for those with multiple, ongoing and

complex conditions

Questions

• What target groups would most benefit from active clinical care( WHAT’S THIS?) and/or service

coordination?

• Who is best placed to coordinate the clinical and/or service aspects of care?

• How could information and accountability for patient handover between settings

(eg. hospital and general practice) be improved?

• What changes are needed to improve integration between different primary health

care organisations?

• Would there be advantages in patients having the opportunity to ‘enrol’ with a key

provider?

Target groups which clearly need integrated/ co-ordinated care include those with mental illness, physical and mental disabilities, multiple co-morbidities, chronic diseases. Co-ordinated care is required whenever more than one health provider is needed to address the problem. The more providers involved and the more frequent the attendances required, the more co-ordination is required. Targeting particular groups for ‘co-ordinated care’ runs the risk of excluding needy patients who don’t fit into the groups. 

No particular professional type is best placed to coordinate primary health care. Coordination is a complex process requiring teamwork, using those professionals who are available and interested in a coordination role. The model of such coordinated care which is likely to work best is the one which is accepted and understood by all those involved. There are a variety of models from which to choose. It could be that a GP coordinates the care, delegates to nurse practitioners, practice nurses, or other allied health professionals as is seen fit i.e. the current model. It could be that much more innovative approaches are taken e.g. a GP with health coaches as is in practice in some areas of the USA ( The Teamlet Model of Primary Care Annals of Family Medicine Ann Fam Med 2007; 5: 457-461 see comments for reports on this model in practice). Others models are being tried both here and overseas. Trying to pick the best model for Australia is inappropriate and simply won’t work. What is needed is support for different models to be tried in different settings to suit local conditions, including workforce availability and the inclinations of the workforce available, combined with input from patients and potential patients. 

Such an approach is only possible if the funding model is changed. The current fee-for-service model, whether directed through GPs or broadened to eg nurse practitioners or dentists, severely limits the capacity to be innovative in developing coordinated care. Some form of block funding to primary health care centres, with payment by salaries rather than determined by throughput, is needed to facilitate the development of these different models. 

Funding needs to be simplified from the current ridiculous situation where a community health centre may have up to 50 different sources of funds from various programs leading to a waste of huge resources applying for and being accountable to multiple funding sources. But multiple vertical program funding streams is also not patient centred.. If a patient does not fit into ‘the program’ requirements, they miss out, even though their need may be greater than someone who happens to fit. 

Funding also needs to be provided for professional development which can be used to help foster the teamwork that is essential for improving outcomes. Whilst there may be examples of coordinated care under the current funding schemes, such care will remain the exception unless the funding model is addressed. 

With the regional fundholding organisation discussed elsewhere in this submission and in the attachment, such innovations are facilitated and can be directed to areas of greatest need as the funding available would reflect that need. 

All patients are better with a family doctor who knows them and where there is continuity of care of the file/ record.  This results in better care all round and more cost effective care, better health promotion and screening.  Patients who shop around or who attend for convenience at after hours Centres are losing out on continuity of care

Enrolment, most particularly for those with chronic or complex illness, would be likely to contribute significantly to the success of such coordinated care. It would be necessary however, to ensure that patients could change providers easily and perhaps acute episodic care could be unrelated to enrolment. 

A critical element of coordinated care is information gathering and recording. It is imperative that the technology for this is made available. 

It is also essential for consumer and citizen input into both priority setting and the success or otherwise of the co-ordination/ integration. 

Co-location of providers has benefits for patients in terms of access and for teamwork building amongst providers. Communication between team members can occur even when they are in different locations but it is usually easier if they are co-located and increase the likelihood of casual communication which can be invaluable. 

See Point 8 for further comments on teamwork. 

5. Safe, high-quality care which is continually

improving through relevant research and

innovation

Questions

• What aspects of performance of the primary health care sector could be monitored

and reported against (eg. for each Element in this Discussion Paper, what are key areas

of performance that could be monitored and how)?

• Who should be responsible for developing and maintaining a performance framework?

• Would there be advantages in linking patient health outcomes and quality of care

provided to incentives for health care professionals?

• How can we improve the current research culture and evidence-base in primary health

care?

• How can we translate evidence or innovation into practice more systematically?

• What options could be used to support health care professionals’ involvement in

research and innovation?

The development and maintenance of a performance framework should be at a national level and should be a statutory authority eg similar to AIHW. In our fundholding model we suggest that such a body be responsible for determining health status in regions which would be used to determine regional funding, but also that this organisation be responsible for setting national standards, and for collating information on performance.

It is crucial that this information be made publicly available at the local level, in a form which is understandable. This forms the basis for local community control in a region and at the Primary Health Care Centre level. 

The purpose of collecting performance data should not be to determine funding. This leads to perverse behaviour and to punishment of patients for the performance of health professionals. Rather, the data should be used as a stimulus for consumers and health professionals to work together to improve, constantly scrutinised by the local community. Thus, continuous quality improvement relies on the professionalism of the providers and  the input from informed consumers and citizens as well as funding for programs to improve quality . Innovation is hampered by performance markers seen by both citizens and professionals as irrelevant to their local needs.  

Comparisons of performance data across the system must only be done if it can be appropriately adjusted for all relevant variables including social determinants.

Seeding funding is needed for local university units to work with professionals to undertake research and evaluation projects around any innovation. 
7. Flexibility to best respond to local

community needs and circumstances

through sustainable and efficient

operational models

Questions

• How could planning for primary health care services at the local level be improved?

• What advantages/disadvantages would there be in having a regional organisational

structure with responsibilities (ranging from local planning through to service delivery)

for primary health care services?

• Who could undertake this role? – What changes would be need to existing organisations

(eg. Divisions of General Practice, Area Health Services) to undertake this?

• What advantages/disadvantages would there be if regional organisations were

responsible for purchasing some primary health care services for their communities -

that is, should they ‘hold funding’ for health services?

• What mechanisms could be used to improve the accountability of primary health care

services being delivered in a locality (in respect to quality of care, reach and equity)?

• How can greater community engagement be supported in primary health care?

• What other approaches could improve planning and service integration at the local

level?

These questions are addressed in the attached paper on fundholding. We do not believe that existing organizations are appropriate to address the issues. Governance of regional organizations must have much broader input than is currently present in either Divisions or Area Health Services. The history of such organizations would make it very difficult for them to adapt to new ways of working so, given the tasks of Regional Health Organisations would be much broader than any existing organizations, it would be preferable to start with new organizations. Current organizations would definitely have a place in the governance of such RHOs, but would begin on an equal footing with the other stakeholders and citizen/ consumer representatives who are involved. 

Publicly accessible up-to-date information on health status, levels of health expenditure, and the effectiveness of health expenditure is critical to the accountability of such organizations, and to generating community engagement. Significant consumer/ citizen representation in decision making is also essential to generating community engagement. This requires more than token consumer representation on provider-dominated boards.  Only one third of the members should be health professionals. Health economists and union reps may be helpful.
8. Working environments and conditions

which attract, support and retain workforce

Questions

• What changes in working arrangements and conditions will better support primary

health care professionals?

• How is teamwork facilitated in primary health care services and between them?

• How could the general practice nurse role be developed and enhanced?

• How can newer models of care or newer workforce roles (such as nurse practitioners

and physician assistants) better support health professionals to meet demands created

by a changing primary health care environment?

• Are there specific changes needed in those regions or populations where there is

difficulty attracting and retaining staff?

• What funding arrangement could best support team-based care?

• How is it determined who is best placed to lead in multi-disciplinary team
arrangements?

• Are other changes needed to current roles and responsibilities (eg. for prescribing and

referral rights to be extended to non-GPs and specialists)?
This relates particularly to our response to Point 4. 

Teamwork with co-ordinated and integrated care is very high on the current agenda. With the increasing complexity of care and the increased amount of chronic disease, it is inevitable more providers are involved in an individual’s care. Optimising the team approach is likely to benefit patients but is also likely to improve the working environment for providers. There will always be some providers who are not team players. It’s time for them to either be helped to change their thinking or move sideways. 

There are currently some obstacles to teamwork which can be addressed

Funding needs to be addressed for at least 3 reasons. Fee-for-service funding discourages timely consideration of problems. When one health provider is paid by fee-for-service and others are paid by salary, quite understandable jealousies may arise. Funding for teams should be by salary. 

Funding is required for professional development. In a large enough clinic this could be done with other members of the team, facilitating team building. 

Funding needs to be simplified so that the team does not spend unnecessary time applying and accounting for funds from multiple sources, and so that the team can decide where the funds should be allocated, rather than following a centralised set of rules which are disease centred rather than patient centred.

Consumers must be involved in the team to help set priorities and to feedback on how well the team is functioning. 

Co-location of the team where possible will facilitate team building.

The GP is the most highly and broadly trained of the primary care providers. Leadership of a team is required but comes in various forms. The co-ordination role of a leader may be better done by others. There is no single perfect model. In terms of patient assessment and treatment however, it is not essential that the GP sees everyone. There are many people who do not feel the need to see a doctor. Patients regularly rely on pharmacists, physiotherapists, psychologists, podiatrists, and others, for assessment and treatment. It is crucial however, that patients who wish to see a doctor can do so, and that when they see other health professionals, those health professionals are part of a team, and that their knowledge is adequate to allow them to recognise when the patient should be further assessed. That is what happens now in hospitals where teams of interns, registrars, and specialists work and where responsibility and decision making is delegated according to the degree of trust which develops, based on the leader’s knowledge of capacity of other members of the team. It has been happening for years with physiotherapists demonstrating they are quite capable of recognising when someone with a common condition such as back pain needs medical assessment. 

Professionals such as nurse practitioners and physiotherapists are qualified to work independently. So are doctors. Rather than continuing to do so, we need them all working in teams, whether co-located or closely connected by technology, constantly building up trust in their respective skills as part of the team. 

See Point 4 for further comments
10. Fiscally sustainable, efficient

and cost-effective
• Are there other funding models for primary health care that need to be considered?

• How can we ensure that primary health care expenditure is sustainable?

• Should a new mechanism(s) be implemented to consider whether proposed new

primary health care interventions should be subsidised?

• What should be an appropriate mix of public and private funding for primary

health care?
Regional fundholding in some form needs to be considered. It has the potential to address the issue of access and equity (Point 1). The continued dependence on distribution of the major portion of the primary care budget through fee-for-service makes it impossible to achieve access and equity as the money simply follows the provider. Multiple programs to address this issue may improve the situation somewhat but still leave the most needy with the least care and the least needy with the most care. 

Regional fundholding also has the potential to address flexibility to best respond to local community needs (Point 7) and develop greater community engagement through two specific mechanisms. Governance of regional fundholding organisations would be by a board with local providers and stakeholders with very strong community and citizen representation. In addition, to enable useful engagement there must be very transparent and continuous analysis of the health status and health expenditure in the region and of the outcomes of spending programs.

Regional fundholding is not simple to administer. Considerable expertise is required in the region and there is a lack of such expertise in Australia because it hasn’t been required. Whilst Divisions have been fundholding for some years, their experience is limited and patchy. In addition, their governance is very dominated by their GP members despite some gradual and patchy moves to broaden representation. 

We propose a fundholding model which would initially have no negative funding implications for any health providers and would gradually build expertise in regional fundholding organisations. This is documented in detail in the attached paper. 

Effective primary health care is inherently sustainable because the improvements in health status will lead to greater participation in society with less non health related support required. The challenge is to maximise the effectiveness of primary health care. This requires both a national setting of standards and ongoing monitoring of the status of interventions. Measuring the success of interventions is complex. Process measures are often the best that can be used, especially as the overall success of many interventions is also hugely influenced by social determinants. The science of assessment, both with process and outcome measurement is developing rapidly and needs to be utilised but with clear understanding of its limitations. 

Primary health care cannot however, address the inequalities of health status by itself. Social determinants of health are largely outside the influence of primary health care. Whilst timely access to culturally appropriate and affordable health care is essential, the measurement of health outcomes must take into account these social determinants and adjust the methodology accordingly.

Effective primary care also requires the appropriate funding mechanisms at the very local level and this is discussed further in Points 4-7.

The issue of the private/ public mix in primary health care must be addressed using the evidence available with continuing collection and assessment of new evidence. Evidence from North America over several decades indicates that private for profit provision of hospital and outpatient type services like dialysis is associated with higher case adjusted morbidity and mortality than public services,3,4. In addition research also indicates that there is increased spending of US Government Medicare funds in areas where all the hospitals are for profit compared to areas where all the hospitals are not for profit5.Evidence from Australia indicates that private hospital services are considerably more expensive than public hospital services 6,7. There is no comparative data on case adjusted health outcomes in Australia, even in hospital care, but on the basis of this data one should expect consideration be given to decreasing the contribution of the for profit private health industry in primary care or at least that there should be no moves to increase their involvement of until there is evidence to indicate equal or greater efficiency ie cost per health outcome (not per throughput). 

The issue of the private/ public mix in primary health care must also address equity. Surveys of Australians by the Commonwealth Fund consistently show that copayments are a major barrier to access to primary health care8. Research dating back to the Rand experiment demonstrate the disproportionate effect such copayments have on the most needy in our community 9,10,11,12. Whilst such copayments are widespread and indeed form a part of the cost saving strategies of Government (e.g. through co payments for pensioners in the PBS), they are more likely to occur with expansion of private for profit organisations.   
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