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| refer to a letter of the 13 November 2015, from the etary of the Department of Health inviting
’ n to the Private Health Insurance (PHI)

HIOW3H Q10

Dear Ms Quigley

| hope that State and Territory Depa s of Health will be further consulted if and when specific
changes to PHI arrangements are pro

In the interim, Mr Paul McGu enior Director, Funding Strategy Unit, Department of Health,
would be pleased to dis the issues raised. | have arranged for Mr McGuire, on
telephone (07) il at @health.ald.gov.au, to be available to
assist the PHI consult
Yours sincerely

N

[N
Michael Walsh
Director-General
Queensland Health
Office Postal Phone Fax
19" Floor GPO Box 48 3234 1553 3234 1482
Queensland Health Building BRISBANE QLD 4001

147 - 163 Charlotte Street
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Private Health Insurance (PHI) Consultation Submission

The Queensland public healthcare system, collectively known as ‘Queensland Health’ (QH),
comprises 16 independent Hospital and Health Services (HHSs), the Queensland Ambulance Service
(QAS), and the Department of Health.

The Department of Health is responsible for managing the public health system, including purchasing
services from the HHSs which are, in turn, largely responsible for delivering public healthcare
services. QH provides a full range of acute and sub-acute inpatient hospital care, outpatient and
emergency department services as well as an array of other community, dental, preventive health and
health promotion activities.

departments.

The QH budget for 2015-16 is $14.183 billion. Approximately 66% of evgnue in 2015-16 is
estimated to derive from State resources, 25% from the Commony remainder (9%)
coming from other sources, including own source revenue relatifg to at® patients treated in public

primary healthcare providers, community organisaions, pkvatg hitals and aged care services.
rofile_Notwithstanding this they are all inter-
the best possible health outcomes for

onally had a strong private hospital sector.
alian Institute of Health and Welfare showing

eensland population was insured for hospital treatment
erage of 47.3%. For the same period, 50.5% of Queenslanders had
etimes known as ancillary or extras) compared to a national

compared to the Austra
coverage for general

agencies, Federal legislation and Commonwealth Government policy. However, changes to one part
of the health system wiltqave flow on impacts to others areas.

In this respect, the Queensland public hospital system has a unique and central role as the people of
Queensland ultimately rely on it for care and treatment if other areas do not operate effectively or
efficiently. While many cascade effects of a change in PHI arrangements are predictable, others may
be unintentional or not immediately manifest. It is therefore critical that all changes are considered
carefully, in particular:

1. Maintenance of an universal healthcare system

Medicare, public hospitals and the general principle of universal healthcare access have served
Australia well over many decades. The public health system must be resourced adequately and
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equitably to ensure it can provide high quality health services on the basis of clinical need and within
a clinically appropriate period.

Any changes to PHI arrangements that allow or encourage people to opt out of the Medicare system
have the potential to drive a ‘two-tiered’ health system, where those who can afford PHI have access
to high quality healthcare with the remainder of the community reliant on a poorly resourced residual
public health system.

2, Integration of PHI changes with other health reform

The PHI consultation is just one of a number of health reform initiatives underway. These initiatives
also include the White Paper on Reform of the Federation, various reviews of the Medicare Benefit
Schedule, primary health services, personally controlled electronic health recoye well as a range

h system is
better integrated and aligned, these initiatives must be considered in tandem\O isg there is a risk
that the current fragmentation will be perpetuated.

For example, the White Paper on Reform of the Federation discussio hag proposed five
options for the Australian health system. One of the options being sexsider oposes the
establishment of a Commonwealth hospital benefits schedule. The ngw bepsfits would be funded in
part through the discontinuation and redirection of the PHI tax rebaj
process relates to the current PHI consultation.

3 Impact on public hospital activity and funding

the proportion of the population that hold and/or choose to use
js not in itself a negative outcome. However, without

further undermining the‘financiakstistainability of the public system.
Currently PHI is

y rated with the same coverage at the same price available to all regardless
of risk factors. 7hé mative Tigk rated mode! could place the public hospital system under additional
strain by deterringdhe Jess healthy from taking up PHI coverage leaving the care of this high need

group to the public hospltq] system.

As the managers of public hospital services, states and territories should be fully consulted and
compensated for any increased activity and loss of revenue resulting from changes to current PHI
arrangements. Otherwise, there is a risk that public patients will have the quality of their care
impacted, including for example through longer waiting times for health services.

4, Minimum benefit for private patients in public hospitals

Current PHI arrangements provide for a minimum benefit for private patients treated at public
hospitals. Without this requirement, private health insurers would have little incentive to pay benefits
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in respect of private patients treated in public hospitals, leading to higher out of pockets expenses for
private patients.

Consequently fewer patients would choose to be treated privately in public hospitals. This would
largely remove payments from private health funds as a source of revenue for the public hospital
system. This outcome amounts to cost-shifting from private health insurers to states and territories.
Indeed, not only should this minimum hospital benefit be retained, it should be raised to reflect true
costs and ensure it is equitably aligned with benefits paid to private hospitals.

Queensland Health would be pleased to engage constructively with the Commonwealth Department
of Health and other agencies to aid reforms that improve the value, efficiency and effectiveness of
PHI for Queensland consumers. However, any changes should consider and take full account of their
flow on effects to the broader health system and, crucially, avoid the developmentxaf a two tiered
health system.
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