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Medicare has improved equity of use of some but not all health care services
in Australia

T

here is considerable evidence for disparities in
health and risk factors for ill health of Australians
on the basis of socioeconomic status.1 While the
health of the population is improving overall (eg, increasing life expectancy, reduced cardiovascular mortality),
these disparities are remaining or even widening.2 As we
move from higher to lower socioeconomic status, many
markers of health and disability become progressively
worse — what has been described as the socioeconomic
gradient.3
The socioeconomic gradient in health is influenced by a
broad range of social determinants. Use of health care is
only one factor that contributes to health. However, timely
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use of health care does contribute to health and reduce
disability — something that is evident in countries where
access is extremely poor.4 This is of course strongly influenced by the affordability of health care to patients, along
with other factors such as workforce availability. The latter
is a major factor responsible for reduced Medicare spending in rural and remote areas.
Universal health insurance was introduced in Australia
in 1975 (initially called Medibank and later reintroduced
as Medicare), financed through the tax system.5 This was
designed to make health insurance fairer and more
affordable for all Australians, avoiding patients having to
face catastrophic health expenditure. There is increasing

Editorials
evidence that Medicare has been largely successful in
reducing inequity in the use of primary medical care, with
low socioeconomic groups using general practice and
public hospital services more frequently than high socioeconomic groups (as is appropriate to need).6 Of course
this is a simplistic picture because workforce distribution
and other factors cause more subtle inequities in access to
quality care — such as reduced time in consultations or
reduced availability after hours in disadvantaged areas.7
Also, inequities remain for low socioeconomic groups in
remote rural areas with lower bulk-billing rates (although
there is evidence that these have reduced in recent times
in association with government incentives).8 However,
the overall effect of Medicare has been to reduce differentials in use of primary health care and we should
acknowledge and protect these achievements at the same
time as seeking to make further improvements.
The picture is far less positive for specialist care and dental
care. Although medical specialist care including imaging is
reimbursed through Medicare, the average size of co-payments over and above the Medicare rebate has increased
over the past 20 years. Patients on low incomes are less
likely to see a specialist than those with higher incomes.9
Over the past 30 years, access to dental care has consistently
been in inverse proportion to socioeconomic disadvantage.10 This is despite some investment in state-run public
dental services. Inequities are exacerbated by the workforce
distribution, with worse access in rural areas.
More recently, we have seen changes to the type of
services funded under Medicare. Beginning in 1999, Medicare items began to recognise the need to fund planned
care for patients with long-term conditions including
mental illness. This provided funding for general practitioners to assess patient needs and plan care for a year.
This has become the gateway for patients with chronic
disease to access funding for a limited number of allied
health services. There is also increased funding for psychological services through Medicare. More recently, dental
services were added to chronic care initiatives.
Overall it appears that GP care plans have been provided equitably, with higher rates in low socioeconomic
groups who are at higher risk of chronic disease and
multiple comorbid conditions.11 An evaluation of psychological services provided under Medicare suggested that
these were inequitably distributed in socioeconomic and
geographic terms.12 A major reason for this was seen to be
the geographic distribution of psychologists and demand
factors. This was used as a reason for reducing funding
through Medicare in favour of more directed funding
through Divisions of General Practice.
There has been less evidence of equity of access to allied
health services, with the limited research suggesting that
there are disparities between states and for specific populations in high need (eg, Indigenous people).13
There is some evidence that dental care provided under
the Chronic Disease Dental Scheme is more equitable, as
described by Knott and colleagues in this issue of the
Journal.14 However, while it has advantaged low socioeconomic groups, the linking of dental care to chronic disease
has meant that other patients in high need but without

chronic disease did not have access to the scheme.
Another criticism has been that the scheme has not always
provided the most needed care, with less urgent crown and
bridge work being performed under the scheme.
This scheme has now been replaced with a package that
includes basic dental services for children, funding for
adult public dental services through the states (often this
involves state dental services providing an initial assessment and then issuing vouchers for specific services in the
private sector) and some targeted funding for dental infrastructure in outer urban, regional and rural areas.15 It is
unclear what the net effects of this will be. Certainly,
Medicare coverage for adults with chronic disease is
reduced under this change. We will have to see how this
change will affect equity of access to dental care overall.
We should thus celebrate and protect the contribution of
Medicare (and other measures such as the Pharmaceutical
Benefits Scheme) to improved access to primary care in
Australia. However, major challenges remain, especially in
ensuring equity of access to medical specialist, psychological and dental care. Further research is needed to uncover
the reasons for these inequities, especially the relative
contribution of the funding mechanism and other factors
such as workforce supply.
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