COMMITTEE-IN-CONFIDENCE

ISSUES PAPER: Private Admitted Patients in Public
Hospitals

Introduction

During private health insurance consultation in late 2015 numerous participants raised the matter of
private patients in public hospitals. While states and territories support the current arrangements,
many insurers and private hospital groups suggested that there should be some sort of limit or
restriction on the ability of public hospitals to charge privately insured patients for admissions. Some
suggested a total ban.

The way forward

&
Any reform to the current regulatory arrangements for private pat@@ts in public hospitals would

need to be considered by Council of Australian Governments (C %?part of its broader
consideration of public hospital funding arrangements. Q,Q N
C) &\3\

On 1 April 2016, COAG signed the Heads of Agreemen éf v@e Commonwealth and the States
and Territories on Public Hospital Funding (the Hea %g ée\ne@%f Under the Head Agreement, the
Commonwealth’s contribution to hospital serV| ‘“ﬂ}l@ y 2017 until 30 June 2020 will continue

The Head Agreement was negotiated with

to include funding related to eligible prlvateqba\§ ubllc hospitals and a range of settings with
funding provided on the basis of act|V|ty n@%g

no anticipated change to current prl\@% h atlent arrangements.

<</
The Commonwealth and states S§D\P l‘ﬁé%q(tﬁ% development of a longer-term public hospital funding

agreement to commence o {&02& This longer-term agreement will be developed by the
Commonwealth and all@g\q&ﬁn%nd be considered by COAG before September 2018.

The Private Health Ministerial Advisory Committee (the Committee) should also note that the
Independent Hospital Pricing Authority (IHPA) has advised in its Consultation Paper on the Pricing
Framework for Australian Public Hospitals Services 2017-18 that:

In late 2016 IHPA has commissioned an independent review of historical activity data and
jurisdictional approaches to pricing private patients to empirically assess what impact, if any,
the national activity based funding model has had on the utilisation of private health
insurance by patients in public hospitals.

The Committee may wish to consider issues related to private patients in public hospitals, with the
view to providing the Minister for Health with a record of the Committee’s views. The Minister
would then be fully informed should private patients in public hospitals be considered in the COAG
process. The Committee could also consider non-regulatory changes which industry could lead
outside the COAG process.
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This paper sets out the history and background to the issue, identifies some options and explores
their implications.

Background

History

Privately insured patients in public hospitals have been a feature of the current health financing
regime since 1984. The original conception of Medicare, including free public hospital treatment for
public patients envisaged some restrictions on the charges visiting medical officers (VMO) in public
hospitals could raise for private patients. However, attempts to implement these restrictions were
the principal cause of the 1984 NSW doctors’ dispute.

By the end of 1984 rights of private practice for doctors in public hospitals were firmly established,
and they have not been challenged since. Rights of private practice remain fundamentally linked to
the funding of private patients in public hospitals. Successive public hgspital funding agreements
between the Commonwealth and the states have recognised the r@& of patients to elect to be
treated privately in a public hospital by a doctor of their choice, tg)qg‘all patients will make the

election based on informed financial consent. & &\
A IRS
Payment structure for private patients in public Q/Qgﬁ s ?\/

By 1986 the basis of the current medical remuneraé@h @a\ucu@%was in place: Medicare Benefits
Schedule (MBS) benefits were payable at 75% Qféﬂd@&ﬁe@{fe fee for in-hospital services, and private

health insurers were required to pay the 25%_§3§q}1 1994 insurers were allowed to pay benefits
above the schedule fee for doctors who eﬁt%&'n&\o-gap" or “known-gap” arrangements.

OO &
. WA . _— .
The general framework for pnvate@?ﬂt@ %?a ce remuneration for public hospitals (as distinct

from medical remuneration) h Qi%rqg/& since 1984. At that time private health insurers offered
two kinds of hospital insuranée: Q%I 4nsurance that covered the costs of treatment in a shared
ward, and supplementa&@su{gﬁc@hat covered the costs of single room accommodation and other
charges made by private hospitals. Insurers were required to pay a minimum level of per diem
benefits under the basic table. Those amounts, indexed by CPI since 1990, are now the
Commonwealth-determined minimum benefits payable by insurers in any hospital where policy
holders are treated for any illness or condition covered by their policy, and the insurer does not have
a contract.

The minimum benefits are not intended to reflect the cost of delivering hospital services; instead
they ensure that privately insured patients are guaranteed some level of reimbursement regardless
of whether a patient’s hospital has a negotiated agreement with the patient’s health insurer.
However, because health price inflation is generally higher than CPI, the minimum benefits have
reduced from around half of the cost of providing hospital services to around a third of the cost.

Under the National Health Reform Agreement (NHRA), the IHPA sets the price for admitted private
patients in public hospitals accounting for payments made by other parties, including private health
insurers and the MBS, which make up about half the cost of treatment. The Commonwealth then pays
about 40% of the remaining cost and the states the other 60%.
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Current payments for private patients
The graph below provides an illustrative comparison of funding flows for public patients and private
patients in public hospitals.

Funding sources for public and private patients in public hospitals 2014 -
illustrative

Public
Patient

Private
Patient

| | S | |

ate O
: IELItB@g‘%Q&L@e\%Cth rebate
e WWE%KNHRA

wC MBS

1l Commonwealth PHI Rebate (paid by insurer as PHI benefits)

Note: The amounts included in this figure are illustrative of the typical composition of funding for
public and private patients treated in a public hospital. The exact composition of funding for a given
service will vary according to a range of factors including the jurisdiction and the procedure delivered.
As a general rule, private patients in public hospitals face low or no out-of-pocket costs (including
excesses) because public hospitals tend to not charge out-of-pocket costs and/or to waive excesses.
PBS costs excluded.

Who are private patients in public hospitals?
There are three broad kinds of privately insured patients in public hospitals.

The first are elective surgery patients who are admitted on a scheduled day to be treated by a
clinician with rights of private practice who they have seen for a consultation before admission.
These patients may choose to be treated in the public sector for reasons such as:

e the services they require are only available there;
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e their risk profile is such that their specialist wants to have access to the back-up services that

only a major public hospital can provide in case of complications; or

e their specialist works in both the public and private sector but they prefer to attend the
public hospital, for example to avoid or reduce out-of-pocket costs.

The second are privately insured patients who enter the hospital through the emergency (or other)
department, are subsequently admitted, and agree to elect to be treated as a private patient. These

? u

patients

choice of doctor” is limited to whoever is on duty.

Finally, there is a (probably very small) subset of patients who are admitted through the emergency

(or other) department and genuinely choose their doctor. For example, a patient requiring an

orthopaedic surgeon may have a pre-existing relationship with a surgeon who practises at the

hospital, and may be able to choose to be treated by that surgeon.

Recent trends

&
In 2014-15, the private health insurance benefits paid to public hog?tals for treatment of private

patients was approximately $1.0 billion dollars.

Over the eight years to 2014-15 the number of privately i

period, total public hospital admissions grew by ar@%‘n@%

4.8%.

Overall privately insured admissions alm

<
F L&
Q%&g oupte

NS

O
O
|§>{Qr dpatients in public hospitals increased
by an annual average of 10.1%, compared with a rate !

onblic patients. Over the same

ge of 3.4% and private hospitals by

@gém 416,000 to 815,000, and from 9% of total

public hospital admissions to 14%. W@m this vérall growth there was a marked shift in the pattern

of utilisation of privately insured p ssé%wn in the table below.

(@) ,</, y
Basis of Admission QO‘;MQ?\‘(GS 2014-15
Priv&ﬁ@n@i\a | Public Patient Private Patient in Public Patient
o pﬁlgnc public
Elective 44% 41% 38% 41%
Emergency 42% 41% 49% 40%
Otherl 14% 18% 14% 19%

Source: Unpublished Admitted Patient Care dataset, Department of Health

Another way to look at the trends is to consider how the privately insured patient growth rates vary
across each setting. The table below shows that from 2007-08 to 2014-15 cumulative growth in

private patients in public hospitals outstrips the growth in private settings.

1 Other includes planned activity such as obstetrics, dialysis and chemotherapy.
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Cumulative growth privately insured
episodes 2007/08 to 2014/15
Episodes Episodes per | Benefits per Proportion of total
insured episode privately insured
person episodes in each
setting 2014/15

Private patients in 81% 51% 9% 18%
public hospitals
Day hospitals 54% 28% 22% 15%
Private overnight 36% 13% 29% 67%
hospitals
Total 45% 21% 18% 100%

&
Source: APRA Private Health Insurance Benefits Trends — June 20@@
S ¥

These patterns of growth strongly suggest that efforts to en%/@rgéé\%atients to use their insurance in
public hospitals upon admission for an emergency are bei l{é@e;t{.ful

U

N A\
If the number of private patients in public hospitals I@fg\r@v (eyjche rate of public patient hospital
admissions over the eight years to 2014-15 insu eﬁv@ﬁeve saved about $424 million in that year
(and the Commonwealth would have saved %ﬁm& @ﬂillion in MBS payments).

(AN
Stakeholder Views ég‘z\()‘(\é@
?\
Is the glass half full or half em ‘?Qoi)é

ufkent arrangements.
%
One view is that all privat@?iq&fe@atients have a right to elect to be treated as a public patient

and pay nothing to the hosp/it&al, and should not be pressured by public hospitals to use their private

There are several ways of view@%’%@&
O«

health insurance. In common with other members of the community they pay taxes to support
public hospitals, and by charging them as private patients the states are double-dipping.

The opposite view is that private insurers have taken premiums to indemnify their policy holders
against the costs of hospitalisation, and to provide them with choice about their treatment, and that
they should thus pay the full cost of public hospital treatment for those patients just as they would
meet the costs of private hospital treatment.

States, Territories and public hospitals

The public hospital sector strongly supports current arrangements for private patients in public
hospitals, including public hospital only policies. States and territories and public hospitals are likely
to be highly concerned about any policy reform to private patient arrangements should it impact on
public hospital revenue.
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States and territories argue that a patient’s ability to choose to use their private health insurance in a
public hospital improves the value of private health insurance, particularly for highly specialised
services or in rural and regional areas.

They also argue the arrangement supports doctors’ right to private practice and this increases
hospitals’ capacity to recruit specialist workforce.

States and territories have also been concerned about the level of Commonwealth-determined
minimum benefits for shared ward accommodation and health insurers reducing the benefits they
pay for members accessing single rooms at public hospitals over recent years.

Private Health Insurers

Health insurers claim public hospitals are cost-shifting by pressuring privately insured patients to
elect to be treated privately. They also claim that many private patients in public hospitals do not
choose their own doctor and effectively receive hospital treatment th@E is no different to what they
would receive as a public patient. eo@

Health insurers argue that the growth in private patients in pu@hz h&pnals conflicts with the intent
of private health insurance to reduce the burden on the puflic ko | system, and that the ongoing
revenue stream from private health insurers to public % S @drlvmg up premiums.

N

R

Health insurers are also concerned about the im @gqcal expenses on premiums with one
submission to the consultation stating: Q) QQé\
&

Once a patient has elected to be ?gb \a rivate patient the doctor has the right to charge
the patient fees as he/she deems a@or@ate Medical specialists welcome the private election
of patients in public hospt@ a way to effectively supplement their normal public

hospital income. Q ((Q, &\Z\

Another submission to t@k&@%’lta@on process claimed that “restriction of billing by public hospitals
to private insurers ... will result in projected $510 million to $1,030 million in cost savings, potentially
lowering premiums by up to 5.3 percent”. This position seems to assume that, if the option to be a
private patient in a public hospital was not available, these patients would instead choose treatment
as public patients rather than attend private hospitals.

Private Hospitals

Private hospitals argue that existing arrangements go against the principles of competitive neutrality
because private patients in public hospitals are significantly subsidised by the Commonwealth and
State governments, and undermine the private health insurance policy objectives of alleviating
pressure on public hospitals.

They also claim that the public hospital practice of actively encouraging patients to be treated as
private patients creates cost shifting from the states and ‘fast track’ opportunities for patients with
private health insurance. However, this is unlikely to be an issue for patients who have presented in
an emergency situation, are subsequently admitted and elect to be treated privately.
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Private hospitals claim that private patients in public hospitals could be more efficiently treated in the
private sector and this would free up thousands of public hospital beds and reduce public hospital
waiting lists. This position seems to assume that, if the option to be a private patient in a public
hospital was not available, these patients would instead choose treatment in a private hospital rather
than remaining in the public system.

Doctors
Doctors will be very concerned about any proposed changes to private patients in public hospital
arrangements and the impact on doctors’ rights to private practice at public hospitals.

Consumers

Consumers would be concerned about any proposed changes that lessen their right to make a
genuine election to receive treatment in a public hospital as a private patient. This may be of
particular concern where the treatment is only offered at the public hospital, for example in rural and
regional areas, and electing to be treated privately allows a choice o}(/rotor.

O
Any change that limits a consumer’s choice about how they use\tﬁi&@ﬂvate health insurance is likely
to reduce the perceived value of private health insurance. <</Q «'\

URY
On the other hand, it has been argued that public h%
i

?\
spit &Q&\Y@ies are a type of ’junk’ policy. If

this argument is accepted, then some consumers % g\ﬁ%t&ﬁ%m reducing or eliminating coverage
kst

for public hospital services. However, this argu@n
RO
&

Issues for consideration N\ 2 &@

&
The Committee may wish to advise I@é i 'stq%f its preferred options for private patients in public

any flow-through impact on premiums.

hospitals. The options presented-ke re(Dm((fended to guide and encourage discussion, and are not
exhaustive. In considering th@%l Q&fr)g%) tions, the Committee should be mindful that it is likely
COAG will ultimately con%@'gy r@&rm to admitted private patients in public hospitals.

AY R

The Committee should also recognise that neither states and territories, nor their public hospitals,
are represented on the Committee although they are the groups that will be most affected by any
proposed changes to private patients in public hospitals. It is likely they will be highly critical of any
proposed change that will impact on revenue received from private patients.

Are private health/private hospital sectors able to use non-regulatory measures to
influence the number of privately insured consumers electing to be treated in public
hospitals?

The Committee may wish to consider whether there are non-regulatory options available to health
insurers or the private hospital sector to influence a consumer’s choice to receive public hospital
services as a private patient.

For example, could insurers do more to educate their members that if they attend a public hospital
expecting to receive free public hospital services, and they subsequently agree to be treated
privately, the benefits the insurer must pay the public hospital flows through to increase health
insurance premiums for all members?
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Insurers contracting with public hospitals would place boundaries around private patients in public
and allow insurers more influence around who goes private for which services. It may be difficult for
insurers and public hospitals to reach a win-win position whenever minimum benefit requirements
are in place.

Are there further options open to the private hospital sector to improve its value proposition to
encourage consumers to choose treatment in a private hospital, for example promotion or partially
waiving excesses?

Exclude privately insured patients using their health insurance in the public sector
This option may establish a clearer distinction between public and private hospital care, and would
make ‘public hospital only’ policies redundant.

Under this option patients could still elect to be treated as private paﬁ?nts in public hospitals, and be

charged by the hospital for the treatment, but would not able toQ@ ny reimbursement from their

health insurer. This would limit consumer choice, of partlcul%?onc@n in rural and regional areas
oﬂ) @\reduce the perceived value of

?\
\2{0

It is likely this option would limit public hospitals@h@?ragmg patients who would otherwise be
I

where the public hospital may be the only facility avallablsy@
private health insurance. <</

public to elect private treatment. However |to isadvantage patients making an informed
genuine private patient election, for exam e@ |@<s'urgery agreed at a private consultation with a
specialist who has rights of private pragu:e ab hQ-,p\thC hospital. Doctors would also likely be critical

of any impact on their rights of prl\@&’ t@

Some patients may choose t(&a t@fé&gégf(a private hospital rather than remain in the public system.
The proportion of patient @at@ o the private sector will influence whether there is an increase
or decrease in the costs‘fo te health insurers and premiums. This could also change the level of

patient MBS gap payments.

Limit private health insurance benefits to the medical costs of private treatment in public
hospital with no benefits paid to the hospital

Under this option patients could still elect to be treated as private patients in public hospitals but
would only be able to claim benefits toward the doctor’s charges (the 25% MBS gap and doctors ‘no-
gap’ or ‘known-gap’ payment). There would be no benefit paid by the insurer to the hospital.

This option continues to support patients making genuine elections to be treated by a particular
doctor in a public hospital, and explicitly recognises that this is the main component of their hospital
treatment that differs to a public patient. Whether or not the hospital would still be able to charge
private patients for hospital treatment would need to be considered.
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Remove the requirement for private health insurers to pay benefits to public hospitals for
private patients

Under this option insurers would no longer be required to pay the Commonwealth regulated
minimum benefits, but would still pay benefits toward the doctor’s charges (the 25% MBS gap, and
doctors ‘no-gap’ or ‘known-gap’ payment). This would encourage contracting between public
hospitals and insurers. Depending on how insurers respond under contracting arrangements, this
option may limit consumer choice through reduced access to services, for example in rural and
regional areas, which may reduce perceived value of private health insurance.

This option may also establish a clearer distinction between public and private hospital care as
benefits would primarily be paid for private hospital treatment and may discourage the purchase of
low-cover ‘public hospital only’ policies.

Remove ‘public hospital only’ policies’ eligibility for governme@?‘mcentives
Some submissions to the private health insurance consultations %@&ed removing government

incentives from policies which only cover services in public h@/@)i}t&@

O
While removing government incentives from ‘public ho\s?jYé@Wy'\'ﬁroducts may encourage

consumers to purchase polices with more extensiveq&e(@e,ﬁyﬁay not reduce the number of
private patients in public hospitals because con?okrﬁer{&&@ still choose to receive private treatment

at a public hospital. Q QQQ‘%’\

. : : {Yg 3 %}Q’ . -
The Committee’s consideration of produc délggzﬁa udes possible minimum product standards. The
changes being considered, if implemén Q@Yd impact on ‘public hospital only’ products.
However, in instances where an insur, é9hot have a contract with a private hospital, even a

‘Gold’ product would provid@ Q&’a& that patients would be fully covered for their treatment.
In this instance, the patie\%\@/ @ély face out-of-pocket costs for treatment at the private hospital
which may encourage tﬁ%m't(o seek private treatment at the public hospital.

Change the private patient election processes

Under Schedule G of the NHRA an election by an eligible patient to receive admitted public hospital
services as a public or private patient will be exercised in writing before, at the time of, or as soon as
practicable after admission, and must be made in accordance with minimum private patient election
standards set out in the NHRA. In particular, private patients have a choice of doctor and all patients
will make an election based on informed financial consent. The minimum private patient election
standards are at Attachment A.

Through the minimum standards for election states and territories have agreed that all admitted
patient election forms will include a statement signed by the admitted patient or their legally
authorised representative acknowledging that they have been fully informed of the consequences of
their election, understand those consequences and have not been directed a hospital employee to a
particular decision. The NHRA is silent on whether a hospital can ‘encourage’ patients in their
election decisions.
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Suggestions for changing the admitted patient election processes in order to reduce the number of
private patient elections have been put forward. These include:

e remove the requirement that “on admission, the patient will be given the choice whether
to elect to be a public or private patient...” and instead ask patients “are you prepared to
be treated by a doctor chosen by the hospital, and if not which doctor would you like to
be treated by?”

e ensure that a patient’s election to be treated as a private patient happens within 24 hours
of admission to limit the hospital’s ability to ‘chase’ private patient elections.

e remove the ability for public hospitals to offer inducements to private patients that are
not also available to public patients (for example, free TV or newspapers).

e remove the requirement that “any patient who requests and receives single room
accommodation must be treated as a private patient” with the view that public patients
should equally have the right to request a private room if one is available.

Stop the public hospitals from waiving any excess payable urgg; the patients policy
Public hospitals often waive the excess that would otherwise b y jle under a patient’s health
insurance policy as an incentive to encourage private patienQ&ea{i'én. Under this option, hospitals

would be required to collect any excess payable by patie@??sm:rg’]dgt%\ey elect to be treated privately.
N
This option is likely to reduce the number of patie Swhéen he public hospital through the

emergency (or other) department intending to Q&e@z@%blic hospital services, but are persuaded
by hospital staff to elect private treatment. @Q) <<O X
(NN

Patients being admitted for elective su ry@%g xticular clinician with rights of private practice
could still choose to be treated pri@{@ly@%@ ublic hospital, albeit with an excess payable to the
public hospital. This may also inip CQ)?etition between the public and private systems because
the excess payable by the co@urqﬁ'w&lgl\d be the same regardless of which hospital they choose.

N <</ %%
There may be Iegislativéﬂe\%\n&%ints on the ability to implement this option.

Remove the requirement for health insurers to pay benefits for treatment in public hospitals
for emergency admissions

Under this option, all patients admitted through the emergency department would be public
patients. While this option would stop hospitals from encouraging patients that present expecting to
be public patients from electing to be private, it may also reduce the consumer’s perceived value of
their health insurance.

This option would also disadvantage those patients who present at the emergency department and
want to make a genuine private patient election in order to choose a particular doctor for their
treatment.

10
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Remove the requirement on health insurers to pay benefits for episodes where there is no
meaningful choice of doctor or doctor involvement

Under this option, health insurers would not be required to pay benefits for private patients in public
hospitals for services where there is no meaningful choice of doctor, or limited doctor involved in the
patient’s treatment.

This option would require an assessment of the types of services which could be categorised, and
defined in regulation, as having no (or limited) choice of doctor, for example major trauma; or the
doctor has limited involvement in the patient’s ongoing treatment, for example chemotherapy.

This option has the benefit that a patient wanting to elect private treatment at a public hospital in
circumstances where they can genuinely choose their own doctor could still claim private health
insurance benefits.

Change the basis of the private health insurance minimum bengjtﬁ‘om a per diem payment
to an activity based payment (</

The Commonwealth-determined minimum benefits are current@tc@wa benefit payable per night
(or per day for day only accommodation). This option move%@v,a\y"from a per diem benefit and
would align the Commonwealth-determined minimum b V%@l}@&he patient classification and
payment structure used for the Commonwealth payr‘n@ﬁ‘ts@ c hospitals through the NHRA.

These payments are calculated using the IHPA’ I;Qs%; f&é%nt Price (NEP) which is based on the

Australian Refined Diagnosis Related Groups (

The IHPA has described the importance oQngﬁ % systems such as the AR-DRG in its
Consultation Paper on the Pricing Fra&;@ ustrallan Public Hospitals Services 2017-18:

e

Classification systems pr@ @' @p/ta/ sector with a nationally consistent method of
classifying all types o ,«(‘Igé/r treatment and associated costs in order to better
manage, measuc&ﬁ%dﬁnd@éh quality and efficient health care services.

The use of these systems is a critical element of activity based funding as they group patients
who have similar conditions and cost similar amounts per episode together (i.e. the groups are
clinically relevant and resource homogenous).

Under this option the IHPA could be tasked with setting minimum health insurance benefits for
shared ward accommodation that are consistent with the processes used to set the public sector
NEP. Using a standardised payment methodology for private patients in public hospitals would
provide a more definitive and transparent funding split between the Commonwealth, states, insurers
and patients.

Basing the minimum benefits for private patients in public hospitals on the AR-DRG, rather than a per
diem rate, would also mean insurers have better information on what treatments they are
purchasing for their members. This information would allow for improved contract management and
could also feed into insurer initiatives such as Chronic Disease Management Programs.

11
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Attachment A

National Health Reform Agreement

Patient Arrangements
G14. Election by eligible patients to receive admitted public hospital services as a public or private

patient will be exercised in writing before, at the time of, or as soon as possible after admission
and must be made in accordance with the minimum standards set out in this Agreement.

G15. In particular, private patients have a choice of doctor and all patients will make an election
based on informed financial consent.

G16. Where care is directly related to an episode of admitted patient care, it should be provided free
of charge as a public hospital service where the patient chooses to be treated as a public
patient, regardless of whether it is provided at the hospital or in private rooms.

G17. Services provided to public patients should not generate charge@gainst the Commonwealth
> . . \)eocbq’ :
a. except where there is a third party payment arran qyent\%lth the hospital or the State,
emergency department patients cannot be referr ah atient department to receive
services from a medical specialist exercising a ri ri practice under the terms of
employment or a contract with a hospital \@%‘ngﬂ})}gq&public hospital services;

b. referral pathways must not be contr%(g/d@s'\t@deny access to free public hospital

services; and \2\?9 é ®@$

A e
c. referral pathways must not @onﬁ%l{)@-so that a referral to a named specialist is a
prerequisite for access to o ti G§vices.
D (O

G18. An eligible patient prese %’Q&Iic hospital emergency department will be treated as a
public patient, befortk@ﬂy@&i %ecision to admit. On admission, the patient will be given the
choice to elect to bﬁe\% pﬂ%lic o%?private patient in accordance with the National Standards for
Public Hospital Admitted Patient Election processes (unless a third party has entered into an
arrangement with the hospital or the State to pay for such services). If it is clinically appropriate,
the hospital may provide information about alternative service providers, but must provide free
treatment if the patient chooses to be treated at the hospital as a public patient. However:

a. a choice to receive services from an alternative service provider will not be made until the
patient or legal guardian is fully informed of the consequences of that choice; and

b. hospital employees will not direct patients or their legal guardians towards a particular
choice.

G19. An eligible patient presenting at a public hospital outpatient department will be treated free of
charge as a public patient unless:

a. there is a third party payment arrangement with the hospital or the State or Territory to
pay for such services; or
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G21.

G22.

G23.

COMMITTEE-IN-CONFIDENCE

b. the patient has been referred to a named medical specialist who is exercising a right of
private practice and the patient chooses to be treated as a private patient.

Where a patient chooses to be treated as a public patient, components of the public hospital
service (such as pathology and diagnostic imaging) will be regarded as a part of the patient’s
treatment and will be provided free of charge.

In those hospitals that rely on GPs for the provision of medical services (normally small rural
hospitals), eligible patients may obtain non-admitted patient services as private patients where
they request treatment by their own GP, either as part of continuing care or by prior
arrangement with the doctor.

States which have signed a Memorandum of Understanding with the Commonwealth for the
COAG initiative “Improving Access to Primary Care Services in Rural Areas” may bulk bill the
MBS for eligible persons requiring primary health care services who present to approved
facilities. Q/Q‘

In accordance with this Agreement, public hospital admitte Q%ﬁpt election processes for
eligible persons should conform to the national standa@sg\t'&odt in this schedule.

N

Public Hospital Admitted Patient Election Fg Y

G24.

States agree that while admitted patient electiéh-fot} SQS@?Be tailored to meet individual State
or public hospital needs, as a minimum, aIl,(/ s\&?ﬂaﬁclude:

- NAONEN . . .
a. a statement that all eligible persogsha I'{g/%hmce to be treated as either public or private
patients. A private patientis a p&r‘s%%)@h%‘@ts to be treated as a private patient and elects

to be responsible for paying&é&@t(g}&pe referred to in clause G1 of this Agreement;

b. a private patient may k{g\}&@%@ a doctor of his or her choice and may elect to occupy a
bed in a single room. @pe@m May make a valid private patient election in circumstances
where only one Q&toQ&s private practice rights at the hospital. Further, single rooms are
only available in some public hospitals, and cannot be made available if required by other
patients for clinical reasons. Any patient who requests and receives single room
accommodation must be admitted as a private patient (note: eligible veterans are subject to a

separate agreement);

c. a statement that a patient with private health insurance can elect to be treated as a public
patient;

d. a clear and unambiguous explanation of the consequences of public patient election. This
explanation should include advice that admitted public patients (except for care and
accommodation type patients as referred to in clause G2):

i. will not be charged for hospital accommodation, medical and diagnostic services,
prostheses and most other relevant services; and

ii. are treated by the doctor(s) nominated by the hospital;
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e. a clear and unambiguous explanation of the consequences of private patient election. This
explanation should include advice that private patients:

i. will be charged at the prevailing hospital rates for hospital accommodation (whether a
shared ward or a single room), medical and diagnostic services, prostheses and any other
relevant services;

ii. may not be fully covered by their private health insurance for the fees charged for
their treatment and that they should seek advice from their doctor(s), the hospital and
their health fund regarding likely medical, accommodation and other costs and the extent
to which these costs are covered; and

iii. are able to choose their doctor(s), providing the doctor(s) has private practice rights
with the hospital;

f. evidence that the form was completed by the patient or legally authorised representative
before, at the time of, or a soon as practicable after, admissng_l'his could be achieved by the
witnessing and dating of the properly completed eIectiorsi%Qr%by a health employee;

9

g. a statement that patient election status after ad i&g\c}n only be changed in the event of
unforeseen circumstances. Examples of unfores%ﬁ‘cgmmsfg?\ces include, but are not limited
to, the following: Qg/\/&\o \2{(/?‘
i. patients who are admitted forap @ %@edure but are found to have
complications requiring addition%lﬁ' ures;

D
ii. patients whose length of gég}st\b§§$extended beyond those originally and
reasonably planned by ar@g@pr{'?‘k health care professional; and

iii. patients whose séc)[ggé/@.\zj\@/gances change while in hospital (for example, loss of job);
h. in situations whe\b_g? éﬁ%&léction is made, then changed at some later point in time
because of unforg‘géetalrcu%stances, the change in patient status is effective from the date

of the change onwards, and should not be retrospectively backdated to the date of admission;

i. it will not normally be sufficient for patients to change their status from private to public,
merely because they have inadequate private health insurance cover, unless unforeseen
circumstances such as those set out in this Schedule apply;

j. a statement signed by the admitted patient or their legally authorised representative
acknowledging that they have been fully informed of the consequences of their election,
understand those consequences and have not been directed by a hospital employee to a
particular decision;

k. a statement signed by admitted patients or their legally authorised representatives who
elect to be private, authorising the hospital to release a copy of their admitted patient
election form to their private health insurance fund, if so requested by the fund. Patients
should be advised that failure to sign such a statement may result in the refusal of their health
fund to provide benefits; and
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I. where admitted patients or their legally authorised representatives, for whatever reason, do
not make a valid election, or actual election, these patients will be treated as public patients
and the hospital will choose the doctor until such time as a valid election is made. When a
valid election is made, that election can be considered to be for the whole episode of care,
commencing from admission.
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