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Dear Sir/Madam

Stroke Foundation’s response to the Senate Standing Committees on Rural and Regional Affairs
and Transport Inquiry into ‘Rural, regional and remote Medicare access and funding’

As the voice of stroke in Australia, Stroke Foundation welcomes the opportunity to respond to this inquiry
on ‘Rural, regional and remote Medicare access and funding’. The key points in our submission are
summarised below.

Key points

In recent years, an increase in the number of patients with complex healthcare needs in rural,
regional and remote areas, has not been accompanied by an increase in Medicare rebates, which
has put a significant strain on the ability of GP practices in these areas to deliver bulk-billed services
and for patients to afford out-of-pocket costs.

In the last four years, the Australian Government has invested significantly in increased bulk-billing
incentives for GPs, including in rural, regional and remote areas, to address this issue.

The most recent investment, a two-part bulk-billing incentive package for general practice which took
effect on 1 November 2025, has had an immediate and significant impact, resulting in the largest
quarterly increase in the number of GP services bulk-billed nationally since the first phase of the
COVID-19 pandemic. The largest increases were observed in regional centres and towns.

It is too early to determine whether increases in bulk-billing rates in rural, regional and remote areas
will be sustained, and if they will contribute to improved patient outcomes and a reduction in avoidable
emergency presentations and hospital admissions in these communities.

There are concerns within the profession that increasing bulk-billing incentives may indirectly
encourage shorter consultations, which are not appropriate for managing complex cases, and further
embed a primary care fee-for-service funding model that is not fit for purpose. There is a clear need
for a more flexible, ‘blended’ primary care funding model that reflects the needs of each patient.

GPs are also concerned that full bulk-billing would undermine their practice’s financial sustainability,
and it is critical that improved access to primary care, through more free GP services, is balanced
against the need to maintain the viability of practices.

Stroke Foundation, along with 20 other patient and healthcare organisations, is calling on the
Australian Government to increase the Medicare rebate for longer GP consultations by 40 percent, to
ensure Australians living with chronic and complex conditions such as stroke are able to manage their
conditions more effectively.

Currently, multidisciplinary team-based care, which is critical for the effective management of chronic
and complex conditions, is not adequately supported by Medicare, and this needs to be addressed as
part of a broader overhaul of funding models for primary care.
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Introduction

Stroke Foundation is a national charity that partners with the community to prevent stroke, save lives and
enhance recovery. We do this through raising awareness, empowering health professionals to deliver high
quality, best-practice care to stroke patients, facilitating research, and supporting survivors of stroke. We
advocate for better systems, processes and resources to help health professionals deliver world class
stroke care.

Chronic health conditions such as stroke are the leading cause of iliness, disability and death in Australia.
There are an estimated 45,785 stroke events in Australia annually and more than 440,000 survivors of
stroke are living in our community.' The lifetime costs associated with strokes that occurred in Australia in
2023 exceed $15 billion ($350,000 per person), including healthcare, lost productivity and unpaid carer
costs.! Research shows that without a concerted effort to improve stroke awareness and prevention, the
number of annual stroke events in Australia is expected to reach 72,000 by 2050."

We know that more than 80 percent of strokes can be prevented,? and that stroke prevention remains the
most effective means of reducing the impact of stroke in Australia.

Australian and international evidence shows that strong primary care systems result in better health
outcomes, lower rates of avoidable hospitalisations, and significant cost savings.® For chronic conditions,
including stroke, a comprehensive and integrated primary care system is critical to identifying and
managing individuals at high risk, halting disease progression, preventing avoidable complications, and
providing treatment at an earlier stage.

Stroke Foundation applauds the reforms the Australian Government has undertaken in recent years to
strengthen our primary care system, including by increasing access to primary care services and
encouraging multidisciplinary team-based care.

Regional Australians are 17 percent more likely to suffer a stroke than those in metropolitan areas,* while
hospitalisation and death rates for stroke are 1.1 times higher in people from remote and very remote
areas compared with major cities.® This disparity with regard to stroke morbidity and mortality is due to a
combination of factors, including reduced access to primary care services in rural, regional and remote
communities compared with metropolitan areas.

Impact of 1 November 2025 Medicare changes on rural, regional and remote
Australians

The current primary care system in Australia continues to be oriented toward treating illness and disease,
rather than prevention or wellness. There needs to be shift in how the public perceives the role of primary
care. People should be encouraged to engage with primary care services not only when unwell, but as a
means of maintaining good health. As Australia’s cost of living crisis worsens, there is evidence that more
people are delaying visits to the general practitioner (GP) due to out-of-pocket costs.

Data from the Australian Bureau of Statistics has shown that the number of people who delayed or did not
see a GP when they needed due to cost, increased from 3.5 percent in 2021-22, to 7.7 percent in 2024-
25.5 We know from consultations with the stroke community that out-of-pocket costs are a barrier to
accessing primary care services for survivors of stroke, their families and carers.

When geographical differences in bulk-billing and out-of-pocket costs for GP services in Australia have
been examined, rural practices, particularly those in remote and very remote areas, have been shown to
have both the highest rates of bulk-billing” and the highest rates of out-of-pocket costs, nationally.” 8

In rural, regional and remote areas, patients are more likely to have chronic conditions and poorer health
outcomes.® These patients have fewer GP appointments per year,'® and may have to travel significant
distances in order to access bulk-billing GP services, requiring longer consultations in order to manage
their complex healthcare needs.® Patients with complex needs also require greater coordination between
providers across a large geographical area, increasing the administrative and referral burden for practices
that may need to charge higher fees in order to offset this.'® Those patients who are unable to access
bulk-billing GP services may choose to skip or delay essential appointments, or visit hospital emergency
departments where there are no associated out-of-pocket costs.®



In recent years, an increase in the number of patients with complex healthcare needs in rural, regional and
remote areas has not been accompanied by an increase in Medicare rebates, which has put a significant
strain on the ability of GP practices in these areas to deliver bulk-billed services and for patients to afford
out-of-pocket costs.® Recognising the need to address this problem, in the last four years, the Australian
Government has invested significantly in increased bulk-billing incentives for GPs in rural, regional and
remote areas.

Access to Medicare services

In January 2022, rural bulk-billing incentives for GPs increased with remoteness, based on the Modified
Monash Model (MMM) classification of the location, with incentives rising from 160 percent (for MM 3—4
locations, large/medium rural towns) to 190 percent (for MM 7 locations, very remote areas) of the
metropolitan bulk-billing incentive, improving the viability of GP practices, and reducing out-of-pocket costs
for patients, in these communities.®

In November 2023, bulk-billing incentives for GP consultations for children under 16, pensioners and
concession card holders were tripled, with additional scaling for rurality, resulting in incentives that were
between 50 percent and 90 percent higher for GPs in rural, regional and remote areas compared with
those in metropolitan areas. This significantly improved access to GP services for patients in these areas.’

Most recently, in support of their 2025 election pledge to increase the bulk-billing rate to 90 percent by
2030, the Australian Government has implemented a two-part incentive package for general practice.
Firstly, bulk-billing incentives for GP consultations have been tripled, and expanded to all patients, not just
children, pensioners and concession-card holders, and are even higher for practices in rural, regional and
remote areas. Secondly, under a Bulk Billing Practice Incentive Program (BBPIP), practices that bulk bill
all eligible patients receive a 12.5 percent incentive payment. These changes took effect on 1 November
2025.

Data from the Australian Government’s national GP bulk-billing snapshot, for the period between 1
November 2025 and 31 January 2026, has shown that these changes have had an immediate and
significant impact. Specifically, 81.4 percent of GP services were bulk-billed, up from 77.1 percent for the
same period a year earlier, which represents the largest quarterly increase since the first phase of the
COVID-19 pandemic.' The largest increases in bulk-billing rates were observed in regional centres and
towns, and the number of practices that bulk bill all their services has also increased, from approximately
2,300 to more than 3,400."

While these changes have achieved their intended purpose in the short-term, it is too early to determine
whether these increases in bulk-billing rates in rural, regional and remote areas will be sustained, and if
they will contribute to improved patient outcomes and a reduction in avoidable emergency presentations
and hospital admissions in these communities. It is incorrect to assume that access to primary care is a
proxy measure for quality of care, and there are concerns within the profession that increasing bulk-billing
incentives may indirectly encourage shorter consultations, which are not appropriate for managing
complex cases, and further embed a primary care fee-for-service funding model that is not fit for
purpose.'? There is a clear need for a more flexible, ‘blended’ primary care funding model that reflects the
needs of each patient.

Currently, not every long consultation (Level C [20—40 minutes] and Level D [40+ minutes]) with a GP can
be bulk billed, and the per minute value of Medicare rebates falls as patients spend more time with their
GP."3 Therefore, increasing the Medicare rebate for longer GP consultations is the only way to reduce the
out-of-pocket costs for patients who can’t be bulk billed.'® We, along with 20 other patient and healthcare
organisations, are calling on the Australian Government to increase the Medicare rebate for long
consultations by 40 percent, to ensure Australians living with chronic and complex conditions such as
stroke are able to see their GP for longer in order to manage their conditions more effectively.'3

Financial sustainability of general practices

A key challenge of the new bulk-billing incentive scheme is whether the income from this scheme is
adequate for rural, regional and remote GPs and practices to cover their operating costs, which often
consume at least 30 to 40 percent of their gross billings.'? For practices that use mixed billing models,
where GPs elect to bulk bill some patient groups and privately charge other patients who are able to pay a
3



gap fee, or private billing models where GPs charge all patients for consultations, these operating costs
are built into the gap fees charged. The focus of the Australian Government’s investment in bulk-billing
incentives is to encourage more practices to move to a universal bulk-billing model, where their only
income is the government Medicare rebate; however, if that rebate is less than the cost-recovery level,
practices risk operating at a loss, and this is a significant concern for the primary care sector.

A recent national survey found 66 percent of GPs plan to retain their current billing practices, in spite of
the new incentives, suggesting that many fear full bulk-billing may undermine their practice’s financial
sustainability.'? It is critical that improved access to primary care, through more free GP services, is
balanced against the need to maintain the viability of practices.

The cost of delivering primary care services in rural, regional and remote areas, where consultations are
generally longer and the scope of practice is broader, is higher than in metropolitan areas.' Importantly,
each rural, regional and remote community is unique, and different practices operate under a variety of
business models.' Therefore, the new bulk-billing incentives will be more successful in some practices
than others. Many practices are likely to continue to bulk bill vulnerable patients, and charge those who
are able to pay, in order to maintain the viability of their services.

Adequacy of Medicare support for mixed-team models of care

Many people with chronic and complex conditions such as stroke are likely to require at least two, or
possibly three or four different health professions to provide care. Allied health professionals and nurses,
including nurse practitioners, play a significant role in chronic disease and multimorbidity management
through prevention, early intervention, maintaining people’s wellness, preventing deterioration and
reducing acute episodes requiring hospitalisation. Allied health professionals also optimise people’s
function and independence, and play a critical role in stroke rehabilitation and recovery.

Expanding the role of allied health professionals and nurses, and enabling them to work to their full scope
of practice as part of a multidisciplinary primary care team, will enable GPs to focus their time on higher
level diagnostic activity, intervention and care decision making, promoting an integrated care model and
an improved patient experience. Importantly however, a number of significant barriers exist, including
limited opportunities to utilise the Medicare Benefits Schedule (MBS) to access these health professionals
and workforce shortages in rural, regional and remote areas.

In recent years, new items have been added to the MBS to enable allied health professionals and nurse
practitioners to participate in multidisciplinary team-based case conferences for patients with chronic
conditions, strengthening care coordination and team-based care. In addition, barriers preventing nurse
practitioners from prescribing medicines under the Pharmaceutical Benefits Scheme (PBS), and working
to their full scope of practice to provide services under the MBS independent of GPs, have been removed.
Patients with chronic conditions, including survivors of stroke, are able to access care by allied health
professionals through an MBS Chronic Condition Management Plan; however, the annual limit of five
sessions in total is inadequate, and a review of the current Plan is needed, to determine if it is appropriate
for, and meeting the needs of survivors of stroke and other patients with complex care needs.

In Australia, people living in rural, regional and remote areas have less access to health professionals
compared with those in metropolitan areas.® This is due to both a shortage of many health professional
occupations, as well as a maldistribution of the available workers. For example, the 2024 Occupation
Shortages List showed national shortages in 13 allied health professions.'® In addition, allied health
professions generally reduce in prevalence per 100,000 population with geographic remoteness, with the
lowest numbers seen in small rural towns or very remote areas.'®

The Australian Government has invested in the Workforce Incentive Program (WIP) — Practice Stream,
which provides financial incentives to help general practices across the country, including in rural, regional
and remote areas, with the cost of engaging a range of health professionals, including allied health
professionals. The WIP — Practice Stream, which is the Australian Government’s main workforce initiative
for the allied health sector, is focused on supporting multidisciplinary team-based models of care, and
helping practices to meet the healthcare needs of patients with chronic and complex conditions; however,
a recent review has shown that it is not working effectively and is largely supporting the employment of
nurses,'® highlighting the need for strengthening of this program.



Summary

The Australian Government’s new bulk-billing incentive scheme has achieved its intended purpose in the
short-term, resulting in a significant increase in the number of bulk-billed GP services, with the largest
increases observed in regional centres and towns. Ongoing evaluation will be needed to determine if
these initiatives are able to deliver increased access, through more free GP services, without
compromising the quality of these services or the financial viability of rural, regional and remote general
practices.

If we are to reduce the growing inequities in Medicare, and more effectively manage patients with chronic
and complex conditions, including through better support for multidisciplinary team-based care, it will be
critical to address the limitations of the current fee-for-service primary care payment model.

Thank you for the opportunity to provide feedback as part of this inquiry.
Yours sincerely
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Dr Lisa Murphy
CEO
Stroke Foundation
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