<your practice stamp here>
26th July, 2020
To:

The Hon. Stephen Jones MP
Member for Whitlam
Parliament House
Canberra, ACT 2600
Via Fax: (02) 4297 2161

Dear Sir,

It has come to our attention that Medicare intends to remove the current item numbers for the taking of an ECG and its interpretation by general practitioners.

The item numbers concerned are 11700, 11701 and 11702. Whilst at first glance it would appear that these are simply being replaced by item numbers 11704, 11705 and 11707 the interpretive notes reveal a significant change. These new item numbers are for services that have been referred, that is, these item numbers cannot be used by general practitioners.
I must object in the strongest possible terms. This change will result in significant adverse outcomes, some of which are listed below.
Availability

Most practices will be forced to refer patients to a service which will bulk-bill for the ECG, as nowadays most patients expect “free” services. This will entail referring patients to private pathology services or perhaps private cardiology services. This means significant delay and reduced compliance, i.e. some patients will not get the ECG done. The ECGs will be performed by people who do not know the patient’s clinical history. Patients will have to be sent back to the GP for review. This means that a simple level B consultation plus ECG ($38.75 + $27.45= $66.20) becomes two level B consultations and the cost of the new item number ($38.75 x2 +$32.25 = $109.75). As well, it adds significant delay to the management of any health issue.
Increase Incidence of Strokes

Referring patients for an ECG will lead to some patients deciding not to get the test done. For those that do get the test done, there will be a delay between request and the taking of the ECG and in some centres considerable delay in the report being returned to the doctor. This delay will result in an increase in stroke, heart failure and premature deaths across the Australian population. Approximately 5% of the Australian population over 55 years of age have a cardiac rhythm problem called atrial fibrillation (AF). Approximately 2% of the whole population have atrial fibrillation. These figures have been increasing over time and are expected to continue to rise
. This latter figure means that about 500,000 people have this condition in Australia. Statistics on the incidence of newly diagnosed atrial fibrillation per year appear to be lacking, but a modest estimate would be 10,000 per year. Atrial fibrillation is a significant risk factor for stroke, with an incidence from 2 to over 8% per annum depending upon other risk factors. Taken at a modest 3% this means that 15,000 people with atrial fibrillation, will develop a stroke each year in Australia if untreated. A delay of one week in diagnosis, increases the patient's risk of having a stroke by 0.06% on average
. Across the Australian population, for every 1,000 people newly diagnosed, this delay will mean 60 unnecessary strokes will occur per year. Given about 10,000 new cases of AF per year, Medicare's decision to de-fund ECGs in general practice will be responsible for about 600 strokes per year.

Increased burden on Emergency Departments (EDs)

Atrial fibrillation is not always easy to diagnose clinically. The gold standard for diagnosing atrial fibrillation is the 12-lead ECG. Once new AF is suspected in general practice the GP would normally do an ECG and confirm this diagnosis and then treat the patient with medications to reduce the risk of stroke and heart failure. This needs to be done as soon as possible for reasons outlined above. Without the ability to have an ECG bulk-billed many GPs will send these patients to the emergency department for diagnosis because of the need for rapid diagnosis and treatment. This will add unnecessarily to the congested EDs around the country. Already AF represents the most common cardiac presentation to EDs because AF can cause acute distress, however, the majority of cases of AF do not need acute management in EDs, as long as GPs have access to ECGs in their surgeries. Medicare's decision will see a significant rise in the cost of management of patients with AF as it is much cheaper for a GP to treat than Emergency Departments. Compare the cost of seeing a GP for this (level C + ECG: $75.05 + $27.45 = $102.50 ) and the average cost of a patient being seen in an ED ($666)
, noting that the real  ED cost will be higher than this average figure because these ED presentations are more complex than the average attendance.
The ability to correctly interpret an ECG is an essential skill needed to assess patients with chest pain who may be having a heart attack. It is also an essential tool in the assessment of chest pain. The lack of a funded ECG within general practice will see more patients with chest pain sent to ED for diagnosis and management.

Lack of Screening

Currently, various organizations, such as the National Prescriber Service and the RACGP, recommend screening of patients over the age of 65 with ECGs to examine for AF and other cardiac disorders
. This will not happen at anywhere near the recommended rates if Medicare de-funds the item number. This means a reduction in early diagnosis of AF and early heart disease, with subsequent increase of disease burden in the Australian population.
Deskilling of General Practitioners

Being able to perform an ECG and interpret the result is seen as an essential skill for GPs. It is a skill that requires regular practice. Without funding for ECGs, new practices will fail to justify the expense of an ECG machine, which can range in cost from about $1,500 to $5,000. This means that new GPs will have less experience and will rely more upon referred services for interpretation. This will lead to a slow but permanent de-skilling of general practice in this clinical skill.

 Urban GPs, if they feel less confident in the interpretation of ECGs, are less likely to choose to work in the remote and rural areas, where good ECG diagnostic skills are essential.
An example of how de-funding results in de-skilling is the previous removal of funding for joint injections. A knee injection, for example, is a procedure with a very low complication rate but because Medicare decided not to fund it, most doctors now refer patients to imaging services. These imaging services are entitled to a much higher rebate and can bulk-bill patients. The patients therefore get a “free” service. The overall effect of the de-funding has been an increase cost to the health system and a de-skilling of the next generation of doctors.

Reduction of the Patient Home
The government is aware, from recent studies that morbidity and mortality rates are lower when patients have a "medical home", that is patients do better when they have one doctor or one practice that they attend when they need medical care. The government has been looking at various models to encourage this and most recently was about to commence patient enrolment. De-funding ECGs means that patients will be sent away from their "medial home" and at times sent to Eds for management. Fragmentation of care will lead to adverse outcomes.

Inconvenience Increases Non-compliance

The inconvenience to patients of having to go elsewhere for an ECG is perhaps the least important factor but it will be considerable for some patients and will result in non-compliance at times, increasing the risk of adverse outcomes.

Higher costs to Medicare

Apart from the above reasons, it should be noted that in many cases GPs will offset the cost of recording an ECG by increasing the level of the item number charged to Medicare. After all, adding an ECG increases the time taken and the complexity of a consultation. For example

· Level B + ECG (($38.75 + $27.45= $66.20) becomes Level C ($75.05)

· Level C + ECG ($75.05+ $27.45= $102.50) becomes Level D ($110.50)

Clearly this costs more to Medicare than the current system.
Loss of Information

It may or may not be important for the government to know on what its money is being spent, but if GPs no longer have an item number specifically for ECGs and increase the level of the item number, then the government no longer knows what percentage of its spending is being used for ECGs.

Overall, the decision to de-fund the item numbers for ECGs in general practice will result in worse patient care and higher cost to the government.
Would you kindly consider stopping this proposal?

Yours faithfully,

<your signature>
<your practice stamp here>
� Jocasta Ball, et al., Estimating the current and future prevalence of atrial fibrillation in the Australian adult population, Med J Aust 2015; 202 (1): 32-35. || doi: 10.5694/mja14.00238


� Calculated as follows: 3% risk per annum divided by 52 weeks.


� National Hospital Cost Data Collection, IHPA, https://www.ihpa.gov.au/sites/default/files/publications/national_hospital_cost_data_collection_australian_public_hospitals_cost_report_round_21_2016-17_-_infographic_-_emergency_department_care.pdf      document accessed 21/7/2020


� Craig J McCallum, Deep Chandh Raja, Rajeev Kumar Pathak, Atrial fibrillation: an update on management, Aust Prescr 2019;42:186–91, 2 December 2019, DOI: 10.18773/austprescr.2019.067





