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PROPOSITION

THE STATES are asked to decide whether they are afpinion -

(@)

(b)

(€)

to request the Minister for Social Securitytdke the necessary steps
to reintroduce prescription charges;

to request the Minister for Social Securityidentify those recipients
of income support in greatest need of assistantle primary care
costs and to amend the income support scheme tdadprahose
identified by the Minister in this way with free —

0] access to G.P. consultations,

(ii) prescriptions,

(i)  x-rays and scans at the Hospital,
(iv) repeat prescriptions;

to request the Minister for Social Security ang forward the
necessary legislation to give effect to the profgosad to further
request the Minister, in consultation with the Nier for Treasury
and Resources and the Council of Ministers, to nthkenecessary
financial provision in the draft Medium Term FingidcPlan to be
debated in September 2012 to allow the measuré® tmtroduced
from January 2013.

DEPUTY G.P. SOUTHERN OF ST. HELIER
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REPORT

Back in 2008, at a time when the economy was bognaimd tax revenues were
increasing above all expectations, the then Minifte Social Security did a very

strange thing. Despite members of the States hdngreg told at the time that we must
be very careful to target all social benefits, khiaister made an Order that removed
prescription charges for all Jersey residents. Waewinformed that the Health
Insurance Scheme was in such a healthy state thatomld afford to remove

prescription charges altogether, at a cost of atdgmillion.

There were some members who found that the ragofual this action was hard to

comprehend, given that, even though tax revenues b@ming, there were already
signs that lean times were on the way. The receshity arrived and has been with us
ever since. There was little enough reason for saigjesse in 2008, despite the fact
that it was an election year. There is no justifwafor such a non-targeted benefit
today.

In January of 2008, the States also introducedrtb@me Support (IS) scheme which
rolled up 14 different benefits into one. This itwed scrapping the Health Insurance
Exemption (H.l.LE.) scheme which had previously vled means-tested free access
to G.P.s and free prescriptions for some low-incdamilies. Those low-income
families who were ineligible for H.L.E., but hadghi G.P. bills through acute or
chronic illness, could apply to have their billscoly parish welfare.

We removed a hard-won benefit designed to allevieedship and address the
medical needs of the least well-off in the communiWe scrapped H.I.E. which gave
free access to G.P. services. This was a move cegeated in a modern western
democracy, where proper access to medical caredsobthe benchmarks of good
government.

| believe that both of these measures were wrorggiitiple and have had damaging
effects on our healthcare system. There is cleadeace that the removal of
prescription charges has brought about a significaorease in the number of
prescriptions dispensed with a marked impact onlhdget. There is also clear
evidence that the high cost of G.P. consultatiasgut many low-income families to
avoid going to their doctor. This proposition setkgeverse these poor decisions.

It seems self-evident that any scheme to restascgption charges must ensure that
there is some protection built in for those witlghhimedical needs and those on the
lowest incomes. Fortunately, we have a new Incomgp8rt scheme in place since
2008 which allows us to effectively target thisteion at the most needy.
This report attempts to show that —
(@) the high costs of G.P. consultations are causiafithequalities;
(b) the costs of primary medical care are not well cedeby Income
Support, which has had the effect of reducing GiBits for low-
income families and thus needs reform;

(© free access to primary care can be targeted at thost in need.
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Health inequalities

Dr. lona Heath, president of the Royal College eh&al Practitioners, pointed out
that the high cost of G.P. visits increasingly prds problems for those on low
incomes on her recent visit to the Island, whensshieed —

“We absolutely know that payment for attendancesens health inequalities
so that poor people have to think twice before ey their G.P., and they do
have worse health problems to start with. It alsec@irages people to go to
the hospital where it's free — and hospital care dshigh cost to the

community”.

This report and proposition makes extensive usdeimaterial and quotes contained
in 4 sources —

. S.R.5/2009Review of Income Suppo@hapter 13
. S.R.3/2011Review of Benefit LevelGhapter 20
. Jersey Annual Social Survey (JASS), 2009 & 2010.

The key findings and recommendations from the 2it8or Reports are reproduced in
the attachedppendix.

The statement of Dr. Heath about “thinking twices’ graphically illustrated by
2 quotes in S.R.3/2011 —

“I have found myself out of work since Novembeotigh no fault of my own
and therefore have gone from earning a good wagedome Support. | have
actually had to cancel Doctors due to the cost3% ach visit.”

“As one gets older, it is a fact of life that vssito the Doctor are more

frequent and the fees involved are a continual woly surgery charges

£35.20 for each visit and considerably more if él@ home visit. | have been
in hospital 3 times in the last 2 years, which diodtely is free but it has cost
me several hundreds of pounds for Doctors feegtwden.....”

These sentiments are reflected in JASS 2010 thus —
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Figure 10. Does your household experience difficulty paying for the following?
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Source: Fig 1215 JA85 2010

More than one in five said that their householdagisvor often found it difficult to pay
for the dentist and around one in ten always oerottad difficulty paying for the
doctor or optician.

Analysis of these results by income reveals thgteater proportion of individuals
from households with a lower income had difficutgtying, as shown in Figure 11
below.

Two-fifths (43%) of households with total annualcame below £20,000 had
experienced difficulty paying for the dentist, overquarter (28%) had experienced
difficulty paying for the optician and a fifth (19%or the doctor.
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Figure 11. Does your household experience difficutty paying for the following?
Percentage answehing Aways or Often, by househoid income

| @ Doctor O Dentist W Optician |
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£20,000 - £33,333 3% |
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1%
= £70,000
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source; Fig 12.16JA55 2010

The impact on those with children can also be erathi-

Table25. Does your household experience difficulty paying for the
following?

Percertage answering Always or Often, by household type

Household Household Household
Household
withioLt wiith withiout
with children
children pEnsioner pensioner
Cioctor 13 G 4 9
Dentist 3 17 11 24
Diptician 19 9 ] 12

Source: Table 1214 JAS5 2010

A third (34%) of households containing at least chidd had experienced difficulty
paying for the dentist, compared with a sixth (1@8bhouseholds without children
(see Table 25). The proportions of households withdren having had difficulty

paying for the doctor or the optician were simitadouble those of households
without children.
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These figures are made worse by the finding, winak reported in JASS 2009, that
for nearly a tenth (8%) of all the survey respornsée cost of visiting a G.P. was —

‘so expensive that it stops me from goirep shown in Table 26.

Table 2. Do you think tha the cost of Wisitinga GPis.?

1624 | 2544 (4554 | 2564 | BSayrs | Al

s W= W= s ar =qes

ytaly=)
Good walue far rmoney 2 4 4 B 7 4
About right 12 13 1E 19 12 15
Expensive bt worth it a2 12 20 25 I3 22
Expensive and therafore | ! &7 ald] 46 -2 &1
anly go when | haweto
S0 expensivetha it stops 12 2 il 4 2 2
e fram going
Total 100 | 100 [ 100 100 100 100

Sonee Tabk 1.1 Ja=5 A0

This finding is strongly reinforced by a submissioom Health Plus Limited, a G.P.
practice in St. Helier, to be found in S.R.3/2011 —

“Prior to instituting Income Support with specifreference to change from
the H.ILE. system, we had a number of meetings Withial Security

representatives. Our concern was that vulnerablgppe covered at that time
by the H.I.LE. system might be deterred from se#tirgDoctor for financial

reasons. We were led to understand that finanommstraints would never
restrict the access to medical care for those peapid that if their medical
budget were to run out, Social Security would iaseetheir medical budget to
meet the reasonable fees that they required However, that has not been
the case from our experienceMany H.I.E. patients are very concerned
about their medical budget and restrict their medictreatment to the

detriment of their health’

Another G.P. practice had previously informed thb-8anel (in S.R.5/2009) that they
had identified a problem with the H.M.A. fees —

‘... those patients who have spent more than thedicakbudget are being
asked to contribute from their other income towanaisdical expenses. This
again means that patients who require medical #éttenmay not come
forward for this, as they know that it will redutieeir already small level of

income for other purposes.

The concerns expressed by this G.P. practice tme dncome Support patierdse
restricting their medical treatment are reflectadthe figures shown in the Table

below.
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Table A: Impact of Cessation of H.I.E. and Removabf Prescription Charge

2006 2007 2008 2009 2010

HEALTH INSURANCE
Mumber of persons inthe scheme 84077 #5,013 50,800 51,800 22,500
Murnber of doctors' visits during

year by claimants 383,550 392,416 350360 366,757 344,054
Mumber of prescriptions

during yesr 1,251,616 1,324,335 1,489,319 1,590,227 1,857,355
Caost per prescription £8.80 £6.02 £10.43 £10.35 £10.07
Gluten Free Food benefhciaries 205 216 235 266 281

Table taken from Social Security Annual Report acdounts 2010, page 74

This shows that although the number of personsredvéy the Health Insurance
Scheme has increased over the period 2006 to 2010%, the number of G.P. visits
has decreased over the same period quite markegl¥2.5%. In combination with
the public attitudes reported above, this lead¢arenclude that the high cost of G.P.
consultations has led to significant numbers ofiepés, especially those on low
incomes, avoiding going to their doctor.

Income Support: Access to Primary Health Care

The treatment of medical costs by Income Suppatiiegen an ongoing issue since its
introduction in 2008. Under the previous welfardnesoes, there were some who
received free G.P. consultations by virtue of trealth Insurance Exemption Scheme
(H.LLE.).

In the new scheme, a Household Medical Account (A.Mwas brought in. The
H.M.A. was not a replacement for the H.L.LE.. H.l&aimants were allocated an
H.M.A. under Income Support. H.l.E. recipients waat required to budget for G.P.
visits, and the H.M.A. was to help them adjusti® hew system.

Initially, it was proposed that Income Support péents with H.M.A. would pay £5
per G.P. consultation with the balance paid from ¢hent's H.M.A.. This £5 part-
payment was soon abandoned.

Income Support households with a H.M.A. have a smakkly amount (£1.93 per
person initially) withheld from their benefit an@tsaside to pay for up to 4 G.P.
consultations annually.

Should the client require more visits to the G.Be do a chronic or progressive
condition, then the client can apply for the adufitil cost to be met from funding via a
Clinical Cost component at Level 1 (up to 8 visits)evel 2 (up to 12 visits). Should
urgent extra treatment be required for a short-tdimass requiring G.P. assistance,
then the cost of any G.P. visits may be met by &pPayments.

Both clients and G.P.s appear to have been unahatr¢he clients were able to seek
financial assistance with the unforeseen extra cagdiosts from Special Payments.
This resulted in clients becoming anxious as to gy could cope with doctors’
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bills (sometimes amounting to hundreds of pounitis3ome cases the Social Security
Department demanded that the clients arrange tobpal the overspend on their
H.M.A. accounts.

It is clear that the H.M.A. does allow Income Supmlients to make provision to pay

for their planned G.P. bills in the form of regunall amounts from their weekly

benefit. The existing Clinical Components are getauaddress chronic or debilitating
illness but are not designed to cope with unforeseedical visits and expenses. This
provision is only available through Special Payrsesmd requires either the G.P. or
the client to make an application for the fundbégaid into the H.M.A.

Communication Failure

Overall, the Social Security Department failed timemunicate how the system for
primary medical care, involving H.M.A.s, clinicabmponents and special payments,
was supposed to operate. Both the 2009 and 201tir8ctReports contain ample

evidence, not only of this failure to communicabeit also of how the system

produced anxiety in patients, even when understood.

Early concerns about the removal of H..E. and ¢Rectiveness of H.M.A.s was
reflected in the comments submitted to the ScruBayel in 2009 by the Citizen’s
Advice Bureau (C.A.B.).

“The Social Security Department need to carry oupublicity exercise to

ensure that all Income Support households undedstiaat the basic personal
component for each member of the Income Suppdrinehides the provision
for up to four G.P. visits per year. We also recanththat the setting up of
H.M.A.s should be mandatory where there are any lmesnof the unit in

receipt of clinical cost componerits.

The lack of effective communication and publicioy the scheme was so marked that
the previous Minister for Social Security, Senddf. Routier, was forced to respond
in a letter of 22nd January 2009 (one year afterrttroduction of Income Support) to
the Jersey Evening Post that —

‘...people who have an agreed medical need will keceidditional income
support payments to cover the cost the additiomsitsv When the patient
needs the doctor the fee is paid out of the hoddshown medical account
which is added to when needed. Effectively if theept has an agreed
medical need the cost is covered by Income Supp@tpatient needs more
visits in 2009, they, or their G.P., can tell thectl Security department
about the extra medical need and the Income Supmpairh will be adjusted
straight away to give them the additional finandialp that they need.’

Representatives of both Family Nursing and Homee@&IN.&H.C.) and the Parish
of St. Helier Community Visitors informed the Panel009 about the real problems
and fear that H.M.A.s inflicted upon the public —

F.N.&H.C. representatives informed the Sub-Parel-th
‘We know that there is an H.M.A. account but obsipuve do not know who

has got what. We are totally unaware of how mucimia person's H.M.A.
account, how the fees have been allocated, angdtients do not understand

Page -9
P.17/2012



themselves... If there is a clinical need for a GiBit it is very difficult if the

client is afraid to call a G.P. because they are¢ swre if they are going to get
this account paid or not... | think our nurses dorgpejuite a lot of time

reassuring patients that: “Yes, you do need a GiBit and do not worry

about the funding” but it is a worry to them and w@&n only advocate for
them. We cannot actually make them call the G.Pifahey have that real

fear.’

The Parish of St. Helier Community workers infornted Sub-Panel that from their
experiences —

‘H.M.A. has been a problem. First of all, peoplesallocated X amount of
visits, say 6 visits a year. If they have some<asd they are really unwell
and they need to go to the doctor 12 times a \&af,those visits are not paid
for. You can apply for a special payment, | do kmtw if you have any idea
how long that takes, and if you are not well, hgvia fill out the paperwork is
difficult. So if people have used up their allochtgsits they then start to
worry because they are not free to go to go andthee G.P. (General
Practitioner) or call our their G.P., which makdsem stressed, which makes
them ill, which makes them need to see the doSmrthe whole system is
wrong...”

It is evident that it is not only Income Supporaiotants who are confused by the
system. One G.P. informed the Sub-Panel that he dskdd one of his senior
colleagues what was his understanding of the H.Mi¢heme and his colleague
replied —

‘I's a mystery’!
The questioning G.P. subsequently stated in histieeds submission that —

‘... I think that this would accurately cover the enstanding that many of my
G.P. colleagues have of the H.M.A. scheme, mysslfded’.

The G.P. went on to say that —

‘Prior to the initiation of the scheme, we (the ptiae) did have a number of
briefings from senior members of the Social SegWpartment. | have to
say that these briefings as much added to our samiuas clarified the
situation. There seemed to be a number of unredaksies that would be
sorted out ‘as we get going’.’

H.M.A. overspends — Patient Stress

The 2009 Sub-Panel received submissions from iddals illustrating the problems
they were experiencing with H.M.A.s. One individultlstrated much of what was
(and still is) wrong with the operation of H.M.Awhich caused her considerable
stress.

The woman in question was allocated 12 doctorstsvizer year on her account but
stated that she avoided going to the doctor fardéheing charged for visits over and
above the 12 she was allocated and not being abpeay. Her doctor believed she
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would not have to pay for additional visits andttha would just have to request
additional visits and explain why they were necgssa

However, the patient believed that due to the a&pees of her son that this was not
the case. The claimant stated that —

‘| felt far happier with H.I.E., but now try to $ehedicate rather than run up
a large bill as my son has done, he was having&a.%eek taken out of his
money to cover 4 visits a year, but due to psydicéd problems has gone
over that and now has a letter stating he will lagipg £7.62 a week in future,
so his money will be less that per week, and atsoviees about £650 on his
H.M.A. when | asked how that was to be paid thed@ they don’t know

because everything’s up in the air at the moment.’

This is not the only case that has come to ountidte where a client has built up a
large debt on their H.M.A. and the Department hagen to them to ask them to pay
this money back, and in one case are holding ora teefund for a previous
underpayment of over £300.

The patient was also advised by the Departmentsthaald she require a number of
additional visits, she could be re-assessed tHewinlg year and pay more into her
H.M.A. This is something she is seeking to avoidshs fears that her other Income
Support components would be reduced. At the tifme,patient’s doctor had tried to
make appointments to discuss the issue with S&salrity, but the meetings had
either been cancelled or had simply not taken place

Her doctor advised her that he would rather notgdh&aer for visits than see the caller
go without essential care. This did not reasswettient who was convinced that she
would be required to pay for additional visits.

The issue of what happens to those who incur high Gills from the onset of acute
illness continues to be of concern. There have baamy assurances from the Minister
for Social Security that those on low incomes stiadt fear the cost of G.P. visits;
for example —

Senator P.F. Routier:
(in answer to oral question asked by Deputy Scaityéh in 2008)

“Certainly | reiterate the point, which | have made several occasions, that
there is no reason whatsoever that anybody shoubd go to the doctor and
delay going to the doctdf they have a genuine medical need.”

Senator P.F. Routier:
(also in response to a further question in 2008)

“The costs of home visits for people who are in icecheed, and the G.P.s
decide that it is right for them to have a homatyvisill be met from the

income support systeffhere is no need for anybody to fear that they cabtn

afford the G.P. through the costs not being ni®t income support, if there is
a strong medical need.”
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Despite this, those Income Support recipients wiftesa bout of acute illness with
the consequent need for many G.P. consultatiorth, wiwithout a H.M.A., are often
asked to pay the G.P. bills out of their benefiaisiv

| first became aware of this practice in 2009, whesised the issue with the Minister
in an oral question —

Deputy G.P. Southern:

“Is the Minister aware... that additional medical ¢tosill be picked up as
extra payments... a person phoned the (Social Sgrdepartment to be told
that her H.M.A. was £260 in the red and how wasgglirg to propose to pay
this sum back?”

Deputy I.J. Gorst:
“... perhaps we need to sit down and go over thidende to see if changes
are required. | am perfectly open.”

The practice of charging Income Support recipiémt@additional G.P. bills continues.

In April 2010, | met one person who was having £35deducted from her weekly
benefit to pay off her H.M.A. deficit. After inteewtion, this was eventually paid off
by special payments. More recently, | have had dotact the Department over
deductions for medical costs of £24.50 per weekiandovember last year, a person
having medical deductions of £35 per week. This Haal effect of reducing the
contribution to her rent to £26 per week.

The inclusion of 4 G.P. visits in every Income Saip@award and the need for further
visits (up to 12) to require a “chronic or progiees condition, impose a severe
restriction on the access to G.P.s.

There are, for example, many reasons why the “geérasage may be higher, that
have nothing to do with chronic conditions. Thesses will receive no additional
weekly Income Support to help with G.P. consultattmsts. A person, especially a
child, may be “sickly” without having a single cimio condition, and succumb to
numerous infections, for instance.

Additionally, it is not always possible to predihat is a chronic or long-lasting
condition at the outset — a child may have a lurfigdtion that appears to be a one-off,
but recurs and then is not diagnosed as chronit 8rib 4 months have passed,
because the test of chronic is in this casst-facto For the first period of the
treatment the child will not have costs. Thus thdi@onal visits to the G.P. will be
paid for and not recognised by Income Support antilagnosis is made, with no back
payment to cover the costs (other than throughi8peayments).

Pregnancy and post-natal care are good exampleheyke non-normal circumstances
will lead to the need for more than 4 annual G.Bits: It also provides a clear
example of incentive problems. There is a choicevéen using G.P.s and using
community maternity services through the Hospitalother providers. Clearly, an
expectant mother faced with a choice between Gviath-a rationed 4 visits — and the
community maternity services with no charges wilbase the latter.
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In addition to the levels of anxiety these situagioproduce in Income Support
recipients, the result is that recipients haveoto Peter to pay Paul, that is, they have
to use other living components to meet their Gils. I his should not be happening,
since it is incumbent upon the Department —

“to ensure that those who genuinely need generatificmer services are not
denied them purely because of cost”.

Targeting

This section outlines how those in greatest neefdeef access to primary health care
as expressed in the proposition might be defined haw they might be targeted.

The new Income Support scheme is highly targetedtated earlier, but contains over
8,000 households or some 19,000 persons. H.l.Eefibeth only 4,000 persons.

Expanding free access to the whole of the Inconp&u households would require
significant extra funding. Further focus is reqdi® better deliver to those in most
need of G.P. services.

In discussing access to primary health care, oresure of need can be obtained from
NHS costs by age-group 2002/3, taken frarhé economics of health care” —

Age group Birth| Under% 5-15 16-44 45-p4 &&+ 75-—84 85+

£ per head 2,655 794 185 327 459 949| 1,684| 2,689

This table of medical costs is a direct reflectairdemand and therefore of the need
for health services. The 2 peaks in demand arerprisimgly around birth (which
must logically be extended to women in pregnancyj around old age and death.
This leads to a simple means to group those holgseido would benefit most from
free access to their G.P., and who should alsx&mgt from any prescription charge.
All of these groups can readily be identified frtme income support computer record.

These Income Support groups are —

Those with disability/chronic illness (recipients lacome Support personal
care components PCC2 and PCC3)

Lone parents (with children under 5)

Couples with children (under 5)

Pensioners

To these groups must be added women in pregnancy.

The table below is based on the docum@istributional Analysis of Income Support
Households”published by the Minister for Social Security im@w®2008. It shows how
the number of households eligible for free G.Peasaan be very easily and sharply
focused. The Income Support system is already foellsed, but this can be further
refined to target only those in greatest need Wy orcluding those who were not
eligible for transition support at the outset afdme Support. These are the least well-
off households.
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The total number of households in the Income Supgcdneme in June 2008 was
8,079. This rose slightly to 8,362 by the end dd&@nd by 5% to 8,529 in 2009. The
total number of households in the system has napp#d to 7,617, a reduction of
11%, largely, | believe, due the phasing-out afigiion protection.

| have included a figure for the proportion of dnédn under 19 who are under 5
(derived from the 2011 Census) along with a figuhéch would cater for the annual

number of women on Income Support who fall pregnartave not included any

figures for those in residential care, as detdilsoov Income Support will be delivered
to this group are still in development, as | unthed it.

Table B: Targeting of Income Support households foffree primary health care
access

Household type| % of all I$ Number of % eligible Number of|  Children
households households| (no transition) | households under 5 only
(x 24.2%)
PCC 2 &PCC 3 9 730 61 443 443
Lone parents 15 1,250 65 808 196
Couples with
children 8 650 53 351 85
Pensioner 29 2,330 48 1,113 1,113
Add pregnancieg (+180)
1,837
Total 61 4,960 - 2,715 (2,018)

The figure of 2,018 households eligible for freePGconsultations means that this
benefit will be highly targeted, representing sof&% of the 44,700 households on
the Island (Jersey Census 2011). These househaldsally contain some
4,400 persons in total. This compares with the ZA@8&sons who were eligible for
free G.P. consultations under the H.1.E. schenits llast full year of operation, 2007.

In that year, there were a total of 46,771 G.P.satiations by H.I.E. recipients (an
average of 11 visits per year) at a cost of £1(&¥®,(Social Security Report and
Accounts, 2008, page 81).

Costs

As seen in Table A of this report, over the pe20@6 — 2010, despite rising numbers
of members in the H.I.LF., G.P. consultations maskddclined. However, the number
of prescriptions issued rose by almost one thirdr dltis period, most significantly

since 2008 when prescriptions charges were dropped.

This of course has had a significant impact ondb&ts of prescribing to the Health
Insurance Fund. Had prescribing habits remainether2007 trend, then the bill for
prescribing might reasonably be expected to be fi#fmaillion less in 2010. The total
bill for free prescriptions for all is of the ordef £13 million over the 3 year period
since 2008.

The cost of the H.ILE. scheme in recent years istrotearly set out in the Social
Security Report and Accounts of 2006. On pageckdrly states that —
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“4,023 people on low incomes are eligible for theaith Insurance Exception
Scheme with 100% subsidy on G.P. and prescriptastsc This scheme cost
£3.0 m in2006 with 40% of the funding provided fritim general revenues of
the States.”

This £3 million was thus made up of £1.2 millionorfr general revenues and
£1.8 million from the Health Insurance Fund. Thizered the 100% subsidy on both
G.P. visits and prescription costs.

Scaling this up to the scheme presented in thisrtegives the following —
4,400/4,023 = 1.09 x £3 million = £3.3 million.

The subsidy on prescriptions has gone up in théogefrom £8.89 to £10.07.
Assuming that the prescribing habits of this gretgy the same (at around 12 per
year) the cost can be estimated at —

£3.3 million x 10/9 = £3.7 million.

In 2009, JASS respondents were asked how muchpidudythe last time they saw the
G.P. For those whose last visit was a surgery apmeint the average (median) paid
was £32. The current average cost for G.P. surgangultations today is in the range
of £35 to £40.

Assuming that G.P. consultation fees have risefine with RPI (17.9% over the
5 year period from 2006, Jersey Economic TrendslP@ihich gives a figure of
£37.70, one can also build inflation into the cests

£3.7 million x 117.9% = £4.4 million.

In terms of covering this cost from prescriptioraajes, then setting the charge in line
with the previous H.I.LE. scheme and uprating fdkation would give a prescription
charge of around £250. The 2010 figures show ththere were
1,651,000 prescriptions dispensed (less, say, Q00ffee prescriptions under this
scheme). This would produce revenue of £3.6 millilmaving £0.8 million to be
found from the Health Insurance Fund or from Stéiesing.

Alternatively, covering the cost entirely could beachieved by a prescription
charge of £3.00.

Health Insurance Fund

The Government Actuary’s (GAD) Report on the finahcondition of the Health
Insurance Fund (HIF) as at 31st December 2007 ieveat the HIF is in a healthy
state. In the long term, the fund remains ableotcec expenditure until 2027 with no
change in contribution rates, and even in the weaise scenario, a healthy balance
can be maintained with breakeven rates n greater2tb%.
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Table 8.1 of the GAD report shows the growth of filmed between 2001 and 2009,
thus —

Year 2003 2004| 2005| 2006| 2007 | 2008 | 2009 2010

Fund at year end £ million 32 37 44 53 63 72 77 83

Months’ reserve 21 24 28 34 39 37 38 -

On page 10 of the Minister’s latest report (2018 Minister for Social Security
states —

“The net assets of the Health Insurance Fund reb£88.2 million at the end
of 2010. The Fund joined the CIF (Central Investiiamd) in July 2010 and
continues to perform well....”

Repeat prescriptions

| have been made aware by several members of théicpun the course of
investigating medical costs, that any charge feuirgy a repeat prescription (often
between £3 and £5) is described as an ‘administratharge’ and is not covered by
income support H.M.A. Since the alternative istfoe patient to attend his or her G.P.
for an unnecessary consultation and to chargedsteof a full consultation (£35+) to
his/her H.M.A., it seems to me that this practEedunter-productive and costly. The
simple solution is to ensure that the costs ofaepeescriptions should be included in
any scheme to cover health costs.

X-ray and other scans

It has long been a puzzle to me why there should lokstinction between x-rays
requested by a G.P. and those required by hoggtdialists. Certainly, in terms of
preventive medicine and early diagnosis, it seemmad that to put a charge on access
to what should be an essential service must alsoobeter-productive, and to run
against the grain of the recent Health and Soc@éVi€es public consultation on
delivery of primary health care.

The system for charging or not was tied up withdlteH.l.E. system, as can be seen
from the following answer given in the States omhl8eptember 2008. The review
did not, as | understand matters, produce anytgldrbelieve it is time to produce a

new system to include these costs also.

Question — Will the Minister state what progress, if any, Hasen made
towards a scheme that will agree a simple mechatosidentify those on
Income Support who need additional financial supfmrthe cost of x-rays or
other scans requested by their G.P.?

Answer — It should be noted that charges are only made f@ayg and other
scans if the patient is referred from their G.Pmlost cases, patients will be
under the care of a consultant in which case tisame charge. The Health and
Social Services Department is continuing to prowsdeésidised rates for x-
rays and other scans requested by G.P.s to indilddwlding existing H.I.E.
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cards. The Health and Social Services departmeturiently undertaking a
review of these services before any new systemtrisduced.

Financial and manpower implications

The financial costs are outlined above. The manpawests are difficult to estimate,
but can be no more than those which were involveddministering the H.LE.
scheme, and given the new computer base involvelddome Support, following
some initial set-up costs, should be within curresdources. The cost of repeat
prescriptions is not thought to be significant, luainy case, each is a cost saving on
the cost of a full consultation. The cost of acdedsee scans is not known, but in any
case, was accommodated in the H.I.LE. system mri®®8.
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APPENDIX

Extracts from:
S.R.3/2011 — Review of Benefit Levels (March 2011)

Key Finding 20

There is evidence to show that medical costs (Gléntal and ophthalmic
consultations) are a serious problem for many hoelds, especially low-income
households in receipt of Income Support, to theemxthat significant numbers of
people report that the cost stops them going tio G&.

Recommendation 19
The Minister for Social Security must ensure th&bimation is fully and readily
available to the recipients of Income Support alimmut medical costs are to be met.

Key Finding 21
In principle, Household Medical Accounts are a ukefiechanism to assist Income
Support clients to save for their G.P. costs.

Recommendation 20
The Minister for Social Security should ensure @atncome Support claimants who
wish to can set up a Household Medical Account.

Key Finding 22

The withdrawal of free access to G.P.s for someifm@sme households under the
H.l.E. scheme following the introduction of Incor@apport has, in many cases, had a
negative impact.

Recommendation 21

The Minister for Social Security should review faading of medical care to develop
a costed scheme to provide limited free access.RosGor certain vulnerable groups
and report his findings within 12 months.

Extracts from:
S.R.5/2009 — Review of Income Support (July 2009)

Key Finding 20:

The Department has failed to inform both patiemd &.P.s how the H.M.A. scheme
works. The H.M.A. is not an adequate replacementHd.E. The removal of free
access to G.P.s has caused some patients anxiety.

Recommendation 20:
The Department must inform G.P.s and Clients gfeand simply how the H.M.A.
system works.

Recommendation 21:
The Minister must examine how repeat prescripticimarges can be included into the
benefit components.
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