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1 A big bulk-billing boost

Australia has just poured billions of extra dollars into general practice.
In many ways, that’s good news. The share of health funding going
to primary care has been falling, and more investment could improve
health and take pressure of hospitals. The government’s goal was to
increase bulk-billing, which had been falling sharply (Figure 1.2), and
the policy worked.

But the new spending has also deepened fundamental problems with
how we fund GPs. It has strengthened incentives for GPs to have quick
consultations with their patients, sent money to parts of Australia that
didn’t need it, and left behind areas that need more funding the most.

It’s time to start fixing the funding model, not just pouring more into it.

1.1 What changed

The bulk-billing incentive is a bonus GPs get when they don’t charge
patients a fee. It has been supercharged twice in recent years.

In 2023, it was tripled for all but the shortest general face-to-face
consultations.1 From November 2025, all patients became eligible,
not just children and concession card holders. In addition, clinics that
bulk-bill all their patients now get an extra 12.5 per cent on top of their
Medicare funding.2

The changes have caused a massive increase in spending. The
incentive now costs the equivalent of $2.8 billion a year (Figure 1.2).3

1. Incentives for some telehealth consultations were also tripled. See Department of
Health and Aged Care (2023a).

2. Department of Health and Aged Care (2025).
3. In November and December 2025 – the two months following the expansion –

about $470 million was spent on the GP bulk-billing incentive. When annualised,
this gives $2.8 billion. See Australian Institute of Health and Welfare (2026a).

New spending from the tripling is equivalent to about 15 per cent of
total government funding for GP services.4

The latest spending surge seems to have achieved the government’s
goal of boosting bulk-billing. Early signs suggest the national rate rose
by 4.3 percentage points, with increases in most parts of Australia.5

Bulk-billing in regional centres and towns increased the most. In 2022,
they had the lowest bulk-billing rates, but now regional centres have
caught up with cities, and towns are closing in on remote areas, which
have the highest bulk-billing rate of all.

But before these changes, fee-for-service payments already made
up about 90 per cent of government funding for general practice, well
above the level in comparable countries.6 Every dollar of new spending
has been tipped into that fee-for-service model, pushing the share even
higher. This has made three big problems worse, with:

∙ even more focus on speed

∙ even less focus on need

∙ more spending on poorly-targeted rural subsidies.

This Grattan policy brief explains how each problem is getting worse,
and how to solve them.

4. Pre-reform expenditure is calculated from November 2022 to October 2023 – the
12 months before the tripling – then adjusted for inflation. Post-reform expenditure
is calculated from February 2025 to January 2026 – the most recent 12 months of
available data. The difference is then divided by total Medicare GP benefits from
January to December 2025. See Australian Institute of Health and Welfare (2026a)
and Australian Institute of Health and Welfare (2026b).

5. Department of Health, Disability, and Ageing (2026a).
6. Department of Health and Aged Care (2024).
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Figure 1.1: Bulk-billing spending has surged
Monthly spending on the bulk-billing incentive
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Notes: This data only includes bulk-billing incentive payments funded through
Medicare, not the additional 12.5 per cent incentive payment. From 13 March 2020
to 1 October 2020 (during the COVID pandemic), GPs were required to bulk-bill all
telehealth appointments: Department of Health (2020).

Source: Australian Institute of Health and Welfare (2026a).

Figure 1.2: Bulk-billing has increased across all levels of disadvantage
GP bulk-billing rate by disadvantage
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Source: Australian Institute of Health and Welfare (ibid).
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2 Even more focus on speed

The tripled incentive has further increased the financial reward to GPs
for quicker consultations, a well-known drawback of Australia’s fee-for-
service funding model.7

A standard Level B consultation covers visits from 6-to-20 minutes. A
GP who wraps up at 6 minutes earns far more per minute than one who
takes the full 20. The tripling of the incentive has widened that gap.
Before the change it was about $6 a minute, and now it is $7.70 (see
Figure 2.1).

While the tripling doesn’t apply to the shortest visits of five minutes or
less, they make up only 4 per cent of standard, time-tiered consulta-
tions.8

For clinics that bulk-bill all their patients, the 12.5 per cent bonus further
compounds the incentive for speed, and that bonus applies to the
shortest visits too.

Increasing the incentive for speed is a poor fit for the growing number
of patients with complex chronic disease. Those patients often need
longer consultations, team-based care, and work between visits to plan
and coordinate their treatment.9

Australia’s fee-for-service funding promotes the opposite. It rewards
short visits, blocks multi-disciplinary care, and only directly funds
consultation face-time, not crucial behind-the-scenes work to plan, join
up, and improve care.10

7. Department of Health and Aged Care (2023b).
8. Services Australia (2026).
9. Breadon and Romanes (2022).
10. Department of Health and Aged Care (2023b), Department of Health and Aged

Care (2024), and Breadon and Romanes (2022).

Intensifying incentives for speed also disadvantages female GPs, who
spend longer with patients.11

11. Royal College of General Practitioners (2024).
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Figure 2.1: Supercharging the bulk-billing incentive has increased the payment GPs get per minute for short consultations length
Medicare Benefits Schedule (MBS) payment per minute under recent bulk-billing incentive reforms
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Notes: BB = bulk-billing. Standard GP attendances are split into levels based on duration: Level A (<6 minutes), Level B (6-to-20 minutes), Level C (20+ minutes), Level D (40+ minutes), and
Level E (60+ minutes).

Source: Grattan analysis of MBS data.
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3 Even less focus on need

Before November 2025, restricting the bulk-billing incentive to children
and concession card holders was the closest thing mainstream GP
funding had to a needs-based adjustment. It wasn’t much, but it
did direct more money to clinics with more disadvantaged patients.
Expanding the incentive to all patients removed that.

It is no surprise that immediately after the change, the share of
incentive spending going to wealthier areas increased, at the expense
of the poorest (Figure 3.1). Without the right policies, healthcare always
flows uphill to the wealthiest,12 and Australia removed one of the few
ways policy shifted GP funding towards need.

We now have the crudest funding model that our research could
uncover in any comparable system (Table 3.1 on the following page).13

Australia’s only remaining adjustment to mainstream GP funding is
remoteness (bulk-billing incentives increase as remoteness increases,
as discussed in the next chapter).

By contrast, England adjusts for age, sex, disease, and remoteness,
and even that is being criticised as doing too little. After calls from think
tanks and doctors’ groups to add disadvantage to the formula, the UK
government recently committed to a review.14

New Zealand’s funding will change this year to adjust for age, sex,
disease, deprivation, rurality, and ethnicity.15 Scotland, Denmark,
Sweden, the Netherlands, Catalonia, Portugal, and parts of Canada
are among the many places that do more than Australia to make GP
funding fair.

12. Hart (1971).
13. Some social insurance systems use fee-for-service schedules without needs

adjustment, but apply sophisticated risk adjustment at the insurer level.
14. Breadon and Chapman (2026a).
15. New Zealand Ministry of Health (2025).

Figure 3.1: A bigger share of bulk-billing incentives now go to wealthy
areas
Share of bulk-billing incentives by disadvantage
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Note: Disadvantage is measured using the Index of Relative Socio-economic
Disadvantage (IRSD).

Source: Australian Institute of Health and Welfare (2026a).
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Table 3.1: Other countries do more to make funding fair
Adjustements to general practice funding by country

Denmark Sweden England Scotland
Nether-
lands

France
(GP)

France
(team)

Catalonia
(Spain)

Portugal
British

Columbia
(Canada)

Ontario
(Canada)

NZ Australia

Age ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Sex ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Disadvantage ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Disease ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Remoteness ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Notes: For disadvantage in Denmark and France (GP), and for remoteness in France (team), loadings are additional adjustments outside core risk adjustment. Several countries have
multiple funding models, but in all cases the model shown is a standard or dominant payment model, with the exception of France (team), which refers to the PEPS (Paiement en Équipe de
Professionnels de Santé en ville), an experimental collective payment model for multidisciplinary primary care teams. New Zealand ratings reflect the capitation reweighting being introduced
in July 2026 (the current formula adjusts only for age and sex).

Sources: Adapted from Van De Voorde et al (2024), Technical Advisory Group on Resource Allocation (n.d.), Government of British Columbia (2026), Government of Ontario (2025), New
Zealand Ministry of Health (2025), and Department of Health and Aged Care (2024).
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4 Poorly targeted rural subsidies

The bulk-billing incentive rises as clinics get more remote, so a clinic
in a very remote area gets almost double what a clinic in the city does
(Table 4.1). Tripling the payments magnified those gaps. Before the
incentives were tripled, a clinic in a very remote area got $7.10 more
than one in a city. Afterwards, the difference almost tripled to $20.20
(Table 4.1).

More money for rural clinics is a good thing, because rural Australians
are sicker and die younger than people in cities, and clinics in some
rural areas face additional financial pressures.16 But when you look
at the communities within each remoteness category, and the level of
the incentive payments, it’s clear that the rural incentives are crudely
targeted and essentially arbitrary.

The levels of remoteness – such as ‘regional centre’ and ‘small town’
– lump together areas with vastly different levels of wealth, health,
and access to care (Figure 4.1). For example, almost one in five
regional centres are in the top quarter of the country for GP services
per person. Some small towns have excellent access, while others are
in crisis.

As well as being poorly targeted, the rural loadings seem arbitrary.
Since 2022, the incentive has been split into six tiers. But the funding
levels don’t seem to be based on a robust analysis of what rural clinics
actually need, meaning the subsidies may be too low or too high.
Tripling them has only multiplied the problem.

Meanwhile, the areas with the least care – ‘GP deserts’ in the bottom 5
per cent for services per person – actually had service levels fall after
both boosts to the incentive (Figure 4.2). They also had the smallest
increases in bulk-billing (Figure 4.3).

16. Breadon and Chapman (2026b).

After so much new funding, and with GP deserts falling further and
further behind, the case to get care where it’s needed most is stronger
than ever.17

17. More evidence on GP deserts is in our submission to the Senate inquiry into rural
healthcare: Breadon and Chapman (ibid).
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Table 4.1: Rural loadings have surged

Location

2004
Incentives
introduced

2022
Increases with

remoteness

2023
Incentives

tripled

Major city $9.10 $7.80 $21.90

Regional centre $13.60 $11.80 $33.30

Large/Medium town $13.60 $12.50 $35.40

Small town $13.60 $13.30 $37.60

Remote $13.60 $14.10 $39.70

Very remote $13.60 $14.90 $42.10

Range $4.50 $7.10 $20.20

Note: Nominal prices have been inflated to December 2025 prices using the all groups
consumer price index.

Sources: Parliament of Australia (2005), Department of Health, Disability, and Ageing
(2026b), and Australian Bureau of Statistics (2026).

Figure 4.1: Access to GP services can vary significantly within location
categories
Age-adjusted GP services per person in each SA3 by location category (2023-
24)
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Notes: Location categories use the Modified Monash Model (MMM). SA3s are
geographical areas typically covering a population of between 30,000 and 130,000
people: Australian Bureau of Statistics (2021). Each SA3 has been assigned to the
MMM category in which the majority of its population live. The overall average for
each MMM category is calculated as the average of the SA3s within that category,
weighted by SA3 population. Some SA3s with small populations have been combined
with nearby SA3s to allow for reporting of GP services per capita.

Sources: Australian Institute of Health and Welfare (2026c), Australian Government
(2025), and Australian Bureau of Statistics (2025).
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Figure 4.2: Service levels have been falling in GP deserts
Change in GP services per person by local age-adjusted service level
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Notes: Crude GP services per capita are compared from the September quarter 2023
to the September quarter 2024 (2023 reform), and the December quarter 2024 to the
December quarter 2025 (2025 reform). GP services per capita from 2024-25 are age-
adjusted at the SA3 level using indirect standardisation and grouped into ventiles (5%
bins). Includes Medicare-funded care only.

Sources: Department of Health, Disability, and Ageing (2026c), Australian Institute of
Health and Welfare (2026c), Australian Government (2025), and Australian Bureau of
Statistics (2025).

Figure 4.3: GP deserts have seen slower progress on bulk-billing
Change in GP bulk-billing rate by local age-adjusted service level
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September quarter 2024 (2023 reform), and the December quarter 2024 to the
December quarter 2025 (2025 reform). GP services per capita from 2024-25 are
age-adjusted at the SA3 level using indirect standardisation and grouped into ventiles
(5% bins). Includes Medicare-funded care only.

Sources: Department of Health, Disability, and Ageing (2026c), Australian Institute of
Health and Welfare (2026c), Australian Government (2025), and Australian Bureau of
Statistics (2025).
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5 Two steps to fairer funding

Two reforms are needed.

First, the government should offer GP clinics an alternative to pure
fee-for-service funding. Clinics should be able to opt in to blended
funding: a combination of fees for each visit and a flexible budget for
each enrolled patient.

Those budgets should be adjusted for age, sex, health conditions,
disadvantage, Aboriginal status, and rurality. No clinic would be forced
into the new model, but it should be financially attractive and come with
the support practices need to make it work.

This would level the playing field for clinics caring for sicker, poorer,
and older patients. It would get better value for taxpayers by targeting
funding where it is most needed. And it would give clinics the flexibility
to invest in team-based care and longer consultations – the things
fee-for-service funding blocks.

It’s an approach that has been adopted in many countries, and been
recommended by the Strengthening Medicare Taskforce, the Review of
General Practice Incentives, and in our 2022 report on primary care.18

Second, for the small number of communities where the market has
failed, the federal government should fund Primary Health Networks
to close gaps in care, with block funding, salaries, hub-and-spoke
networks, or whatever each community needs.

The new National Health Reform Agreement lays the groundwork, with
governments committing to develop options for thin markets, including
pooled funding, new payment models, and flexible employment

18. Department of Health and Aged Care (2023b), Department of Health and Aged
Care (2024), and Breadon and Romanes (2022).

arrangements.19 Now they need to follow through with dedicated,
long-term funding, targeted at the areas with the most unmet need.

The federal government has focused on bulk-billing, and bulk-billing
is going up. But the cost has been doubling down on a funding model
that isn’t fair, and that is a worse fit for our healthcare needs with every
passing year.

After so many reviews and recommendations, and after being left
behind by most of the world, it’s time for Australia to catch up. The 2026
federal Budget is a chance to start building a GP funding system that
sends money where it is needed most.

19. Department of Health, Disability, and Ageing (2026d).
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