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Part I: Theoretical Perspective, General Aims and Method 1.1 

Any discussion or examination of living standards needs to take into 
account both non-economic and economic requirements, as well as 
the availability of resources to meet these requirements (Brownlee 
1991). Health status and access to quality health services form an 
integral element in this equation, with the potential of affecting other 
elements such as employment status and income. This report fo
cuses on factors associated with families' access to and use of basic 
medical care, the incidence of un-met need for care, the importance 
families attach to aspects of basic medical services used, and their 
satisfaction with these services. 

As the National Health Strategy (NHS) explained: "General practice 
looks after the medical needs of most of the people most of tne time" 
(NHS 1992, Issues Paper No.3:8), although the extent to which gen
eral practice consultations predominate m total medical service use 
varies with the age of the consumer (Deeble 1991). Deeble's (1991) 
analysis of Medicare data showed that the average number of gen
eral practice consultations per person increased from 4.1 to 4.9 
between 1984-85 and 1989-90, with an average annual increase of 3.7 
per cent. These trends differed according to age and gender. For 
example, those who were at least 60 years old made around 8 visits 
to a general practitioner (GP), with women having a higher average 
number of VISitS than men, particularly after the age of 20 years; 

The predominance of general practice consultations is not surprising 
given that the general practitioner (GP) is the first port of caUfor 
numerous problems and holds a variety of responsibilities. The 
NHS maintained that consultations in general practice cover not 
only the detection of physical, mental and social problems, but also 
the treatment of presenting problems, management of on-going 
problems, coordination of care with other health professionals, the 
administration of preventive health, and checks that other health 
systems are used appropriately (NHS 1992, Issues Paper No.3). Each 
of these responsibifities involves a number of more specific ones, 
mentioned in this report and others (e.g. Mudge 1990). Such multi
plicity of responsibilities expected of the GP is consistent with the 
fact that health tends to be defined very broadly. 

Definitions of Health 

The World Health Organisation (WHO) defined health. in terms of 
physical, psychological and social well-being, but did not explain 
the nature of these three components (WHO 1946/48). Antonovsky 
(1979) argued that the extension of health to these realms of well
being renders the concept meaningless and impossible to study. If 
this is the case for the definition of health, then what does it mean for 
the GP's scope of responsibilities and for the consumers' scope of 
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Part 1: Theoretical Perspective, General Aims and Method 1.2 

expectations? 

Milsum (1984) not only accepted the above three realms of health, 
but added a fourth: "spiritua1 health". In his view, spiritual health 
underlies the development and maintenance of a sense of purpose in 
life, thereby providing the "willpower" that is applied to personal 
affairs. 

Several authors have adopted definitions similar to that suggested 
by WHO, with the concept of "social health" referring to attnbutes 
which are viewed as important indicators of psychofogical adjust
ment/maladjustment, such as quality of communication and inter
personal relationships, or functioning in work and other social roles 
(e.g. Lazarus & Folk.man 1984). That is, social health here concerns 
the functioning of individuals - the field of psychology - rather than 
the health of social groups or society. If "spiritual health" is defined 
in terms of sense of purpose and meaning in life, then this quality 
also appears as an attrioute of positive psychological adjustment, 
with feelings of meaninglessness or purposelessness representing 
symptoms of depression or alienation. . 

In other words, health of individuals can be reduced to two inextri
cably interwoven but very broad components: the physical or 
somatic and the psychological, with the psychological covering not 
only internal processes such as thoughts, feelings and beliefs, but 
also "person-environment" transactions including relationships with 
other people, communication skills, and functioning in work and 
other social roles. 

This approach .is somewhat consiste~t with the fol.lowing definitions 
of health prOVIded by respondents In an AustralIan survey by Mc
Michael (see Hetzel and McMichaeI1987): "being free from illness" 
(mentioned by 26 per cent); "feeling well and being able to cope" 
(mentioned by 31 per cent); "being physically fit and active" (men
tioned by 31 per cent), and "being able to do the things one tries to 
do" (mentioned by 18 per cent). In the UK, Blaxter (1990) also found 
considerable variation between people in their views about "what it 
is like when you are healthy". Problems in some of these areas may 
be more likely to instigate a visit to the GP than others. 

For some, the concept of health is even broader than tha t so far 
suggested. Milsum (1984) maintained that the definition of health 
needs to emphasise resilience, including the ability to ward off vi
ruses, to recover, and to adapt to change. As he pointed out, 
physical health is sometimes measured in terms of resilience (e.g., 
use of treadmill tasks for identification of cardiovascular disease and 
glucose tolerance tests for diabetes). Enhancing resilience via im
munisation of infants and people about to travel overseas represents 
a responsibility of GPs. 

Discussions on resilience, hardiness, vulnerability and the like have 
also featured in the psychological literature, with researchers at
tempting to identify personality attributes or belief systems which 
may help or hinder effective coping with stressful circumstances, 
and which may buffer or exacerbate the impact of such experiences 
on physical health (e.g. Antonovsky, 1979; Kob!:1sa 1982; Holahan & 
Moos 1990). If GPs' responsibilities extend to matters of psycholog-
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Part 1: Theoretical Perspective, General Aims and Method 13 

ical health, then are GPs expected to provide such personal devel
opment assistance to patients? As will be seen later, some authors 
have suggested that GPs have an important role to play in counsel
ling patients who are either confronting stressful life events or 
exhloiting psychological disorders. 

However, while health definitions tend to focus on the person, the 
responsibilities of the GP, as set out in some of the literature, extend 
beyond the person to family and community. These realms of 
health, their interdependence and the associated diversity of respon
sibilities expected of GPs in the general practice literature are 
understandable from a systems theory perspective. 

A Systems Theory Perspective 

Complex systems are often said to possess a hierarchical structure, 
with the components of a system at one level being systems at lower 
levels. For example, Boulding (1985) described the world as a sys
tem of systems, with the environment of any sy:stem representing a 
hierarchy of systems, while Miller (1978) identified seven hierarchi
callevels at which living systems operate: cells, organs (which 
consist of cells), organisms (which represent independent life 
forms), groups (e.g. family, working groups), orgamsations (e.g. 
communities, cities, corporations), societies or nations, and the su
pranational level. He accepted that the hierarchy may be sub
oivided into a greater number of system levels than those he identi
fied, but he focused on parallels which exist for the levels he 
identified. 

However the hierarchy is understood, various disciplines can be lo
cated at different levels in it, with some focusing on more than a 
single level. The latter appears to apply especially to general 
practice. Patients might present with dIverse problems, such as ab
dominal pain, swelling of joints, or general lethargy, and one 
important role of the GP is to identify which systems form the basis 
of these problems. General practitioners must also decide whether 
or not they should treat the problem alone, or in conjunction with 
referrals to specialists who focus on specific systems, such as rheu
matologists, psychiatrists or family therapists. 

The overall characteristics of the "whole" are of central concern in 
Systems Theory, with recognition of the implications of wholeness 
problems having played a major role in the development of "General 
Systems Theory" (GST). This approach, which looks at parallels be
tween different systems, can be traced to von Bertalanffy, a biologist, 
who defined GST as "a general science of 'wholeness'" (von Berta
lanffy 1968:36). According to GST, an understanding of any system 
cannot simply proceed from attempts to synthesise separate analy
ses of the system's individual components, for knowledge of the 
inter-relationships between these components is crucial. Rather, it is 
the dynamic interaction of the parts which determines the organisa-
tion of the system. . 

Systems theory also maintains that the system of interest cannot be 
understood wIthout knowledge of the properties of the environment 

, 
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Part 1: Theoretical Perspective, General Aims and Method 1.4 

or suprasystems, for living systems are "open" to the environment. 
Systems at each level are considered to have some degree of auton
omy but are controlled in part by levels above and below them. 

Consistent with this theory are the numerous calls for doctors to ex
tend their focus beyond presenting disorders. The need to under
stand the patient as a whole in order to treat physical illness was 
emphasised over 2,300 years ago by Hippocrates, while Maimonides 
argued over 800 years ago that there were no illnesses, only patients, 
and that it is more important to understand the patient who has the 
illness than the illness itself (Asterita 1985). Much the same argu
ment can be found in the health literature of the last few decades. 
Milsum (1984), for instance, argued that specific medical problems 
should not be treated in isolation as they might just be manifesta
tions of an "out-of-control" situation in the person as a whole. 
Indeed, psychosomatic medicine focuses upon the very interaction 
between biological and psychological processes. 

The many articles in the general practice literature suggesting that 
GPs offer counselling to help patients to overcome their emotional 
difficulties and deal with life more effectively, when they are expe
riencing stressful circumstances or exhibiting psychological disor
ders, highlight the fact that GPs are expected to play an important 
role in contributing to the health of the person as a whole (e.g. Bur
rows, 1989; Chung 1986; Harris & Webster 1988; Mudge 1990; 
McKissock & McKissock 1991). General practitioners (but not pa-

. tients) also appear to agree that the detection and treatment of 
"emotional and social problems" as well as physical illness are es
sential elements of high quality general practice (Royal Australian 
College of General Practitioners (RACGP) 1985, reported by NHS 
1992, Issues Paper No.3). 

The health literature also contains many examples of recognition of 
the importance of various levels of the suprasystem, in addition to 
the "invader" from the outside the system. Some authors have 
stressed the importance of understanding the family system, in or
der to understand ultimately the patient's physical illness. For 
example, Pless and Satterwhite (1973) maintained that an under
standing of illness symptoms in children requires a "holistic" appre
ciation of the children's family unit, not simply its structural charac
teristics such as family size, but the way it operates across several 
dimensions including cohesiveness and intra-family 
communications. Again, in discussing common behavioural prob
lems in children encountered in general practice, Sullivan (1988:743) 
argued that "there is no such thing as 'behavioural problem' in iso
lation, only a child in a particular family with its own set of prob
lems". Engel (1977) argued that illness cannot be understood in 
terms of somatic factors without consideration of "social", "mental" 
and "behavioural" aspects of illness. 

Consistent with these views, there is a large body of literature sug
gesting that the family can promote resistance or vulnerability to 
illness, operate as a resource for its members who are coping with 
illness, and play a role in the course or severity of illness, directly as 
well as through its encouragement or otherwise of medical service 
use and treatment compliance (see McWhinney & Patterson 1992; 
Steinglass 1992). 
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Part 1: Theoretical Perspective, General Aims and Method 1.5 

In some of the general practice literature, the GP has been called 
upon not only to take more notice of family dynamics in order to 
understand and treat the individual patient, but also to help the 
family function more effectively. In other words, some authors as
sign to the GP the responsibility of promoting the health of family 
systems as well as person systems. For example, van Doorn (1990) 
recommended that the GP, in providing continual care to individu
als and their families, integrates family counselling into general 
practice. Such a recommendation rests on the view that presenting 
problems need to be understood and managed on more than one 
level. The GP is very much seen as a "family doctor" by van Doom. 

In addition, some authors have pointed out that the responsibilities 
of GPs extend to health at the local or wider community system lev
els (e.g. Douglas 1994; Jeffs, Gray and Wenzel 1991; Mudge 1990; 
NHS 1992, Issues Paper No.3). The NHS argued that GPs could 
contribute to the development of policies concerning local health 
priorities and service delIvery, and could participate in population
based health promotion, for their care of individuals places them in 
a good position for developing a profile of community health needs 
(NHS 1992, Issues Paper No.3). Here,!opulation health promotion 
focuses on the causes of ill-health an on strategies for Improving 
the health of specific groups. 

Further, Douglas (1994) discussed the growing emphasis on achieve
ment of high quality from a public health perspective, where high 
quality refers to the allocation of finite resources in a way which 
maximises health benefits for the population as a whole. He pointed 
out that one of the aims of the development of Divisions of General 
Practice was to achieve greater involvement of GPs in the public 
health perspective. This expectation that GPs are accountable to 
both patients (or families) and the community can lead to profes
sional dilemmas, for the needs of individuals and the community are 
often in conflict concerning the use of expensive health care resourc
es (see also NHS 1992, Issues Paper No. 3). 

In short, the functioning of systems super-ordinate to the individual, 
which affect the health of the individual, represent "health issues" 
and hence as falling within the scope of responsibilities of GPs. So 
too, are life-style behaviours of individuals which affect their health. 
In line with this trend, some authors have discussed the important 
role GPs can play in tackling problems such as smoking, excessive 
drinking and poor diet at the individual patient level (e.g. Davies 
1991) or communil).'level (e.g. Chesterfielcf-Evans 1988). This broad 
scope of responsibIlities assigned to GPs is consistent with the defi
nitIOn of general practice provided by the RACGP (1984): "the 
provision of primary, continuing comprehensive whole-patient care 
to individuals, families and their communities" (quoted by NHS, 
1992, Issues Paper No.3:33). 

Living systems as evolving, dynamic systems 

According to systems theory, living systems are open systems in the 
sense that they exchange matter, energy or information with the 
environment. This interchange is seen as continuous, multi-levelled, 
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Part 1: Theoretical Perspective, General Aims and Method 1.6 

and reciprocal. Although there is controversy in the literature con
cerning the relative significance of homeostaslS versus active (rather 
than reactive) tendencies towards growth, the importance to surviv
al of change in systems in response to environmental change has 
received a great deal of attentIon (e.g. Boulding 1985; Miller 1978; 
Menninger 1963; von Bertalanffy 1968). Like the living system of 
interest, the environment or suprasystem is seen as dynamic rather 
than static. 

The GPs' responsibilities evolve as a result of such changes at vari
ous system levels. The tasks required of GPs vis-a-vis their patients 
change with changes in the life cycle stages of patients and families. 
Not surprisingly, authors interested in specific stages of human de
velopment have called on GPs to assume greater responsibility for 
patients whose stages of development match those focused upon by 
such authors. For example Bennett (1988) and Robertson (1986) con
sider GPs to be important potential resources for adolescents, with 
Robertson recommending specific roles which GPs can assume in 
relation to adolescents' sexual development, including primary and 
secondary prevention of sexually transmitted disorders and sup
porting adolescent-parent communication concerning sexual 
matters. 

Some authors have called upon GPs to extend their understanding 
of, and responsibilities associated with, abnormal development or 
disorders which are common at certain life cycle ·stages. For in
stance, Sullivan (1988) focused on the need for GPs to be able to 
identify and understand various common behavioural disorders in 
young children for effective management. Murdoch (1986) dis
cussed the GPs' need to understand the special health risks associ
ated with Down's syndrome and the heavy involvement required of 
GPs in helping the family adapt to an infant with this condition. 

Parents are also likely to attach different levels of importance to var
ious aspects of the medical service they use, according to their 
family's stage of development - an issue examined in this report. 

A major change at the community system level, which has important 
repercussions for general practice, has been the ageing of the com
munity as a result of improved nutrition, education levels, sanitation 
and better personal hygiene, as well as advances in medical science 
in preserving the functioning of specific organ systems. The NHS 
pomted out that the increased prevalence of chronic illness and dis
ability has resulted from the ageing of the population, and that 
management of chronic conditions requires the additional demands 
of liaising with other health and community service providers (NHS 
1992, Issues Paper No.3). 

With the increase in demands on the GPs' time for handling prob
lems of old age has come a call for GPs to place greater emphasis on 
palliative care (e.g. MacAdam 1988). MacAdam pointed out that ef
fective palliative medicine involves a different set of goals and skills 
from restorative or preventive health, and requires considerable 
knowledge and experience in psychology and family dynamics. Ac
cording to MacAdam, a central goal in palliative medicine is reduc
tion of "total pain", which includes the pain experienced by family 
members of the dying. Thus, family members of the dying person 
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Part 1: Theoretical Perspective, General Aims and Method 1.7 

are included in any plan of care, and part of the doctor's normal 
work associated WIth. caring for the dymg involves helping family 
members deal with their distress. 

Similarly, Brodary, Howarth, Mant and Kurrle (1994) pointed out 
that the family doctor is usually the first person consufted when a 
family member presents with dementia, and his or her involvement 
continues throughout the unfolding of this. disorder, including di
agnosis which IS often difficult in early stages of the disorder, 
assistance to families, handling of complications, nursing home 
placement, death, and counselling the bereaved. In other words, the 
GP's diverse responsibilities are assigned to the specific disorder, the 
patient as a whole, and the patient's famify as the disorder 
progresses. 

Shorter hospital stays and deinstitutionalisation represent other so
cial changes which have consequences for general practice. Beange 
and Bauman (1990) pointed out that, as a result of deinstitutional
isation programs, the GP must handle the special health needs of 
developmentally-disabled people who are becoming patients in gen
eral practice. In addition to shorter hospital stays, the NHS referred 
to an increased capacity to undertake diagnostic screening and 
greater use of allied health professionals and specialists as affecting 
the scope of general practice (NHS 1992, Issues Paper No.3). 

Some of the changes at the community system level represent chang
es in its values or commitments, and these can bring about changes 
in aspects of service delivery or in demands for further action on the 
part of GPs. For example, with growing community concern about 
domestic violence and child abuse has come repeated calls for GPs to 
treat such problems seriousl>::, and recommendations as to the re
sponsibilities of GPs in identIfying and dealing with such problems 
(e.g. Gates, 1990; Frith 1993; Kerr 1989; Knowlden & Frith 1993; Vive
kananda 1987). (The mandatory reporting of suspected child abuse 
by doctors is now in place in all States except Western Australia.) 

Other changes affecting the GP and patient include the growth of 
medical specialisation, the introductIon of Medicare in 1984, and 
hence billing arrangements. The NHS reported that the growth of 
specialisation results in fragmentation of work, which may both re
duce the scope of operation of GPs (as evidenced in obstetric care) 
while also strengthening their role because they are the only doctors 
who look at the whole situation of patients (NHS 1992, Issues Paper 
No.3). 

Medicare is a universal system of health insurance in Australia, in
tended to provide all people with access to necessary medical and 
hospital treatment. The system involves establishment of a schedule 
of fe~s, with benefits for GP services representing 85 per cent of this 
fee for each item of service. General practitioners may claim fees 
directly from the Health Insurance Commission (HIC). rather than 
from their patients (i.e., "bulk billing" or "direct billing"),. and in do
ing so receIve 85 per cent of the "Schedule fee" as their full payment. 
Alternatively, they may bill their patients who then claim a refund of 
85 per cent of the "Schedule fee" from the HIe. Under this system, 
doctors may also decide to restrict bulk billing to certain patients, 
such as clients with limited economic resources, or those with chron-
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Part 1: Theoretical Perspective, General Aims and Method 1.8 

ic illnesses requiring recurrent consultations. 

While bulk billing has increased from 53 per cent to 70 per cent of GP 
services between 1984-85 and 1990-91 (AIH&W 1992), the number of 
visits per patient has also increased, leading to a contentious debate 
about whether or not bulk billing encourages people to visit their GP 
for trivial reasons (see "Rosenman & McKinnon 1992; Richardson 
1993). The present study was designed to throw further light on the 
relationship between bulk billing and service use. 

The GP as an agent of social support 

Systems theory states that a disturbance within a subsystem may be 
felt by the whole system, and perhaps beyond it ("ripple effects"). 
Miller (1978) proposed that, wben a disturbance (or malfunction) 
occurs in one of the subsystems of a person, the subsystem affected 
attempts to overcome the problem. If it is successful, the system 
(person) may never know of the problem. If the correction fails, the 
subsystem alerts higher-order systems and eventually the person 
becomes aware of tbe problem and commences remedial action. 
However, sensitivity to these health alerts and hence timing of per
sonal co?,ing efforts appear to vary between individuals - an issue 
which will oe discussed later. 

If the person cannot resolve these problems, then she or he may ap
peal for help from the environment or suprasystem. Such cans 
represent appeals for social support, with the GP often being the first 
professional consulted for many problems. 

Social support may be seen as coping assistance when people are 
facing stressful transactions - a view held by Thoits (1986). The po
tentiallink between health and social support (including that 
possibly provided by companion animals) has received a great deal 
of attention (e.g. Cohen 1991; O'Dea 1989; Wilks 1990). 

The various responsibilities which the general practice literature as
signs to GPs represent different support strategies outlined by 
Co hen and Wills (1985) and Thoits (1986). These strategies include 
providing advice, information and practical assistance (writing pre
scriptions, referrals etc., advising on diet, smoking cessation etc., 
coordinating care with other health professionals), as well as sharing 
concerns, exhibiting compassion, and enhancing in their patients a 
sense of being cared for and valued. An important skill required of 
GPs is identification of the type of support most likely to be effective 
over and above helping with. the presenting disorders, for instance, 
support which bolsters self-esteem when the threats to self-esteem 
sucn as job loss occur. 

The changing GP-Patient relationship 

Although each GP-patient relationship would necessarily be unique, 
some of the literature suggests that the traditional relationship char
acterised by GP paternafism and patient compliance has given way 
to a more egalitarian relationship. The latter has been described as a 
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Part 1: Theoretical Perspective, General Aims and Method 1.9 

partnership between the doctor and patient in deciding health
related actions to be taken (NHS 1992, Issue Paper No.3; Gochman 
1988). The type of support offered would thus change accordingly. 

Other authors, however, have suggested that the physician's domi
nance and paternalism and desire for appearing the expert authority 
remains typical. Allied to this controversy are arguments that doc
tors tend to discount the therapeutic significance of "affective 
behaviour", despite evidence that affective behaviour is important to 
the patients' we11-being, independently of level of treatment and se
riousness of illness (see Ben-Sira 1988). Here, "affective behaviour" 
refers to conveying an interest in the patient, accepting the patient's 
idiosyncratic vlewpoints, and providmg explanatIOns which are in
telligible to the patient. The present study will examine level of 
satisfaction of families with aspects of their basic medical service, 
including the respect they receive - an issue relevant to this 
con troversy. 

Access to GP support 

Regardless of its nature, the social support ideally provided by GPs 
would not be equally accessible to everyone, for accessibility de
pends on relationships between characteristics of the agent of 
support and the persons in need of suprort. Some authors view 
social support as multifaceted aspects 0 the interchange between 
the person and the social environment. Here, the person is the re
cipient of support, but partly influences the nature of some of the 
support receIved and its effectiveness (see Newcomb 1990; Sarason, 
Pierce & Sarason 1990; Vaux 1990). Vaux (1990) included as support 
transactions the person's development and maintenance of network 
resources, the use of these resources to incite support episodes, and 
appraisals of others' behaviour as supportive. He defined the first of 
tliese components - supportive network resources - as the set of re
lationships through which help is provided in coping with life's 
demands and achieving goals. 

Sarason et al. (1990) emphasised the role of generalised beliefs about 
support, which they called "sense of support", in influencing not 
only expectations and appraisals of specific relationships, but also 
actual social interactions that do take place, and their interpretation. 
Thus, depressed people exhibiting such symptoms as a sense of 
alienation, helplessness, worthlessness, and lethargy, may be less· 
inclined than others to seek medical attention, despite the experience 
of somatic symptoms of depression which for the non-depressed 
might instigate a visit to the GP. 

Other factors which influence whether people will seek help from 
their GP have been outlined in research into medical service use or 
help seeking in general. This body of research will be considered 
below. 

Awareness of symptoms and help seeking 

In the above discussion of Miller's (1978) theory concerning the rip
ple process through which the system as a whole is called upon to 
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Part 1: Theoretical Perspective, General Aims and Method 1.10 

assist in resolving disorders of subsystems, no attention was paid to 
factors influencing the timing of total system "alertness" to sub
system disorder - the step wruch forms a pre-condition for total
system coping behaviour, but which may itself be influenced by 
coping behaviour. 

Some people report an absence of pain experience despite presence 
of tissue damage which for most people results in acute pain; others 
report the experience of pain despite the absence of tissue damage 
(see May 1991). Further, there would be individual differences m 
propensity to adopt anticipatory coping behaviour by "probing" for 
health problems. For example, some women may aVOId breast ex
amination for fear of discovering a lump which may be malignant; 
others may undertake regular and frequent exammations; others 
may undertake breast examination inconsistently. 

It also appears that people who view their lives as distressing or 
boring are prone to awell upon negative aspects of themselves in
cluding bodily symptoms, and to report headaches, upset stomach, 
dizziness; tense muscles and so forth (see Pennebaker 1982; Penne
baker & Watson 1988). Robinson and Granfield (1986) suggested 
that frequent attenders of GPs have a lower threshold of awareness 
of discomfort than infrequent attenders. 

The contributions of individual differences in sensitivity to symp
toms, or propensity to identify and acknowledge symptoms, to 
appraisals of personal health status are difficult to decipher. Some 
insight into these processes may be gained through comparisons of 
reports of chronic Illnesses and ratings of health status. For example, 
the NHS found that fair or poor health is more likely to be reported 
by adults who speak a language other than English at home than by 
their English speaking counterparts, even though rates of self
reported serious chronic illnesses or recent illnesses are lower for the 
non-English than English users (NHS 1992, Research paper No.l, 
compiled by McClelland). 

Miller's (1978) theory suggests that coping action is first adopted at 
the local system level before the system seeks help from its 
environment. Indeed, it appears that most episodes of illness symp
toms in parents and children are not reported to a medical practitio
ner - a pnenomenon described as the "Illness iceberg" or "iceberg of 
disease" (see Darby, Glaser& Wilkinson 1981; Mant 1989; Pitts 1991). 
The decision as to whether or not to consult a doctor is apparently 
based on complex psychological processes affecting the perceived 
seriousness of the problem, expectations about whether or not the 
doctor can take useful action, as well as practical factors linked with 
access to a doctor. The seriousness of the problem may be gauged by 
the length of time the symptoms have persisted, their apparent 
cause, and the opinion of others concerning the legitimacy of visiting 
the doctor. 

Even potentially life threatening symptoms do not necessarily insti
gate a visit to the doctor. For example, upon discovering a breast 
rump, some women will rush to a doctor; others may use denial as a 
coping strategy,delaying that first visit for fear that the tests which 
are imtiated will reveal the existence of cancer (see Lazarus 1984). 
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Delays or failure to seek help from a GP seem even more likely for 
emotional problems than for most somatic symptoms because of the 
social stigma or implications of personal madequacy attached to 
emotional problems, encouraging reluctance to acknowledge them 
to oneself fet alone others (see Amato & Bradshaw 1985). Further, 
some patients may not consider the treatment of emotional problems 
as relevant to the responsibilities of their GP (see RACGP 1985), or 
may consider their own GP incompetent in dealing with such 
problems. 

In summary, symptoms may be exaggerated or ignored and medical 
attention may be sought or avoided. These various processes of de
fining illness and responding to symptoms were called "illness 
behaviour" by Mechamc (1966, 1976). According to Mechanic, social 
or cultural factors affect both illness defimtion and response 
processes. 

Specific models of medical care use 

In their assessment of factors contributing to visits to GPs and spe
cialists, McCallum, Lonargan and Raymond (1993) outlined the 
health belief model introduced by Rosenstock and later modified (see 
Rosenstock 1974), and the behavioural model proposed by Anderson 
(1968). Other models of service use have been summarised by Orbell 
and Sheeran (1993). 

According to a modified health belief model, the decision to use a 
medical service requires that people not only believe that medical 
care would be efficacious, but also that they are susceptible to illness, 
their symptoms require attention, and barriers to seeking treatment 
(e.g., costs of service) are not too great. In line with above-mentioned 
research, it has also been argued that other people close to the 
decision-maker can influence such views and actions taken. 

McCallum and colleagues maintained that this model has received 
limited testing, partly because of the difficulty in measuring some of 
these beliefs. This difficulty has also been pointed out by Kirscht 
(1988), who concluded that the model fits some types of health be
haviours better than others. However, some studies have supported 
certain aspects of this model for use of preventive health services 
(see Kirscnt 1988; Orbell & Sheer an 1993). 

According to the behavioural model, medical service use depends 
upon need, predisposing, and enabling factors. Coulton and Frost 
(1982) described these as follows: need factors comprise the individ
ual's own judgments of the need or benefits of a service, as well as 
judgements of clinicians about level of impairment; enablins. factors 
refer to circumstances or personal characteristics which faCIlitate or 
hinder service use when a need has been recognised; and predis
posing factors are personal characteristics which influence need 
perception or service use. 

Gender or ethnicity are two characteristics of the individual often 
seen as predisposing factors in the use of health services (e.g. Coul
ton and Frost, 1982; McCallum et al. 1993; Walker 1986). For instance, 
Walker maintained that men are less predisposed than women to 
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use such services because the former are less likely to perceive phys
iological and psychological symptoms at an early stage, and because 
social expectations for men to be self-reliant militates against their 
seeking lielp. However, Walker also argued that men are exposed to 
greater health risks, including dangerous jobs, greater indulgence in 
smoking and drinking, and greater likelihood of engaging in high 
risk sports, dangerous driving etc. 

One problem related to adoption of the behavioural model by re
searchers concerns the classification of variables as exclusively need, 
predisposing or enabling factors. Not only is the status of some vari
ables used in this type of research ambiguous, but these variables 
may contain elements which compete in facilitating and mitigating 
against help seeking. For example, consistent with past research, 
employment! unemployment has been treated as a predisposing fac
tor, but this variabfe could also represent an enabling factor with 
competing effects: those without a job may have fewer time pres
sures militating against a visit to the doctor, but some of these people 
may also have greater difficulties in getting to a doctor because they 
lack access to a car during surgery hours. 

While need factors included depression for McCallum et al. (1993), 
and "mental impairment" for Coulton and Frost (1982), with such 
classifications being consistent with the broad definitions of health 
outlined earlier, Coulton and Frost also introduced feelings of emo
tional distress (which would include emotions symptomatic of 
depression) as a predisposing factor. The latter approach is consis
tent with the above-mentioned research suggesting that emotional 
distress increases the proJ?ensity to dwell upon bodily symptoms. 
Preoccupation with somatic problems is included in some measures 
of depression, such as the Beck Depression Inventory (Beck 1967), 
and such preoccupation may predispose a person to visit their GP. 
However, other symptoms of depression such as social withdrawal, 
apathy, and lack of interest and energy may hinder taking such 
action. In short, depression may be treated as a need factor and as a 
predisposing factor with competing tendencies. 

These problems with classification need to be taken into account, 
particularly when independent variables are entered into multiple 
regression analysis in sequential blocks with these blocks represent
ing need, enabling, predisposing or other factors. Alternative 
approaches include entering all variables together, or entering vari
ables which clearly define need first, followed by all other variables 
which may be treated as enabling or predisposing factors or both. 

A more difficult approach is the use of Structural Equations Model
ling which first assesses the existence of latent vanables or hypo
thetical constructs (need, enabling factors etc.) and the extent to 
which observed measures relate to these latent variables. With this 
approach, some measures may be shown to contribute to more than 
one latent variable, but the causal relationships assessed concern la
tent variables, not observed measures. 

However, none of these approaches is suitable when the dependent 
variable represents categorical or ordinal data. The present study 
tests a means of investigating factors contributing to frequency of 
GP visits, where the latter is represented by ordinal data. Whatever 
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the model adopted, a common finding from research which has tak
en into account health status is that the effects of social and demo
graphic factors upon consulting behaviour are minor compared with 
those of health needs (see Bush & Iannotti 1988; Coulton & Frost 
1982; McCallum et al. 1993; Nolan 1994; Pitts 1991). 

Conclusion 

The GP represents the first port of call for a wide range of problems, 
and may continue to assume the major responsibility in managing 
these problems. The scope of responsibilities expected of GPs in the 
literature is consistent with the portrayal of patients as "multi-l 
evelled" systems, where history (including diet, smoking and other 
life-style patterns) and context can play key roles in patients' pre
senting problems. The responsibilities of the GP appear to extend to 
various system levels, including the family and community, as well 
as the patient as a whole, and subsystems of the patient. 

The importance of a holistic approach and the need to take into ac
count systems higher and lower than the system of interest has 
received a great deal of attention in the health literature and is im
plied in many of responsibilities outlined in the literature concern
mg general practice. 

General practitioners represent potentially important members of 
patients' and families' social network, but the extent to which they 
are called upon to help will vary according to characteristics of dif
ferent GPs, their clients, and their clients' CIrcumstances. Given this 
scope of responsibilities, there will no doubt be variation in some of 
the ro~es empha~ised by different GPs and in the agendas and ex-
pectations of patients.. . 

Miller's (1978) systems theory suggests that a series of unsuccessful 
attempts to resolve subsystem dysfunction would have taken place 
before the person is called upon to help, and thereby becomes aware 
that a prob1em exists. Unsuccessful personal attempts to resolve the 
problem alone may then lead the person to seek hefp from the social 
environment. However, indiviaual differences appear to exist in 
both the propensity to recognise symptoms of illness and in the pro
pensity to seek help from health care providers, upon such 
recognition. 

General Aims 

This study addresses the e_xperience of families with children of gen
eral practice care. General practitioners are treated as a potentially 
important part of families' social support network. The general aims 
of the research are to examine access to, and use of, basic medical 
care, need for care, the importance to families of various aspects of 
care in relation to service provision and delivery, and their satisfac
tion with aspects of care. 
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Method and Sample 

The present analysis is based on data from the Australian Living 
Standards Study (ALSS), conducted by the Australian Institute of 
Family Studies. One of the major aims of the ALSS was to obtain 
information on various spheres of life which help define living stan
dards, including health, employment, housing, economic resources, 
transport, and education, trairung and information. The population 
was defined as families with at least one child under the age of 20, 
regardless of whether or not this child was living at home. These 
families were selected from specified municipalities. 

In most cases, a list of all residential properties in each area was pro
vided by the relevant Councils, and a simple random sampfe of 
addresses in each local area was derived. A letter explaining the 
study was then sent to each selected address, and householders were 
asked to mail back an information form which was used to identify 
eligible households. For initial non-respondents, various methods, 
including a door-knock, were used in an attempt to derive this 
information. The eligible households were then contacted by tele
phone and asked to participate in the study. 

The present report is based on information provided by families liv
ing In four localities in Melbourne - two outer suburban areas 
(Berwick and Werribee), one middle suburban area (Box Hill) and 
the inner suburban area (the City of Melbourne). A profile of these 
four localities is provided in the Appendix, together with a table 
providing information concerning demographic and socio-economic 
status characteristics of the sample (Table AI). 

Of the households which were defined as eligible, the following pro
portions agreed to participate: 70 per cent for Berwick, 80 per cent 
for Box Hin, 65 per cent for Melbourne, and 79 per cent for Werribee. 
Field work for the household surveys in these localities took place 
between late September 1991 and the first half of 1992. In total, 1850 
families (living m 1842 households) from these four localities partic
ipated (427 families in Berwick, 522 in Box Hill, 422 in Melbourne, 
and 479 in Werribee). 

A census-type questionnaire was provided to each household to col
lect basic demographic information about each household member, 
such as age, sex, relationship to person I, country of birth, language 
spoken at home, marital status, qualifications, work force status, in
come, and presence of a long term or continuing illness or disability. 
The number of times each person visited a GP and other health ser
vices in the past 12 months was also recorded in this questionnaire. 

_ Another single questionnaire per household was used to derive in
formation aoout the family as a whole. One or both parents were 
asked to complete this questionnaire, with couples invited to com
plete the questionnaire together if they wished. It mainly collected 
mformation common to an members of the family, such as housing 
details. This questionnaire also included questions concerning use 
of basic medical services, unmet need for these services, after-hours 
services used, importance attached to aspects of basic medical ser
vices in general, and satisfaction with the main medical service used 
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by the family. 

In addition, 1450 fathers (or partners of mothers) and 1685 mothers 
(or partners of fathers) livinS in the sampled households completed 
separate questionnaires whIch tapped tbeir personal health status 
and sense of well-being among other issues. 

Part 2 of this report examines families' use of basic medical care, in
cluding out of hours care, their reported need for care, the impor
tance to them of various aspects of care in relation to the provision 
and delivery of basic medIcal services, and their satisfaction with 
aspects of the service they used. It must be remembered that these 
data were based on reports provided by one or both parents. 

As explained above, the responsibilities assigned to GPs in the gen
eral practice literature extend well beyond management of physical 
disorders. They suggest that GPs represent potentially important 
members of reople's social network, providing informational and 
instrumenta assistance as well as emotional support, including 
demonstrations of respect, understanding, sympathy, and assurance 
of worth to their patients and families. However, GPs may have 
neither the time nor the skills to provide all these forms of support, 
and not all people will be predisposed to call upon their GP to fulfil 
some of the roles expected of them in the literature. Part 3 examines 
frequency of visits to GPs in the 12 months prior to the survey, and 
provides a univariate analysis of factors linked with parents' visits, 
while Part 4 identifies high and low users of GPs when apparent 
health status is taken into account, and examines the relative contri
bution of various factors to such high and low usage. 
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Part 2: The Family as a Whole: 
Use of Basic Medical Services, Priorities & Satistaction 2.1 

Part 2 focuses on the questionnaire concerning the household which 
was completed by one or both parents. Since all but eight (0.4 per 
cent) of households contained only one family, the results may be 
interpreted as referrin~ to families. Respondents did not identify 
themselves - in fact, a different parent may have completed different 
sections according to their expertise on the issues raised in this ques
tionnaire (e.g., house mortgage payments, value of net assets, 
different famIly member's non-use of medical services when re
quired). For simplicity, this questionnaire will be called a "family-l 
evel" questionnaIre, and the data derived from it will be referred to 
as "family-level data". 

A major issue relevant to Part 2 concerns equity of access to basic 
medical care. McClelland (1991:17) defined equity in access as 
"equal access for equal need, i.e. all people shou1d have the same 
potential to receive the same health care according to their need for 
that care". While health-based need will be touched upon here (and 
examined in greater depth in Parts 3 and 4), attention will be direct
ed mainly to factors linKed with ease or difficulty of access regard
less of need, including fees charged, proximity to the service, and 
modes of transport used. 

The ways in which services are delivered are also relevant to access. 
Although some aspects of a service may be emphasised by virtually 
all families, the importance of other aspects may vary according to 
such matters as income, age of children, and ethnic background. 
Level of satisfaction with those aspects held important by the family 
(or at least parents) will also be examined below. 

Type of basic medical service used 

The types of centres usually attended by some or all family members 
for basic medical attention during normal working hours are out
lined in Table I, together with the type used most oy families. The 
vast majority of parents reported that they mostly consulted a doctor 
in private practice or in a private medical centre (92 per cent) and 
that all family members went to this centre (86 per cent). Few indi
cated that no family members went to this type of service. 

Although these general trends applied across municipalities, some 
Iocational differences were apparent. For instance, Werribee fami
lies were more likely than other families to report that at least one 
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family member used an employer provided medical service (11 per 
cent versus 4 to 5 per cent), while Community Health Centres and 
public hospital out-patient services were more likely to be used in 
Melbourne than in other areas. 

Thirteen per cent of those from Melbourne and no more than five per 
cent of those in other localities reported that all family members 
used a Community Health Centre, while the proportions reporting 
that one or some family members attended this type of centre ranged 
from 8 per cent in Werribee to 15 per cent in Melbourne. Finally, fess 
than five per cent in each mumcipality indicated that all family 
members went to an out-patient service, but 21 per cent of those in 
Melbourne and 10 to 13 per cent of those in other localities indicated 
that one or some family members attended such a service. 

Although use of a Community Health Centre or public hospital were 
unusual, those with househofd incomes of no more than 120 per cent 
of the poverty line were more likely than other families to refy most
lyon these centres (11 per cent versus 5 per cent). 

Fees charged 

Ideally, Medicare's provision for bulk billing eliminates financial 
barriers to the use 01 health care services; low income people, and 
people with health needs requiring frequent medical consultations, 
can use private medical services instead of impersonal outpatient 
services for basic medical care. However, in the absence of regula
tions controlling fees charged, access to bulk billing is not necessari
ly available to all those who need it. The followin~ discussion 
focuses on consultation fees charged for different famihes, with par
ticular emphasis on the relationships between fees charged and 
financial or health status. No information was derived concerning 
whether or not families who were bulk billed attended a service 
which selectively bulk billed for them, or a service whicl). bulk billed 
all patients. 

The majority of families either reported that they were bulk billed or 
were not charged for basic consultations within normal working 
hours (44 per cent) or paid fees of $25.00 to $29.99 (35 per cent). 
Thirteen per cent reported fees of $20.00 to $24.99, four per cent said 
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they were charged less than $20.00, and another four per cent re
ported fees of at least $30.00. The median charge for those who 
reported paying some fee was $26.00. Reports of payments of a few 
dollars probably refer to the 'gap' between the Medicare refund and 
fees charged by the doctor, while reports of relatively high fees are 
likely to include both the 'gap' and the refund. Further, for families 
who reported no fees, it was not possible to identify any private bill
ing at the Medicare rebate level. For simplicity, the concept of "bulk 
billing" will refer to all those who reported zero fees. These diffi
culties need to be taken into account when payment levels are 
discussed. 

Equivalent household income 

Equivalent household income is expressed in terms of the percent
age of adjusted income relative to the Henderson poverty line. 
Throughout this analysis, those with equivalent household incomes 
of no more than 120 per cent of the poverty line will be called "poor", 
in line with recommendations of the Commission of Inquiry into 
Poverty (1975), with ALSS research into poverty and affluence 
thresholds (McDonald and Brownlee 1993). This classification 
roughly approximates that "consensual poverty line" estimated by 
Saunders and Bradbury (1989), based on national surveys with 
greater weight given to the responses of households with low equiv
alent income. 

There was a small but significant, positive correlation between fees 
paid and equivalent household income (Spearman rho = 0.28). Table 
2 shows that two thirds of the poor and one third of the highest in
come group were bulk billed, while just over half of the highest 
income group and only 19 per cent of the poor reported charges of at 
least $25.00. Nevertheless, this 19 per cent represents 77 families. 

Table 2: CunsuItation Fees of Basic Medical Service 
Mostly Used by Equivlent Householdlncome 

Equivalent Household Income 
AI/Figures % Up to 120% of 121% to 200% of Over 200% of 

the Poverty Line the Poverty Line the Poverty Line 

Bulk bills 67 41 32 

$2.00 - $24.99 14 19 16 

$25.00 or more 19 40 52 

Total 100 100 100 

DSS family status 

Eighteen per cent of families (N = 331) were "DSS families", that is, at 
least one parent was receiving a Department of Social Security pen
sion or benefit. Such families were much more likely than other 
families to be bulk billed (81 per cent and 36 per cent respectively), 
and relatively few reported fees of $25.00 or more (10 per cent of DSS 
families and 45 per cent of other families). 
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Deeble (1991) maintained that most doctors bulk bill for DSS families 
and selectively for others. However, there were non-DSS families 
who were poor, and their financial difficulties may be less readily 
apparent. 

Seventy per cent of those whose equivalent incomes were below the 
poverty line were DSS families, and 53 per cent of all DSS families 
and only 5 per cent of other families had incomes at this level. An
other 21 per cent of DSS families and 7 per cent of other families had 
household incomes of between 100 and 120 per cent of this line. 

The greater tendency for DSS families to be bulk billed was not sim
ply a function of their poverty line status. Of those with equivalent 
household incomes below the poverty line, the average distance 
from this line was not significantly greater for DSS families than oth
er families, yet 83 per cent of DSS families with household incomes 
below the poverty 1ine, and 46 per cent of non-DSS families with in
comes below this line were bulk billed. Similarly, average equiva
lent household income levels did not differ significantly for DSS and 
non-DSS families in the 100 to 120 per cent poverty line bracket, yet 
82 per cent of DSS families and 45 per cent of other families with 
equivalent household incomes at this level attended a bulk billing 
service. 

Long-tenn illnesses in the household 

Health needs are also very relevant in determining the amount of 
money families can afford to pay for medical consultations. Infor
mation was collected about any long term or continuing illnesses or 
disabilities suffered by each member in the household. These were 
later classified as disabilities or as illnesses of a minor, intermediate 
or serious type, as defined by the United Kingdom Royal College of 
General Practitioners (see NHS 1992, Research Paper No.l). Some of 
the intermediate or serious illnesses or disabilities reported included 
asthma, diabetes, high blood pressure, back disorders, cancer, ar
thritis, epilepsy, psychosis, pofiomyelitis, and loss of a limb. In the 
vast majonty of cases, ilfnesses rather than disabilities were 
mentioned. 

Forty per cent of families indicated that at least one member in the 
household had a long-term or continuing intermediate/ serious ill
ness (with another two per cent mentIOning disabilities only). 
Twenty-five per cent had one household member with the former 
(chrome illness) condition, 10 per cent had two such members, four 
per cent had three household members in this category, and in one 
per cent of households, at least four members were thus classified. 

-
There was no relationship between whether or not any household 
member had an intermediate/ serious long-term or chronic illness 
and municipality of residence, equivalent household income, family 
rype (sole mother or couple famny), or DSS status. However, famI
hes in which a language other than English was spoken at home 
seemed slightly less likely than those speaking English at home to 
report any such condition in the household (35 per cent and 42 per 
cent respectively, p<.05). 
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Such reports were also less common amongst families with pre
schoolers than the other subgroups defined in terms of age of 
youngest child (32 per cent versus 47 to 52 per cent, p<.OOl) - a trend 
whicn remained apparent when household size was controlled. For 
instance, of housenolds with four members, 32 per cent of those with 
pre-schoolers and close to 50 per cent of other subgroups reported 
that at least one member had a long-term or continuous, intermedi
ate/ serious illness. 

Despite that fact that some patients with chronic illnesses may need 
to make relatively frequent visits to the doctor, fees paid were unre
lated to the presence or absence of any such conditions in the family. 
While 38 to 39 per cent of families with or without such conditions 
paid at least $25.00 per consultation, 44 to 46 per cent were bulk 
billed. However, this analysis assumes relative frequency of needs 
for basic medical consultatIons on the basis of this measure of health 
status. The link between frequency of visits to GPs, health status and 
billing arrangements will be discussed in greater detail in Parts 3 
and 4. 

Municipality of residence 

One criticism of the bulk billing provision is that GPs trade off in
come for location. It has been argued that bulk billing entices service 
use beyond that which is medically necessary, and is particularly 
likely to be offered where there is strong competition for patients 
due to an oversupply of doctors (see Rosenman and Mackinnon 
1992). Using multiple regression analysis, Rosenman and Mackin
non (1992) found tnat bulk billing and GP numbers relative to the 
population contributed independently to usage of GP services and 
number of services per patient. 

In the present study, payment arrangements were related to resi
dentiallocation. Use of a service which bulk billed applied to nearly 
two thirds of the Melbourne families, just over one half of those in 
Werribee, 37 per cent in Berwick and only 27 per cent in Box Hill 
(Table 3). On the other hand, Box Hill families were the most likely 
to report fees of $25.00 or more, followed by Berwick families, then 
Melbourne families. 

Table 3: Basic Medical Service Mostly Used: 
Consultation Fees by l\1unicipality of Residence 

AI/Figures % Berwick Boxhlll Melbourne Werrlbee 

Bulk bills 37 27 64 52 

$2.00 -$24.99 12 12 12 31 

- $25.00 or more 51 61 24 17 

Total 100 100 100 100 

Such trends could not be explain~d fully by locational differences in 
type of service used, equivalent household income or DSS family 
status. Of families using a doctor in private practice or in a private 
medical centre, bulk billing applied to the following: 57 per cent in 
Melbourne, 52 per cent in Werribee, 37 per cent in BerwIck, and 26 
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per cent in Box Hill (p<.001). 

Figure 1 sub-divides families according to equivalent household in
come with the lowest income group (the "poor") being further 
sub-divided according to DSS family status . 

Figure 1 : Families using a free basic medical service 
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For each municipality taken separately, DSS families who were poor 
were more likefy to use a bulk billing service than their non-DSS 
counterparts. However, of DSS families who were poor, a free ser
vice was most common for Melbourne families, wh'ile of non-DSS 
families in each of the three income groups, a free service was more 
common for those living in Melbourne and Werribee than for those 
in Berwick or Box Hill. 

On the other hand, disproportionate numbers of Berwick and Box 
Hill families attended services which charged at least $25.00 per 
consultation(Figure 2). Of DSS families who were poor, 20 to 23 per 
cent who lived in Berwick or Box Hill and less than 5 per cent who 
lived in Melbourne or Werribee used a service which cflC!rged fees of 
at least $25.00 per consultation. Of non-DSS families who were poor, 
52 to 55 per cent in Berwick and Box Hill, 24 per cent in Melbourne, 
and only 7 per cent in Werribee attended a service with fees at this 
level. Of families in the next household income bracket (121 to 200 
per cent of the poverty line), fees of at least $25.00 were reported by 
55 to 61 per cent in Berwick and Box Hill, by 30 per cent in Mel-
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bourne and 21 per cent in Werribee. Finally, for the highest income 
group, such fees were reported by at least two thirds in Berwick and 
Box Hill, 36 per cent in Melbourne and only 23 per cent in Werribee. 

Figure2: Families paying fees of $25 or more at their basic medical service 
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In short, residential location appeared to influence fees paid inde
pendently of the family's financial circumstances. In this respect, 
access did not appear to be equitable and may relate partly to dif
ferences between localities in the supply of doctors. According to 
Glover and Woollacott (1992), the Inner Melbourne Statistical Re
gion had the smallest ratio of people (aged five or more years) per 
GP in 1990-91 (462 people). However, as these authors noted, the 
resident population in inner urban areas of Australia would be low
er than the daytime population serviced by GPs. Compared with the 
Inner Melbourne RegIOn, the Inner Eastern Region, encompassing 
Box Hill, had nearly twice as many people p'er GP (914 peopfe). The 
Outer Wester Region, which includes Wernbee, had 1082 people per 
GP. Berwick lies within the Mornington Peninsula (with 1086 peo
ple per GP), but abuts the Outer Eastern Melbourne region (with 
1,102 people per GP). . 

Family type 

The present sample of families headed by sole mothers were more 
likely than coupIe families to be "poor" (44 per cent versus 21 per 
cent respectivefy), to be Social Security pensioners or beneficiaries 
(48 per cent versus 12 per cent), and to live in the municipality of 
Melbourne (45 per cent versus 19 per cent). All these characteristics 
would appear to predict greater use of a bulk billing service. How
ever, given the very realistic stereotype of. the financially disadvan-
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taged sole mother family, some doctors appear likely to provide a 
free service to sole mother families in their care, regardless of their 
financial status. 

Compared with two-parent families, sole mother families were more 
likely to indicate paying no fees (70 per cent versus 41 per cent re
spectively), and less likely to report paying fees of at least $25.00 (19 
per cent versus 42 per cent respectively). As expected, the greater 
tendency for sole mother families than couple families to attend a 
bulk billing service remained when equivalent household income 
was taken into account. This trend was particularly apparent for the 
"poor", but also applied to those with incomes of 121 to 200 per cent 
of the poverty line. 

Of the "poor", 93 per cent of sole mother families and 59 per cent of 
couele families were bulk billed, while. 3 per cent of sole mother 
families and 24 per cent of couple families paid at least $25.00 per 
consultation (p<.OOl). Of those with household incomes of 121 to 
200 per cent of the poverty line, 58 per cent of sole mother families 
and 39 per cent of couple families were bulk billed, while 27 per cent 
of sole mother families and 42 per cent of couple families paid at 
least $25.00 (p<.Ol). 

However, family type was not significantly related to fees paid by 
those with incomes of more than twice the poverty line: 43 per cent 
of these sole mother families and 31 per cent of these couple families 
were bulk billed, while 40 per cent of these sole mother families and 
53 per cent of these couple families paid at least $25.00. 

For non-DSS families, there was no significant difference between 
the proportions of sole mother and couple families who paid no fees 
(42 per cent and 36 per cent respectively) or who paid at least $25.00 
(39 per cent and 45 per cent respectively), but sole mother families on 
pensions or benefits were more likely than their two-parent· coun
terparts to be bulk billed (90 per cent and 75 per cent respectively), 
ana less likely to pay fees of at least $25.00, although such payments 
were unusual for eIther group (6 per cent and 14 per cent respec
tively, p<.Ol). This difference could not be exylained in terms of 
self-reported financial management problems: 0 those on Social Se
curity pensions or benefits, sole mothers were no more likely than 
couples to report that they were spending more money than they 
earned (around 25 per cent in each group). 

Figure 3 shows that the greater tendency for sole mother families 
than couple families to use a bulk billing service applied only to DSS 
families living in municipalities other than Melbourne. This trend 
was strongest in Box Hilf and Werribee, where bulk billing services 
were used by 87 to 89 per cent of sole mother DSS families and by 60 
to 63 per cent of couple DSS families. Of DSS families in Berwick, 
bulk billing applied to 83 per cent of sole mother families and 74 per 
cent of couple families. . 

Regardless of whether the families were headed by sole mothers or 
couples, virtually all DSS families in Melbourne and just over half of 
non-DSS families in Melbourne used a bulk billing service, while 
around one third of non-DSS families living outside Melbourne did 
so. 
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Figure 3: Families attending a bulk billing service 
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For simp'licity, those who spoke a language other than English at 
home Will be called "NESB" (i.e., non-English speaking background) 
families, while those who spoke English at home will be referred to 
as "ESB" (Le., English speaking background) families, even though 
the latter included some families from non-English speaking 
countries. 

The costs of the services chosen also varied according to NESB/ESB 
status and age of youngest child, with NESB families and families 
whose youngest child was 0 to 4 years or 5 to 11 years old being 
more likely than other families to attend a free service (Table 4). 

Equivalent household income needs to be taken into account in in
terpreting these findings. The NESB families were 2.6 times more 
likely than ESB families to be poor (45 per cent and 17 per cent re
spectively), while such low equivalent household incomes were 
more apparent in families with pre-school age children (26 per cent) 
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than other families, particularly those whose youngest child was at 
least 16 years old (16 per cent). 

When income level was controlled, there was little difference in the 
fees reported by families varying in age of youngest child (Figure 4). 
For each sub-group defined m terms this factor, use of a free service 
applied to 65 to 70 per cent of the poor and to 24 to 35 per cent of 
tliose with incomes more than twice the poverty line. Attendance at 
centres which charged at least $25.00 applied to 16 to 24 per cent of 
all sub-~roups who were poor, and to 46 to 53 per cent of all sub
groups ID the highest income category. 

Figure 4: Families who are bulk billed by age of youngest child 
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However, the greater tendency for NESB families to attend a free 
service was not fully explained by differences in the income levels of 
these two groups (Figure 5). Although the tendency to use a free 
service decreased with increasing income for both language user 
groups, for each income group shown, NESB families were signifi
cantly more likely than other families to use a free service: (77 per 
cent versus 61 per cent in the lowest income bracket; 66 per cent ver
sus 36 per cent in the next income bracket; and 48 per cent versus 30 
per cent in the highest income bracket). 
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Figure 5: Families who are bulk billed by English speaking status 
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Nor could the relationshiy between NESB/ESB status and payments 
be explained in terms 0 residential location differences between 
NESB and other families (as shown in the Appendix Table). In each 
locality, NESB families were significantly more likely than other 
families to attend a free service. The proportions paying no fees 
ranged from 51 per cent in Berwick to 84 per cent in Melbourne for 
NESB families, and from 21 per cent in Box Hill to 54 per cent in 
Melbourne for ESB families. 

However, for DSS families in each locality, there was no significant 
difference between NESB and other families in the proportions who 
were bulk billed. For non-DSS families, the proportions bulk billed 
ranged from 44 per cent in Berwick to 74 per cent in Melbourne for 
NESB families, and from 16 per cent in Box Hill to 47 per cent in 
Werribee for other families - trends which reached statistical signif
icance for each residential location. 
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Summary and Conclusions 

All members of most families attended a doctor in private practice or 
in a private medical centre. In other words, continuity of care - one 
of the criteria of "good general practice", according to the NHS (1992 
Issues Paper No.3) was made possible. There was also the potential 
for the GPs to be seen as "faInlly doctors". 

A family-oriented approach to medical care may be best seen in 
terms of gradations or levels of GP involvement with families (see 
Becker 1992). Several factors not examined here would be important 
in determining the level of family-oriented care received, including 
frequency of GP use by different family members, each family mem
ber's willingness to confide in their GP about emotional problems 
and family issues, and the GP's willingness to listen to such matters, 
to help family members act as better resources for each other's 
health, and possibly to treat the family as a whole. 

Affordability is an obvious issue in assessments of access to a ser
vice, with affordability depending upon several matters including 
fees charged by the service, financial status of the families, and the 
number of consultations objectively required by family members. 
Fees paid were positively related to financial status. 

Nevertheless, one third of the poor were not bulk billed. While DSS 
families were particularly likefy to be bulk billed, just under half the 
non-DSS families who were poor were bulk billed. 

While family members with a long-term or chronic illness of an in
termediate or serious type may need to see their doctor relatively 
frequently, families with such members were no more likely than 
other families to attend a service which bulk billed. Indeed, close to 
40 per cent of these families reported fees of at least $25.00 per 
consultation. This may amount to an important barrier to access, 
depending upon the number of basic medical care consultations ob
jectively required for such health problems as well as the financial 
status of the family. (The relationship between presence or absence 
of chronic illnesses and number of GP visits recalled by parents will 
be examined in Parts 3 and 4). 

As McClelland (1991) noted, other relevant costs which bear upon 
the issue of equity in access include travelling and child care costs 
and lost wages. The level of exposure to such costs by different 
groups requires further investigation. (Distance, travelling time and 
mode of transport will be examined in the next section.) 

Fees paid were related to residential location independently of type 
of service used, financial status and DSS status, with bulk billing be
ing most cpmmon for Melbourne-based families and least common 
for those living in Box Hill and Berwick (on the east or south-east of 
the Melbourne CBD). More than half the non-DSS families who 
were poor and who lived in these latter two municipalities reported 
fees of at least $25.00. 

Disproportionate numbers of sole mother families were poor and 
receivmg DSS pensions or benefits, and with the exception of 
Melbourne-based DSS families, bulk billing applied to a higher per-
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centage of these financially disadvantaged sole mother families than 
couple families in similar p'0sitions. Possibly, some doctors who nor
mally provide privately billed services are more alert to the financial 
difficu1ties of sole mother DSS families than other DSS families, and 
thus may decide not to charge the former group. 

The greater tendency for younger than older families to attend a free 
service could be explained in terms of differences in the financial 
status of these groups. However, NESB families were more likely 
than other families to attend a free service regardless of income level 
or residential location. Further analysis suggested that the greater 
tendency for NESB families to use a free serVIce applied to non-DSS 
families only. 

As McClelland (1991) pointed out, equity in access is difficult to 
quantify. A major problem with the present analysis concerning fees 
cbarged is that some families may nave had ready access to a free 
service, but opted for one which charged a fee because they pre
ferred other attributes of this service, for example, they could see a 
doctor ~ho was .good wi~ children. The importance of having cl 
free serVIce relative to the Importance of other aspects of a serVIce 
will be discussed later. 

Proximity to service and modes of transport used 

Over 70 per cent of all families attended a service which was within 
the same suburb at least, with 30 per cent frequenting one within 
walking distance. Use of a service within walking distance was most 
likely for Melbourne residents and least likely for those living in the 
outer municipalities (Table 5). These trends are understandable giv
en the above-mentioned differences between localities in the supply 
of GPs. The majority of Werribee residents attended a service in the 
suburb in which they lived but further than walking distance. Of all 
localities, Berwick families were most likely to frequent a service in 
another suburb and Werribee residents were the least likely to do so. 

Given the above trends, Melbourne families were more than twice as 
likely as other families to walk to their main medical service (45 per 
cent versus 14 to 20 per cent). While over 80 per cent in other mu
nicipalities used a car (or motorcycle), just under half of the Mel
bourne families did so. These figures are not mutually exclusive. Of 
those who said they walked to their GP, 48 per cent also indicated 
taking a car or motorcycle. Public transport alone was used by 13 
per cent of Melbourne families and 4 or 5 per cent of families in other 
municipalities, while 15 to 19 per cent of families in all four munici
palities used both car and pub1ic transport. 

Families with cars tended to rely on this mode of transport to get to 
the service, particularly if they had two cars (85 per cent with two 
cars and 71 per cent with one car), while families without a car were 
more likely to walk than to rely exclusively on public transport (57 
per cent and 39 per cent respectively). 

Two thirds of families managed to arrive at their medical service in 
less than 10 minutes, and most of the others had journeys of less than 
20 minutes. Box Hill families were the most likely to have their doc-
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tor within 10 minutes from home (73 per cent) followed by Werribee 
families (66 percent), Berwick families (64 per cent) and Melbourne 
families (61 per cent). 

Overall, the socioeconomically disadvantaged groups were less like
ly to report that their centre was within 10 minutes from home. For 
exampfe, this was mentioned by: 59 per cent of the poor and 69 per 
cent of other families; 53 per cent of NESB families and 70 per cent of 
ESB families; and 56 per cent of sole mothers and 68 per cent of cou
ple families. 

Seventy per cent in Werribee and over 80 per cent in the other local
ities who stated that they walked and never drove to the centre 
managed to arrive within 10 minutes. However, of those who used 
a car only, Melbourne-based families were the least likely to arrive in 
10 minutes (56 per cent), while Box Hill families were the most likely 
to do so (73 per cent). 
Only two to three per cent in each locality visited a doctor at least 30 
minutes away from home. Some of the main reasons for families 
attending service at least 30 minutes away included knowing, liking 
and trusting the doctor, perceiving this doctor as a friep.d, and calf
ing upon the same doctor after moving residence, for example: "We 
have come to like and know the medical practitioner there"; "He's a very 
good doctor - we trust him"; "It' s a long established relationship"; "The 
doctor is a very $ood friend"; "He's the family doctor from the area in which 
we used to live' ; "He was our family doctor and is very good, but practises 
in another suburb". 
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Some families who travelled for at least 30 minutes referred to their 
doctor's general competence or competence in handling a specific 
health problem expenenced by a fanuly member. Others macfe such 
long tripS in order to see a doctor who could speak the family's lan
guage, was of the same ethnic background, and understood the 
fami1y's culture, or who was female. Finally, a few stated that the 
journey took at least 30 minutes because they used public transport 
or maintained that this was the closest centre to them. 

Fees and proximity to service 

It was not possible to assess how many families chose a service close 
to home with relatively high fees over a service further afield which 
bulk billed them. However, while the majority of families attended 
a service which was less than 10 minutes from home, this applied to 
slightly more of those who reported fees of at least $25.00 (71 per 
cent) than to those who attended a service which bulk billed or 
charged them -less than $25.00 (around 63 per cent of each group) 
(p<.Ol). 

Melbourne families who used a service which bulk billed were the 
most likely to have this service within walking distance (Figure 6): 
56 per cent of Melbourne families and 21 to 29 per cent of families in 
other municipalities attended a bulk billing service which was with
in walking distance. On the other hand, Melbourne families who 
were privately billed were no more likely than Box Hill families to 
report that thiS service was within walking distance from home (38 
to 39 per cent of those reporting fees of less than $25.00, and 31 to 34 
per cent of those reporting higher fees)_ Regardless of the payment 
arrangements, no more than one quarter of families in the two outer 
areas attended a service within walking distance_ 

Figure 6: Families who walk to their basic medical service by fees 
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N on-use of basic medical services 

Another important consideration in the assessment of access to ser
vices concerns failure to use a basic medical service when needed. 
Although "need" will be defined differently by different groups, as 
discussed in Part 1, it appears that for most people, the decisIon to 
seek medical attention is not made lightly (see Pitts 1991). However, 
while many people may agree that they ought to have periodic 
check-ups for preventive health purposes,those who procrastinate 
about it because of competing time pressures would be unlikely to 
report that they failed to use a medical service when needed. That is, 
reports concerning failure to visit a medical service when needed are 
likely to be restricted to occasions of obvious ill-health. 

It is not surprising, then, that only six per cent of families (N = 106) 
reported that, in the previous 12 months, at least one member of 
their household failed to use a basic medical service when it was 
needed. Such reports appeared to be unrelated to residentialloca
tion, NESB/ESB status, payment arrangements (bulk billed or not), 
travelling time (within 10 minutes or more), and mode of transport 
used. 

Reports of unmet need applied to a marsinally higher proportion of 
the financially poor than to other familIes (9 per cent versus 5 per 
cent, p<.05), to those without a car in the household than to those 
with a car (16 per cent versus 5 per cent, p<.OOl), to families headed 
by sole mothers than to couple families (11 per cent versus 5 per cent, 
p<.OOl), and to families in which all members usually went to an 
outpatient service at a public hospital for basic medical care than to 
other families (11 per cent versus 5 per cent, p<.05). 

Families who stated that a household member had not used a basic 
medical service when needed were asked to indicate which family 
members were in this position (if such a family member existed). A 
list of families were provided (Table 6). The proportions shown in 
Table 6 refer to percentages of applicable families. 

Of these 106 families, there was a greater likelihood that parents 
rather than children needed but failed to obtain medical attention. 
Thus, among families who did not use a basic medical service when 
needed, around half of those with a father present stated that the 
father did not use the service, while in just under half the families 
with a mother present {45 per cent),the mother did not use the 
service. In relevant families with children up to the age of 17 years, 
22 to 27 per cent stated that the service was not used for such chil
dren, while only 10 per cent of relevant families with children ased 
18 or 19 years reported that these children did not obtain medIcal 
assistance when needed, and 8 per cent with other household mem
bers (e.g., grandparents, aunts, uncles etc.) reported this of such 
members. 

Overall, among families who did not attend a basic medical service 
when needed, two-thirds indicated that only one person in the last 
twelve months did not attend, while in one in five families (21 per 
cent) two family members failed to receive medical treatment. In 
only 7 per cent of families were more than two family members men-
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tioned as having this unmet need. 

Table 6: Falnily Melnbers 
Who Needed to Use 

a Basic Medical Service 
but did not do so 

Family Member 0/0 * 

Father 51 

Mother 45 

Child under 5 27 

Child aged 5-11 25 

Child aged 12-17 22 

Child aged 18-19 10 

Other 8 

• Based on families where this family member was present 

Reasons for not using a basic medical service 

Table 7 shows that the most common reason offered for not using a 
basic medical service when needed was that families could not af
ford such a service (34 per cent). Of those referring to an unmet need 
for medical attention, mability' to afford the service was mentioned 
by almost half of Berwick famIlies, 38 per cent of Box Hill families, 26 
per cent of Melbourne families and 22. rer cent of Werribee families. 
Such locality differences were not sigmficant. 

Families who were poor were twice as likely to say that they could 
not afford the service as families whose equivalent household in
come was at more than twice the poverty line (36 per cent versus 17 
per cent, with 41 per cent of those with incomes between these ex
tremes mentioning this). However, given the small number of 
families mentioning some unmet need for medical assistance, such 
trends were not significant. Similarly, reference to inability to afford 
medical assistance was not significantly related to language spoken 
at home, although 46 per cent of NESB families and 30 per cent of 
other families reported this. 

The second most commonly-reported reason for families not using a 
basic medical service when needed was the long waiting period for 
the service (25 per cent). This reason was mentioned by 36 per cent 
of relevant families in Melbourne, 26 to 29 per cent of those in Box 
Hill and Werribee, and only 14 per cent of relevant families in 
Berwick. Again, however, such trends were not statistically 
significan t. 
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Reason 0/0 

Could not afford it 34 

Long waiting periods 25 

Unwilling to use the service 19 

Unable to get time off work 15 

Travel difficuHies 14 

No local service available 13 

No-one to look after children 11 

Dissatisfied with local services 9 

Service unsuited to cuHure/ethnic background 3 

Other 22 

Other reasons mentioned by 11 to 19 per cent of relevant families 
included an unwillingness to use the service, inability to get time off 
work to attend the service, travel difficulties, child-care difficulties, 
and unavailability of a local service. Less than 10 per cent of these 
relevant families mentioned dissatisfaction with local services or un
availability of a local service which suited to their cultural or ethnic 
background. About one quarter of those who did not use a basic 
medical service when neeaed indicated that there was some other 
reason for non-use, for example: unavailability of an appointment at 
a suitable time, the service was closed, inability to get an appoint
ment with the doctor of choice, and being too siCK to attend the 
service. 

Berwick families were the most likely to frequent a medical service 
in another suburb. It is not surprising, then, that travel difficulties 
were mentioned by 21 per cent of Berwick families who mentioned 
some unmet need for medical assistance in their household, 13 to 15 
per cent in Melbourne and Werribee, and only 5 per cent in Box Hill. 
However, given the small number of families mentioning an unmet 
need for medical attention, these differences were not statistically 
significant. 

Differences between localities in the proportions referring to lack of 
a local service or child care difficu1ties approached significance 
(p<.10 for each of these comparisons). Of households indicating an 
unmet need for medical attention, those living in the outer suburbs 
(especially Werribee) were more likely than those living closer to the 
CBD to mention a lack of local basic medical services (26 per cent in 
Werribee, 14 per cent in Berwick, and 5 per cent in the other two 
municipalities). By contrast, child care difficulties were more likely 
to be mentioned by relevant Melbourne families than by families in 
other municipalities (27 per cent versus 5 to 7 per cent). 
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Values and priorities of families 

One of the problems in attempting to assess level of equity in access 
is that different groups have different needs and priorities. For ex
ample, non-availabilIty of a doctor who understands the family's 
culture may operate as a barrier to access for NESB families, but may 
be taken for granted and considered irrelevant to most ESB families. 
Assessment of the J?riorities of families concerning different aspects 
of service delivery IS an important step in understanding issues rel
evant to access. 

Parents were asked to rate the importance they attached to 11 as
pects of basic medical services in general, using a scale from 1 "Not 
at all important" to 5 "Extremely important". In Table 8, the issues 
which were examined are ranked in order of their mean importance 
rating. These ratings represent "family-level" data. For families 
headed by couples, the extent to which the partners agreed on these 
issues was not ascertained. To distingUIsh these data from the 
"person-level" data for each parent (used in Parts 3 and 4), the results 
will be discussed as though they refer to the family rather than to a 
parent or parents. (Virtually all households in this sample consisted 
of one family only.) 

Table 8: Importance attached to basic medical services: 
l\1ean ratings, standard deviations and percentages 

providing ratings of 4 or 5 
Mean 

Standard Percent 
Deviation (rating 4 or 5) 

A service where you are treated with respect? 4.74 0.58 97 

The doctor is good w~h children? 4.50 0.94 89 

A doctor that you know? 4.41 0.93 86 

No delays in getting an appointment? 4.36 0.86 85 

A service where the waiting time is low 4.35 0.83 85 

Wide range of skills available at the service? 3.82 1.19 64 

A doctor who bulk billsllittle or no cost to you? 3.71 1.41 62 

A service that is close to where you live (walking distance)? 3.55 1.30 56 

A choice of a female doctor? 3.30 1.49 49 

A number of doctors to choose from? 3.23 1.31 44 

A doctor who understands your cu~ure or ethnic background? 3.10 1.62 46 

All average ratings were at the mid-point of the scale or higher, with 
the highest derived for respectful treatment. All except three per cent 
of the sample provided ratinss of 4 or 5 for this issue - hence the low 
standard deviation. Second in line was a doctor who is good with chil
dren, followed by a doctor the family knows, and a service where the 
waiting time is low. Means for all these issues were greater than 4.00, 
and standard deviations were less than 1.00. For the entire sample, 
the lowest average rating was derived for a doctor who understands the 
family's culture or ethnic background ("cultural understanding"), fol
lowed by a number of doctors from which to choose. The largest 
standard deviation was derived for cultural understanding. 
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Comparison with public transport service issues 

To place the above results in perspective, it would be useful to com
pare them with ratings of importance of other types of services 
related to living standards. Public transport was the only other ser
vice which was rated for importance at the "family-level". Four 
aspects of public transport were rated - having a relzable taxi service 
and having public transport that: is safe to travel on at all times, is 
within walking distance, and runs at nights and weekends. The highest 
mean score was derived for a safe service (mean = 4.53, S.D. = 1.46). 

When these means are ranked in conjunction with those outlined in 
Table 8 concerning basic medical services, having a safe transport ser
vice ranked third highest (below a medical servIce which provides 
respectfz!l treatment and a doctor who is good with children). Public trans
port wzthin walking distance ranked eighth (mean = 3.95). When mean 
differences in ratings were derived, this issue appeared significantly 
more important than having a medical service within walking distance 
(p<.OOl), but less important than the four aspects of basic medical 
services with the hignest mean values as shown in Table 8 (p<.OOl in 
each case). The other two public transport issues ranked third last 
and last (means = 3.30 for night/weekend service and 3.09 for a reliable 
taxi service). 

On face value, such trends suggest that families tended to view a 
basic medical services which provides respectful treatment and hav
ing a doctor who is good with cnildren to be at least as important as 
having public transport that is safe at all times. It appeared that these 
issues, together with low waiting at the medical service and no delays in 
getting a medical appointment, were considered to be more important 
than the other three aspects of public trans£ort examined. However, 
the overall pattern of trends may have dIffered somewhat had the 
items concerning public transport been intermixed with those con
cerning basic medlcal services in the questionnaire. 

Municipality of residence 

Table 9 indicates that, for each item, differences in average ratings 
between families in each municipality reached statistical 
significance. However the rank order of means was similar, and 
means above 4.00 were derived for all these grou1?s for the following 
issues: respectful treatment, a doctor who is good WIth children, a doctor 
who is known, no appointment delays, and low waiting time. In addition, 
the mean rating for a wide range of skills was 4.11 for Berwick families. 

To provide a better appreciation of the levels of similarity or differ
ence between groups, these mean ratings are plotted in Figure 7. 
The patterns of means for residents of Berwick and Werribee (the 
outer suburbs) were the most similar. For 8 of the 11 issues, the 
highest mean rating was derived for families in either:. Berwick or 
Werribee. The exceptions concerned issues ranking relatively low in 
importance for all groups (a female doctor, a doctor who is within walk
ing distance, and a doctor who understands the family's culture or ethnic 
background). 
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Table 9: Importance attached to basic medical 
services: Mean ratings according to 

municipality of residence 
Issue Berwick Boxhlll Melbourne Werribee 

Respectlultreatrnent 4.75 4.75 4.64 4.80·· 

Good with children 4.58 4.44 4.37 4.60··· 

Doctor is known 4.51 4.40 4.26 4.47··· 

No appointment delays 4.50 4.25 4.23 4.47··· 

Low waiting time 4.46 4.22 4.27 4.47··· 

Wide range of skills 4.11 3.68 3.45 4.05··· 

Bulk bills/little cost 3.85 3.28 3.74 4.01··· 

Closetwalking distance 3.47 3.44 3.77 3.57··· 

Female doctor 3.09 3.24 3.44 3.42·· 

Number of doctors 3.38 3.16 3.07 3.30·· 

Understands culture 3.17 3.03 3.38 2.88'·· 

• p <0.05. •• P < 0.01 ···p<O.OOI 

Figure 7: Mean importance ratings re basic medical service 
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The greatest difference between mean ratings occurred for a wide 
range of skills (which seemed least important to Melbourne residents 
folfowed by Box Hill residents) and bulk billing/little cost (which 
seemed less important to Box Hill residents than other residents). 

Relationships between residential location and average ratings of 
the importance of being treated with respect and having a doctor who is 
good with children were no longer statistically significant when the 
effects of language spoken at home and age of youngest child were 
controlled. 

Equivalent household income 

Table 10 shows average ratings of groups which varied in terms of 
equivalent household income, NESB/ESB status, and age of young
est child. The issues are ranked according to their average impor
tance for the total sample of families (as shown in Table 8). 

Analysis of variance indicated significant differences between in
come groups in average importance ratings concerning having a bulk 
billing/little cost service, a service which is within walking distance from 
home, offers a wide range of skills, and having a doctor who understands 
the family's culture or ethnic background. For these issues, the poorest 
group had the highest mean ratings, and those with household in
comes of more than twice the poverty line had the lowest ratings. 
On the other hand, the average rating for respectful treatment was 
lowest for the poorest group. 

With such a large sample size, small differences in mean ratings can 
be statistically significant, but such differences may not. transfate to 
meaningful differences in everyday life. This is particularly the case 
for respectful treatment, as illustrated in Figure 8. Respectfu[ treatment 
ranked hishest in average importance for each of the three income 
groups, WIth 95 to 98 per cent In each group providing ratings of 4 or 
5. The largest difference between groups occurred for bulk bill
ing/little cost followed by a service within walking distance. 
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Figure 8: Mean importance ratings re medical service 
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Aspect of medical service 

The strongest linear relationship occurred between equivalent 
household income and bulk billzng/little cost (Pearson product
moment correlation (r) = -.32). However, even for the lowest income 
group, having such a service was significantly less important than a 
service which. offers respectful treatment, and a doctor wno is good with 
children (p<.001 for each comparison). A low cost service ranked sixth 
in importance for the lowest income group, and tenth (i.e. second 
lowest) for the highest income group. 

Not surprisingly, the relationship between equivalent household in
come and importance attached to having a service within walking 
distance was linked with differences between income groups in car 
ownership. Only one per cent of the highest income group did not 
have a car, while two thirds had at least two cars. By contrast, 16 per 
cent of the lowest income group had no car, and one third had at 
least two cars in the household. For all three income groups without 
a car, average ratings concerning the importance of havmg a basic 
medical service within walking cfistance were above 4.30, while the 
averages for all three groups with one car ranged from 3.52 to 3.84, 
and the averages for tnose with at least two cars ranged from 3.28 to 
3.55. 

The small but statistically significant difference between the lowest 
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and highest income group concerning mean importance ratings for 
cultural understanding could be largely explained in terms of the dis
proportionate number of NESB familIes in the lowest income group. 

On average, each of the income groups were fairly unanimous about 
the importance of some issues. Of these, the following ranked high 
in importance: a doctor who is good with children, a doctor the famlly 
knows(which ranked second and third highest respectively), no ap
pointment delays, and low waiting time (which ranked fourth or fifth 
highest). Having a female doctor and a number of doctors from which to 
choose ranked amongst the lowest in importance, although all aver
age ratings were close to or above the mId-point of the scale. 

Age of youngest child 

Not surprisingly, the lower the age of the youngest child, the higher 
was the importance attached to having a doctor who is good with 
children 
(r = -.35). Nevertheless, the majority in each group provided ratings 
of 4 or 5 for this issue: around 95 per cent of families whose youngest 
child was a pre-schooler or 5 to 11 years old, 82 per cent of those 
whose youngest child was 12 to 15 years old, and 60 per cent of those 
whose youngest child was 16 to 19 years. As Figure 9 shows, the 
greatest difference in mean ratings between these groups emerged 
for this issue. 

Families with pre-school children and families whose youngest 
child was 5 to 11 years attached significantly greater importance to a 
doctor who is good with children than all other issues apart from re
spectful treatment (p<.OOI for each comparison). Those with pre
schoolers gave much the same weight to respectful treatment and a 
doctor who is good with children, whife older families rated respectful 
treatment significantly higher than a doctor who is good with children 
(p<.OI or better). 

A doctor who is good with children ranked fifth in importance for fam
ilies whose youngest child was 12 to 15 years ola, but the average 
rating for this issue was significantly lower than respectful treatment 
only. On the other hand, a doctor who is good with children ranked 
sixth in importance for families whose youngest child was 16 to 19 
years, and for this group, the following issues were significantly 
more important than this issue:respectful treatment, a doctor known to 
the family, no appointment delays, and low waiting at the service (p<.OOI 
for each comparison), and a wide range of skills (p<.05). 

These groups did not vary significantly in the importance they at
tached to the following issues whose average ratings for each group 
were above 4.00: respectful treatment, a doctor the family knows, no ap
pointment delays, and low waiting times. Of the other issues about 
which these groups seemed fairly unanimous, the follo~ing had rat
ings below 3.50: a female doctor, number of doctors, and cultural 
understanding. 
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Figure 9: Mean importance ratings re basic medical service 
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Figure 10 shows that the largest differences between NESB and other 
families emerged for cultural understanding and bulk billing/little cost, 
then a service within walking distance. These issues were more impor
tant to NESB than ESB families. Sixty-four per cent of the NESB 
families provided ratings of 4 or 5 for cultural understanding, com
pared wlth 42 per cent of other families. Nevertheless, -the average 
rating for this issue ranked third lowest for NESB families. 

General Medical Practice: An Aspect of Living Standards 



• 

• 

• 

• 

• 

• 

• 

• 

Part 2: The Family as a Whole: 
Use of Basic Medical Services, Priorities & Satistaction 2.26 

Figure 10: Mean importance ratings re basic medical service 
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Aspect of medical service 

Consistent with trends in attendance at bulk billing centres outlined 
earlier, a bulk billing/little cost service remained more important to 
NESB families than to other families when the effects of differences 
in equivalent household income were controlled. The difference 
was particularly strong for the two groups with incomes of more 
than twice the poverty line (means = 3.89 and 3.07 p<.OOl), and was 
also significant for those with incomes of 121 to 200 per cent of the 
poverty line (means = 4.09 and 3.76, p<.Ol), but not for families who 
were poor (means = 4.31 and 4.19). Thus, the fall in importance at
tached to this issue with increasing household income was more 
pronounced for the ESB families than for the NESB families (r = -.32 
and -.13 respectively). This is demonstrated in Figure 11. 

However, average importance ratings concerning a bulk billing/little 
cost service did not vary significantly for ESB and NESB families who 
actually attended a bulk billing service (4.40 and 4.44 respectively). 
The significant difference emerged for those who were billed pri
vately {3.12 and 3.57 for ESB and NESB families respectively, p<.Ol) 

The NESB families were less likely than other families to have at 
least two cars in their households (39 per cent versus 59 per cent), 
and more likely to have no car (13 per cent versus 3 per cent). Such 
trends in car ownership, however, did not fully explain the differ
ences between language groups in ratings concerning having a 
medical service witliin walkmg tfistance from home, although ESB and 
NESB families who did not have a car were united in p1acing con
siderable emphasis on this matter (means above 4.00). Further 
analysis indicated that the difference between mean ratings for this 

General Medical Practice: An Aspect of Living Standards 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Part 2: The Family as a Whole: 
Use of Basic Medical Services, Priorities & Satistaction 2.27 

issue was largely attributable to differences in the ratings of those 
whose main medical service was not within walking distance from 
home. 

Figure 11: Mean importance rating re bulk billingllittle or not cost 
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Respectful treatment and a doctor who is good with children appeared to 
be less important to NESB than to other families, but tfiese issues 
were the top priorities of both groups. There were virtually no dif
ferences between these groups in the proportions with pre-schoolers 
or primary school age children. The significantly lower importance 
attached to a doctor who is good with children by NESB famines com
pared with other families was apparent for those with pre-schoolers 
(means = 4.49 and 4.76 respectively) and for those whose youngest 
child was 5 to 11 y'ears old (means = 4.37 and 4.73 respectively),but 
not for older families. Seventy-two per cent of ESB families and 57 
per cent of NESB families considered this "Extremely important" 
(rating of 5), although most in each group provided ratings of 4 or 5 
for this issue (91 per cent and 82 per cent respectively). 

Differences between NESB and ESB groups in mean values for no 
delays in getting an appointment and low waiting time at the service were 
statistically significant but even smaller than those outlined above . 

. No differences between these groups were apparent in the mean 
values concerning a doctor they know, which ranked second or third 
in priority, and concerning a wide range of skills, which ranked sixth 
or seventh in priority, together with having a female doctor and a 
number of doctors from which to choose - issues which ranked even low
er in importance. 

- Thus, the following issues did not differ in average importance rat
inss according to equivalent household income, age of youngest 
chIld, or language spoken at home: having a doctor who is known 
which ranked higb in importance, and a female doctor and a number of 
doctors from which to choose, both of whiCh ranked low in importance. 
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Family type 

There was only one issue which generated significantly different im
portance ratings for families headed by sole mothers or couples. The 
former attached significantly higher importance to having a bulk bill
ing/little cost service (means = 4.24 and 3.62 respectively, p<.001). As 
already noted, disproportionate numbers of families headed by sole 
mothers were poor, living in Melbourne, and receiving Social Secu
rity pensions or benefits. However, these trends did not fully 
explain the difference in the views of sole mothers and other moth
ers concerning a bulk billing/little cost service. That is, when the effects 
of these other factors were controlled, the greater importance sole 
mother families attached to bulk billing remained significant. Even 
for these families who were already bulk billed, this issue appeared 
more important to sole mother families than couple families (means 
= 4.64 and 4.34 respectively, p<.001). However, average ratings 
didn't differ significantly for those who were not bulk billed (means 
= 3.67 for sole mother families and 3.14 for couple families). 

Long-term illnesses in the household 

Compared with other families, those with at least one household 
member with a long-term illness appeared to attach greater impor
tance to respectful treatment (means = 4.78 and 4.71, p<.01) and 
having a doctor the family knows (means = 4.50 and 4.36, p<.01). 
Again, although statistically significant, such differences are unlike
ly to reflect meaningful differences affecting choice of doctors and so 
on. The highest three mean ratings for both groups referred to re
spectful treatment, a doctor who is good with chifdren, then a doctor the 
family knows. 

Other group differences 

Interestingly, parents without paid work considered Low waiting 
times at the centre just as important as did parents with paid work. 
For couples, mean ratings ranged from 4.20 for families where nei
ther parent was employed to 4.38 where fathers but not mothers 
were employed, while means for sole mothers with and without 
paid work were both 4.35. 

While those who hold a free service high on their agenda are partic
ularly likely to seek out such a service, the experience of having a 
free service itself may enhance appreciation of such a service. Thus, 
not surprisingly, those who were bulk billed attached significantly 
greater importance to having a bulk billing/littLe cost service than other 
families (means = 4.40 and 3.17 respectively p<.001). The families 
frequentins. a free service appeared to attach lower importance than 
other famIlies to knowing the doctor (means = 4.33 versus 4.51, 
p<.001), and receiving respectful treatment (means = 4.68 and 4.79, 
p<.001). However, for both groups the top priorities remained re
spectfuL treatment and a doctor who is good with children. A bulk 
billing/little cost service was the third highest priority for those at
tendmg a bulk billing service, and the second lowest for other 
families. 
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As expected,those who attended a service within walking distance 
attacned greater importance to having a service within walking dis
tance compared with other families (means = 4.35 and 3.21 respec
tively, p<.001). The average rating ranked fourth highest for the 
former group and second lowest for the latter group. On the other 
hand, having a doctor the family knows was less important to those 
who used a service within walking distance than to other families 
(means = 4.25 and 4.49, p<.001). 

It was only possible to compare two groups which varied in terms of 
the type of medical service used exclusively: those who went to 
private doctors (the vast majority of families), and those who attend
ed a Community Health Centre. There were too few families using 
other types of services exclusively to include them in this analysis. 
Compared with those who attended a doctor in private practice or 
private medical centre, families who attended a Community Health 
Centre attached less importance to having a doctor the famzly knows 
(means = 3.86 versus 4.46, p<.OOl), but greater importance to having 
a bulk billing/low cost serVIce (means = 4.41 versus 3.66), p<.001), a 
female doctor (means = 3.72 versus 3.27, p<.01), a wide range of skills 
(means = 4.08 versus 3.81, p<.05), and a service within walking distance 
(means = 3.97 versus 3.53, p<.01). Half the sample who attended a 
Community Health Centre and only 27 per cent of those who at
tended a private doctor indicated that they lived within walking 
distance from this centre. The vast majority of families who attend
ed a Community Health Centre indicated that they were bulk billed, 
while this applied to only 41 per cent of those who visited a private 
doctor. 

Satisfaction with the main medical service used 

The NHS listed patient satisfaction as one of eight criteria of "good 
general practice", the others being continuity of care, quality, appro
priate care, anticipatory care, advocacy, efficiency, and eqmtable 
access (NHS 1992, Issues Paper No.3). In that discussion, the NHS 
appeared to restrict the concept of equitable access to fees charged 
and geographic location. However, If some of the other criteria of 
"good general practice" are more available to some groups than oth
ers, then access would seem to be inequitable. That is, equitable 
access involves more than just costs and geographic location. 

The relationship between patient satisfaction and equity is complex, 
for satisfaction does not simply depend upon treatment receIved. 
Rather, it appears that level of satisfaction derives partly from the 
gap between expectations or aspirations and perceived circumstanc
es, while at the same time, general happiness or unhappiness can 
predispose people to view their circumstances positively and nega
tively respectively (see Diener 1984; Headey & Wearing 1992; 
Michalos 1986). 

The situation is even more complex than so far described. To some 
extent, people adapt to changed circumstances (including use of a 
new medical service) - whether positive or negative - so that their 
evaluations are mellowed with time (see Brickman, Coates & Janoff
Bulman 1978; Headey & Wearing 1992). In addition, satisfaction 
with the main medical service may well be influenced by overall 
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"sense of support", which according to Sarason et al. (1990), affects 
the social interactions which actually take place. 

People also have pre-conceived ideas about the way certain groups 
will relate to them according to the stereotypes they have developed. 
The same treatment may be seen as condescending by one person 
who views doctors to be generally elitist, and kind by another who 
considers that doctors are caring. Again, patients may become an
gry with the bearer of bad news, and disparage the treatment they 
received in this consultation, and happy with the bearer of good 
news, expressing satisfaction with this person's approach. 

Whatever the processes underlying such personal evaluations, dis
satisfaction wlth the medical service used represents a potential 
barrier to seeking treatment and may lower the chances of successful 
pro~ress of any consultation which does take place. Level of satis
faction is thus relevant to the issue of equity of access for different 
groups of people. Indeed, it appears that compliance with advice 
stemming from the consultation is positively related to patient sat
isfaction with the doctor and negatively related to time spent 
waiting at the surgery (see Pitts 1991). 

As explained earlier, satisfaction ratings were derived from one par
ent, or both parents responding jointly, with the author known for 
sole parents only, but will be discussed as "family" results to high
light the fact that only one set of measures was derived for each 
household (with virtually all households containing only one 
family). .-

Parents rated on nine point scales their satisfaction with 12 issues if 
these were of concern to them. The ratings ranged from 1 "Extreme
ly dissatisfied" to 9 "Extremely satisfied". For this analysiS, mean 
ratings above 7.00 are taken as re.rresenting high satisfaction, means 
between 6.50 and 7.00 are classlfied as "clear satisfaction", while 
those between 3.50 and 6.49 are viewed as representing "mixed feel
ings", and means below 3.50 are classified as "clear dissatisfaction". 

Expressions of indifference 

Table 11 ranks the issues examined according to mean satisfaction 
level for those expressin~ concern about the issue, and shows mean 
ratings, standard deviations, and the proportions of families indi
cating no concern with each issue. 

In line with the overall pattern of results for importance ratings (Ta
ble 8), only one or two per cent expressed no concern with the 
following issues: respect received, qualIty of the treatment, ease of travel 
to the service, the time taken to get an appointment, and the time required 
to wait at the service. Four to five per cent expressed no concern with 
the billing arrangements, range of skills available, and the cost of the ser
vice, whife seven per cent indicated indifference to how good the doctor 
is with children, and 12 per cent reported indifference to the number of 
doctors from which they could choose. 

However, 35 per cent reported no concern about the extent to which 
the doctor unaerstands their culture or ethnic background, while 71 per 
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cent were not concerned about the provision of services for persons 
whose first language is not English. For simplicitx, the latter will be 
called "NESB service provision". Of NESB famIlies, around 16 per 
cent expressed no concern about cultural understanding, while 35 per 
cent appeared indifferent to NESB service provision. 

Table 11: Satisfaction with main medical service used: 

lVlean ratings, standard deviations 
and percent expressing no concern 

Mean 
Standard Percent 
Deviation "no concern" 

Respect you are given as a person 8.09 1.39 1 

How good the docto r is w~h children 7.95 1.42 7 

Extent to which the doctor understands your cu~ure and ethnic background 7.91 1.50 35 

Qual~ of treatment 7.72 1.47 1 

How easily you can travel to the service 7.70 1.64 2 

The time taken to get an appointment 7.51 1.79 2 

Billing arrangements 7.40 2.04 5 

Range of skills available at the service 7.28 1.64 5 

Number of doctors you can choose from 7.22 1.79 12 

Cost of the service 6.96 2.27 4 

The time you wa~ at the service 6.76 2.15 1 

Provision of services for persons whose first language is not English 6.75 2.14 71 

Overall trends in satisfaction 

Families tended to express clear or high satisfaction with the various 
aspects of the service examined. Tney were particularly satisfied 
WIth the respect received - the issue which was most important to 
them. Second in both importance and satisfaction level was how good 
the doctor is with children. The 65 per cent who showed some concern 
about cultural understanding were also highly satisfied with this 
issue. This item ranked lowest in importance overall, and third low
est for NESB families. Such issues were viewed positively by 86 to 
90 per cent of those who provided evaluations. 

The least satisfactory issues were the cost of the service, time required to 
wait at the service, and for the 29 per cent to whom this was consid
ered relevant, NESB service provislOn. While over 70 per cent were at 
least clearly satisfied with all other issues, the proportions evaluat
ing these three issues positively were: 65 per cent for costs and for 
waiting time, and 60 per cent for NESB service provision. (Sixty-two 
per cent gave bulk bilfing/little cost an importance rating of 4 or 5, and 
85 per cent provided such ratings for low waiting time.) 

Ten per cent expressed dissatisfaction with the waiting times at the 
service and with the cost, and 7 per cent of a restricted sample were 
dissatisfied with NESB service provision. Six per cent were also dis
satisfied with the billing arrangements, and five per cent were unhap
py about delays in getting an appointment. 

General Medical Practice: An Aspect of Living Sfllndards 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Part 2: The Family as a Whole: 
Use of Basic Medical Services, Priorities & Satistaction 2.32 

Views concerning other services and domains 

To place this picture in perspective, it is important to point out that 
people tend to view most aspects of their lives positively, and to rate 
their lives and progress in roles favourably as well above "average" 

. (Headey and Weanng 1988). Indeed, general satisfaction with life
unless clearly unwarranted by extreme circumstances - has often 
been treated as an important aspect of sound mental health (e.g. 
Headey, Kelley & Wearing 1993; Maxwell, Flett & Colhoun 1989; 
Rosenhan & Seligman 1984; Ryff, 1989). 

Personal domains and life as ~ whole. In line with these trends, par
ents in the present study tended to express clear or high satisfaction 
with a broad range of issues includmg themselves, relationships 
within their immediate family, their employment situation (if em
ployed), their independence or freedom, the respect or recognition 
they received, their personal or emotional lives, their health, hous
ing, transport, and their children's well-being. While there were 
some issues which were viewed with mixed feelings (e.g., pressures 
experienced and family income), clear dissatisfaction tended to be 
expressed about two issues only: activities of the Federal and of the 
State Governments, although the unemployed were also clearly dis
satisfied with being unemployed and with related factors such as 
their financial circumstances. 

In other words, evaluations of the main medical service used are 
consistent with evaluations of several general aspects of life, and are 
by no means viewed with the dissatisfaction alfocated to State and 
Federal politics. Families living in urban centres would be able to 
"shop around" for a basic medical service which best suits their 
needs, if they have transport readily available. 

Satisfaction with these various domains of life and with life as a 
whole was asked of each parent, and hence such data is derived at 
the "person-level" rather than "family-level". Thus, direct compari
sons of views about basic medical care and personal domains and 
life as a whole would only be possible for sole parent families, for it 
is known that the same parent in these families completed each 
questionnaire. 

However, the "family-level questionnaire" derived ratings of satis
faction with aspects of any emergency treatment received, aspects of 
dental services for the adults and the children in the family (taken 
separately), and of transport. Some of these aspects examined were 
virtually identical to those concerning satisfaction with themain 
medical service used by the family. Of those aspects which could be 
compared, the greatest difference in wording occurred for the fol
lowing pairs of items: the quality of treatment was rated for basic 
medical services and the quality of the service y'!u received was rated for 
emergency treatment received, and dental services for adults and 
children. 

Emergency medical treatment. Figure 12 depicts the mean satisfac
tion ratings of families which nave used emergency medical 
services. Because some of these issues were of no concern to some 
families, the number of families which completed each pair of items 
shown varies. The pairs of items concerning cost, travel, quality and 
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respect were completed by 282 to 332 families, while only 104 fami
lies completed Hie cultural understanding items and 45 families 
completed the NESB service provision items. 

Figure 12: Mean satisfaction ratings re basic and emergency medical services 
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All mean differences in pairs of ratings were significant (p<.001) and 
suggested that families which had received emergency medical 
treatment were more satisfied with basic medical services than with 
emergency treatment. The greatest difference in appraisals con
cerned costs, followed by cultural understanding and respect 
received, then NESB service provision. 

Dental services. Basic medical service also tended to be evaluated 
more positively than dental services. In Fi~re 13, aspects rated are 
rankea according to their average satisfaction rating derived for ba
sic medical services. 

The patterns of mean ratings concerning dental services for adults 
and children were similar, and almost all were lower than those con
cerning the main medical service used by the family. When mean 
differences between pairs of ratings of medical and dental services 
were derived, only one was not significant (waiting at the medical 
service and dental service for adults). However, quite small differ
ences also occurred for respect received and quality of treatment. 
The most deviant average ratings concerned costs of dental services, 
which were viewed with relatIve disfavour. Compared with the 
dental services used, relevant families also seemed more satisfied 
with the extent to which their basic medical service offered cultural 
understanding and NESB service provision, as well as the time taken 
to obtain appointments and ease of travel. 

Not surprisingly given Medicare, the significantly higher satisfac
tion expressed about costs of basic medical services than dental 
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services applied to both those who were privately billed and bulk 
billed for medical services. Mean difference scores (i.e., ratings for 
medical service costs compared with those for adults' and children's 
dental service costs) were 1.72 to 2.28 for the privately billed group, 
and 4.12 to 5.11 for those bulk billed (p<.OOl for each analysis). 

Figure 13: Mean satisfaction ratings re basic medical and dental services 
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Safe public transport. Earlier it was shown that the two aspects of 
basic medical services which ranked highest in average importance 
(respect received and a doctor who is good with children) also ranked 
highest in average satisfaction, with mean satisfaction ratings of 8.09 
and 7.95. Public transport that was safe to travel on at all times was also 
considered highly important, but families were considerably less 
satisfied with this matter than with any of the aspects of basic med
ical services examined (mean = 4.14). 

In summary, families tended to view the main medical service they 
used more favourably than the limited number of other services ex
amined here. Their evaluations of the main medical service are 
consistent with their generally positive views of life as a whole and 
most domains of life (as ascertamed for each parent). 

Given that most urban-based residents have the opportunity to 
"shop around" for a medical service which suits their needs, devia
tions from clear or high satisfaction with the medical service are 
worth noting. The folfowing discussion focuses on the evaluations 
of families with different socio-economic characteristics. 

Municipality of residence 

Figure 14 presents average ratings of satisfaction according to resi
dential location. It shows that the generally rosy picture for the 
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sample as a whole prevailed for families in each municipality. Most 
ratings for each municipality fell in the "high satisfaction" area of the 
scale (above 7.00), and only two ratings fell in the "mixed feelings" 
area (from 3.50 to below 6.50): the cost of the service for Box Hill fam
ilies, and NESB service provision for Werribee residents. 

Figure 14: Satisfaction with main service used by municipality 
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Respect received appeared to be the most satisfactory aspect of the 
service attended, while other aspects ranking in the top six in terms 
of satisfaction for all municipalIties included how good the doctor is 
with children, the doctor's understanding of the family's culture or ethnic 
background, ease of travel, and quality ot treatment. For Melbourne and 
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Werribee, billing arrangements were also amongst the six most satis
factory aspects of the service attended, while for Berwick and Box 
Hill familIes, this issue ranked fourth lowest in satisfaction. 

The patterns of rankings for Berwick and Box Hill were almost 
identical. The cost of. the service was the least satisfactory aspect for 
Berwick and Box Hill families, yielding clear satisfaction or mixed 
feelings, while Melbourne and Werribee families tended to express 
high satisfaction with this matter. The time required to wait at tlie ser
vice ranked second lowest in satisfaction for all groups, while NESB 
service provision also ranked amongst the lowest. 

The difference between ratings of cultural understanding and NESB 
service provision deserves further comment. As explamed earlier, 
more families were indifferent to the latter issue and hence fewer 
families provided satisfaction ratings for this issue. When those who 
did not provide ratings for either issue were excluded, mean ratings 
for cultural understanding ranked lower than some of the other mat
ters in Figure 14, but remained in the "high satisfaction" area 
(ranging from 7.42 for Werribee to 7.78 for Box Hill), while the rank
ings of means for NESB service provision did not change. In other 
words, all groups who provided ratings of both issues were more 
satisfied with cu1tural understanding than with NESB service provision. 

• p < 0.05, •• P <0.01, ••• P 

For easy reference, the mean ratings presented in Figure 14 are also 
presented in Table 12, with their associated sigmficance levels. 
There was no significant difference between familIes in each munic
ipality in average satisfaction with four issues: the doctor.'s under
standzng of culture, ease of travel, appointment delays (which generated 
high satisfaction) and waiting time (which generated clear satisfac
tion but was the second least satisfactory matter for all groups). 

Of the remaining eight issues, no significant differences in average 
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ratings emerged for Berwick and Box Hill families, while average 
ratings of Melbourne and Werribee families differed significantly for 
two issues only: Melbourne families were less satisfied than Werri
bee families WIth the number of doctors from which to choose and more 
satisfied with NESB service provision. 

Box Hill and Berwick families appeared more satisfied than Mel
bourne and Werribee families WIth the quality of treatment, range of 
skills, respect received, and how good the doctor is wzth children, and less 
satisfied with costs and billing arrangements. (Further analysis indi
cated that differences in satisfaction could be explained largely in 
terms of variation between municipalities in the actual fees charged.) 
In addition, Melbourne families appeared less satisfied than all other 
families with the number of doctors }Tom which to choose, and Werribee 
families appeared less satisfied than the other three groups with 
NESB serVlce provision. 

Income level, age of youngest child & language spoken at home 

Table 13 presents the average ratings of satisfaction for groups sub
divided according to household income, age of youngest child, and 
NESB/ESB status. The issues are ranked according to level of satis
faction for the entire sample. 

The most significant differences in average ratings for the three 
equivalent household income groups concerned billing arrange
ments and costs of the service used, WIth the lowest income group 
expressing the highest satisfaction, and the highest in.come group 
expressing the lowest satisfaction. (The lowest income group rated 
bu1k billing/little cost as more important than the highest mcome 
group.) 

However, all three income groups tended to be at least clearly satis
fied with costs and billing arrangements of the service they attended, 
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and the difference in average satisfaction was no longer significant 
when the variation between groups in usage of a bulk billing service 
was controlled. Thus, for each mcome group, those using a bulk 
billing service were highly satisfied with the costs and billing arrange
ments (means = 8.38 to 8.46 for costs and 8.44 to 8.54 for billmg 
arrangements), while those not using such a service tended to express 
mixed feelings or clear satisfaction with billing arrangements (means 
= 6.44 to 6.87), and mixed feelings with costs (means = 5.78 to 5.98). 

Again, the significant difference between income groups in satisfac
tion with the two issues relating to the family's ethnic background 
(understanding of culture and NESB service provision) could be largely 
explained in terms of the above-noted over-representation of low 
income NESB families. 

The only other difference which was significant across income 
groups concerned satisfaction with the range of skills available at the 
service. All three groups were highly satisfied with this matter, but 
the lowest income group were the least satisfied, and the highest 
income group were the most satisfied. (Table 10 suggests that a wide 
range of skills was less important to the highest income group than to 
the other groups). 

All average ratings for the four groups classified in terms of age of 
youngest child suggested clear or high satisfaction, and there were 
only two significant differences in average ratings. Satisfaction with 
having a doctor who was good with children was lowest for those whose 
youngest child was at least 16 years old and highest for those whose 
youngest child was less than 12 years old. (Average importance rat
mgs followed a similar pattern.) The other issue concerned satisfac
tion with appointment delays. Again all groups tended to be highly 
satisfied WIth this matter, but those with pre-schoolers were theTeast 
satisfied and those whose youngest child was 12 to 15 years old were 
the most satisfied. 

All average ratings for the NESB and ESB groups suggested clear or 
high satisfaction. However, mean ratings for these groups differed 
significantly for all issues except appointment delays and waiting time 
at the service. The NESB families were significantly more satisfied 
than other families with NESB service provision, bilTing arrangements 
and costs (while attaching greater importance to the latter), and sig
nificantly less satisfied with the other seven issues, including 
respectful treatment and having a doctor who is good with children whicn 
ranked relatively high in importance for botl1. groups. 

The differences between these groups in satisfaction with costs and 
billing arrangements could be explained in terms of the greater ten
dency for NESB families to attend a service which bulk billed for 
them. As seen above, those who were bulk billed were. more satis
fied than other families with the costs and billing arrangements of the 
centre they attended. -

Respect received was the most satisfactory aspect examined for both 
groups, although ESB families appeared to be even more satisfied 
than NESB families with this aspect of their service. Other aspects 
ranking within the top five in average satisfaction for both groups 
were how good the doctor is with children, ease of travel, and understand-
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ing of culture. The mean for quality of treatment ranked within the top 
five for ESB families and seventh for NESB families, while the mean 
for billing arrangements ranked second for NESB families and fourth 
lowest for ESB families. 

Family type 

There were only two aspects of the medical service used about 
which families headed by sole mothers differed from couple fami
lies: costs and billing arrangements, but there were no significant 
differences between sole mother and couple families groups who at
tended a bulk billing service, nor between sole mothers and couple 
families who did not attend such a service. In other words, the dif
ferences in mean ratings could be explained in terms of the dispro
portionate number of sole mother families who attended a service 
which bulk billed for them, coupled with the greater satisfaction of 
users of a bulk billing service. 

Long-tenn illnesses in the household 

No significant differences in satisfaction ratings were apparent be
tween families with at least one household member with a 1ong-term 
intermediate or serious illness, compared with other families. 

Use or non-use of a bulk billing service 

Average satisfaction ratings were more closely clustered for those 
who were bulk billed than for other families. All except one mean 
rating fell in the high satisfaction range (above 7.00) for the bulk 
billed group, while the exception - waitmg time - fell in the clear sat
isfaction range (6.50 - 7.00). On average, families who were not bulk 
billed expressed high satisfaction with eight of the twelve issues, 
clear satisfaction with two issues - waiting time and billing arrange
ments - and mixed feelings about the remaining two issues - NESB 
service provision (mean = 6.35) and costs (mean = 5.84). 

For the bulk billed families, billing arrangements and (lack of) costs 
were seen as the most satisfactory aspects of the service they used 
and were significantly more satisfactory than any other issue for ei
ther group (p<.OOl for each relevant comparison). For families who 
were charged fees, costs were the least satisfactory of aspects exam
ined, while the average rating for billing arrangements ranked third 
lowest 

Such trends remained apparent for these two groups when they 
were further subdivided according to equivalent 11Ousehold income 
level. Thus, even the fee-paying families whose incomes were more 
than twice the poverty line tended to consider costs as the least sat
isfactory aspect of the service they used, and billing arrangements as 
the third least satisfactory aspect, while their counterparts who were 
bulk billed tended to view these matters as the most satisfactory of 
the 12 examined. 

Evaluations of one aspect of a service can colour evaluations of other 
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aspects, particularly if the former is considered to be highly 
important. For example, if parents are gratified to find that therr 
school children are progressmg extremefy well academically, they 
may be less inclined than otherwise to acknowledge problems about 
aspects of their children's schooling. However, the high satisfaction 
of those who were bulk billed, coupled with high importance at
tached to having a low cost service, did not lead this group to 
evaluate all other aspects of a service in a more favourable lIght 
compared with other families. Figure 15 shows the average ratings 
on these issues for these families who were bulk billed or charged 
fees. 

Figure 15: Mean satisfaction ratings by billing arrangements 
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Compared with the issues of costs and payment arrangements, differ
ences in average ratings for other issues were relatively small and 
the meaningfulness of those which were statistically sIgnificant is 
open to question. From a statistical perspective, families who were 
bulk billed were also significantly more satisfied with NESB service 
provision, time waiting at the service and ease of travel, but-were signif
icantly less satisfied with six issues, including "bedside manner" 
issues: respect received, how good their doctor was with children, cultural 
or ethnic understanding, qualzty of treatment, range of skills available, and 
number of doctors, However, all these means for both groups sug
gested high satisfaction. There was only one issue witb non-
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significant differences between mean ratings (the time taken to get an 
appointment). 

The lower satisfaction concerning cultural or ethnic understanding ex
pressed by families who attended a bulk billing service could be 
explained in terms of the greater tendency for NESB families to at
tend a bulk billing service. When this effect was controlled, there 
was no difference between those attending and those not attending 
a bulk billing service in their satisfaction concerning cultural or eth
nic understanding. 

On the other hand, compared with their counterparts who attended 
a service which charged fees, NESB and ESB families alike who at
tended a bulk billing service expressed significantly greater satis
faction with the NESB service provision. The subgroups which 
attended a bulk billing service expressed clear or high satisfaction 
(means = 6.94 and 7.16), while the others expressed mixed feelings 
(means = 6.35 and 6.38). 

Private doctor or Community Health Centre 

Given that the vast majority of families attended a doctor in private 
practice or in a private medical centre, the above pattern of differ
ences between paying and non-raying groups was retained when 
families attending other types 0 services were excluded. Families 
who went to a Community Health Centre were more satisfied with 
the billing arrangements (mean = 8.15 versus 7.34, p<.001) and costs of 
the service (means = 8.05 versus 6.87, p<.001), but were less satisfied 
with how good the doctor is with children (means = 7.59 versus 7.98, 
p<.05) and cultural understanding (means = 7.43 versus 7.97, p<.05). 
However, most of these average ratings suggested high satisfaction 
for both groups, and non-significant differences appfied for all the 
other aspects. 

Summary and conclusions 

Patient satisfaction represents one of the criteria of "good general 
practice" suggested by the NHS (1992, Issues Paper No.3). Dissatis
faction may represent an important barrier to seeking treatment or 
to the successful progress of any consultation which takes place. 
Such negative evaluations seem likely if patients held important all 
the numerous roles ascribed to GPs in the literature (see Part 1), but 
the earlier analysis of importance ratings indicates that some aspects 
of service delivery were more important to patients than others. 

The overall picture suggests that most families were content with the 
main medical service tney used and were particularly happy about 
the two aspects of the service which were most important to them 
(respect received, and how good the doctor is with children),. but less sat
isfied with waiting times and getting an appointment - issues also high 
on their agenda. 

In other words, evaluations of the main medical service used are 
consistent with evaluations of most general aspects of life, and are by 
no means viewed with the disfavour allocated to the activities of 
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State and Federal Governments. There was certainly little evidence 
of "doctor bashing" when families were asked about the medical ser
vices they used. Indeed, evaluations about the latter tended to be 
more favourable than evaluations about dental services and any 
emergency medical treatment received. 

No significant differences were apparent in the satisfaction rating of 
families in Berwick and Box Hilf (the municipalities on the eastern 
side of the CBD). These two groups appeared to be more satisfied 
than the other two groups with a number of issues, including the 
two seen as the most im{,ortant: respect received and haw good the doc
tor is with children. Berwlck and Box Hill families appeared to be less 
satisfied than the other families with costs and Wlth billing arrange
ments, because fewer families in these eastern municipahties were 
bulk billed. 

Because of the dispror.0rtionate numbers of the poor and sole moth
ers who were bulk bIlled, these two groups also expressed higher 
satisfaction than others with costs and billing arrangements. 

Younger families, who most valued a doctor who is good with children, 
tended to be the most satisfied with this issue, while NESB families, 
who would be most in need of NESB service provision, appeared to be 
more satisfied with this issue than other families. 

Again, compared with the privately billed, those who were bulk 
billed not only placed greater emphasis on having a low cost or bulk 
billing service, but also expressed significantly higher satisfaction 
with the costs and billing arrangements of the service they used. 

Families who were bulk billed differed from the privately billed on a 
number of other issues, with the former being more satisfied ,with 
other practical matters such as waiting time and ease of travel, but less 
satisfied with "bedside manner" issues (e.g., respect received, haw good 
the doctor is with children, cultural understanding) as well as quality of 
treatment. Nevertheless, these issues generated high satisfaction in 
both groups. The bulk billed placed lower importance on respect re
ceivecf although this remained the most important aspect of service 
delivery for both groups. 

The vast majority of families attending a Community Health Service 
indicated that they were bulk billed. They were thus more satisfied 
than those who attended a private doctor with billing arrangements 
and costs, but they were less satisfied with having a doctor who is good 
with children and cultural understanding. 

In general, however, families tended to be highly satisfied with most 
of those aspects which they emphasised and which were examined 
in this study. 
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Structure of importance and satisfaction scales 

Principal components analysis (with varimax rotation) was applied 
to the data concerning importance and satisfaction scales. This pro
cedure is adopted to simplify interpretation of variables whicn go 
"hand in hand", and provides insight into the nature of super
ordinate components. It is often used for the development of multi
item scales. 

Importance items 

Three components emerged for the importance items, but some 
items had fairly strong loadings on more than one component. The 
two items with the strongest loadings (both above .80) on first com
ponent items were no delays in getting an appointment and shor.t 
waiting time at the service. 

Several items had loadings of above .40 on the second component, 
including: bulk billing (.60), cultural understanding (.57), a female doctor 
(.56), and walking distance (.51). However, number of doctors and range 
of skills held loadings of at least .40 on both the second and third 
components. This component is difficult to interpret. The two items 
with the highest loadings on the third component were having a 
doctor who is known to the family (.76) and havmg a doctor who is good 
with children (.54). These items, reflecting doctor-family relatIon
ships had loadings below .40 on the other two components, but the 
other items with relatively strong loadings of this factor (number of 
doctors and range of skills) suggest that this component concerns per
ceived quality or care. 

In addition, respectful treatment had loadings of .44 on the third com
ponent and .60 on the first. It seems that respectful treatment is a 
super-ordinate concept linked with waiting times and relationships 
with the doctor or more generally, quality of care. Because of the 
cross-loading of several items, no scares were developed on the basis 
of this analysis. 

Satisfaction items 

The items concerning satisfaction with understanding of cultural back
ground and NESB service provision were not included in the following 
analysis owing to the large numbers expressing no concern about 
these issues. (With the statistical package used, the other ratings of 
those who failed to indicate their satIsfaction with these issues 
would have been excluded from the entire analysis.) Three clear 
components were derived from the ratings of satisfaction. 

The first principal component for satisfaction items concerned satis
faction with tne quality of the service, and included the following 
issues: quality of treatment, range of skills available at the service, number 
of doctors from which the family can choose, and how good the doctor is 
with children. All items had factors loadings of at least 0.76. A scale 
representing each family'S average rating for these items was de
rived (alpha reliability = .83). 
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The second component concerned service availability, and includ
ed: the time taken to get an appointment, the time they wazt at the service, 
and how easily the family could travel to the service. Factor loadings for 
these items ranged from .68 to .82. 

The third component referred to billing matters, and included two 
items with factor loadings above .90: the cost of the service and the 
billing arrangements. Scales representing each family's average rating 
for these two components were derived. These scales appeared to 
have sound internal reliability (alpha = .70 and .86 respectively). 

Once again, respect received had fairly strong loadings (.62 and .49) on 
two components. These were satisfaction with tne quality of the 
services and service availability. It seems likely that satisfaction 
with respect received derives from the extent to which families are 
satisfied with these other matters. Indeed, Pearson product-moment 
correlations (r) indicated that satisfaction with the respect received 
varied most strongly with satisfaction with: the quality of the treat
ment (r = .64), folfowed by: understanding of culture or ethnic back
ground (r = .58); how good the doctor is with children (r = .57); the time 
taken to get an appointment (r = .51); the range of skills available at the 
service (r = .44); the waiting time at the service (r = .43); and the number 
of doctors from which to choose (r = .41). Correlations between the other 
items and respect received were no more than .31, with the lowest 
concerning the cost of the service (r = .18). 

Satisfaction with respect received, then, was treated as a separate mea
sure, while the other items were developed into scales, with cultur
al/ethnic understanding and NESB service provision forming an addi
tional single scale (r = .54). Some of these scales will be used in 
subsequent analyses. 

After hours medical care 

Table 14: After hours medical service used 
by municipality of residence 

-
Berwick Boxhill Melbourne Werribee Total 

After hoursl24 hour clinic 56 42 29 29'" 39 

Public hospital 22 26 37 51'" 34 

Usual doctor makes house calls 19 23 13 15'" 18 

House calls by after hours medical service 7 8 12 7* 8 

Other 4 3 5 2' 3 
• P < 0.05, _. P < 0.001 

Families were asked to indicate which type of medical service they 
used if a family member required medical treatment out of normal 
surgery hours for a condition that was not a medical emergency. As 
shown in Table 14 the most commonly used service for families in 
the two municipalities east of the CBD (Box Hill and Berwick) was 
an after hours or 24 hour medical clinic, particularly in Berwick. 
Berwick families were almost twice as likely as Melbourne and Wer
ribee families to use an after hours clinic and Box Hill families were 
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one and a half times more likely to do so. 

One in three families said that they went to a public hospital for after 
hours medical treatment and Werribee famines were most likely to 
do this (51 per cent) while Berwick and Box Hill families were con
siderably less likely to do so (22 per cent and 26 per cent respective
ly). In both Melbourne and Werribee, families were more likely to 
attend a public hospital for after hours medical treatment than to go 
to an after hours clmic, their second most likely alternative. 

At the time of the survey, there was a small public hospital in Wer
ribee which has since expanded. The closest alternative public 
hospital is the Western Hospital in Footscray, some 25 km away. 
Box Hill has its own public hospital, while the closest public hospital 
for Berwick residents is the Dandenong District Hospital, which is 
around 3 km from Doveton, a suburb of the municipalIty of Berwick, 
but around 15 km from the suburb of Berwick. Residents living in 
the municipality of Berwick also attend the more distant Monash 
Medical Centre in Clayton (Brownlee 1993). Melbourne is relatively 
well serviced with public hospitals (e.g., Royal Melbourne Hospital, 
Royal Women's Hospital, Royal Children'S Hospital, Mercy Hospi-
tal for Women, and St. Vincent's Hospital). . 

Nearly one in five of all families reported that their usual doctor 
made after hours house calls, and this was most common in Box Hill 
(23 per cent) and least common in Melbourne (13Jer cent). Only 7 
to 12 per cent of families in each municipality sai that they would 
call up an after hours medical service for a home visit. Some families 
reported that they used more than one type of service, with the most 
common combination being an after hours or 24 hour clinic and a 
public hospital (mentioned by 4 per cent of families). 

Two to five per cent of families said that they made some other ar
rangement when after hours medical care was required. About half 
of these families said that they waited until the next day to see a 
doctor. Others said that there was a doctor in the family, while a 
small number of families made use of the services of some other 
health professional such as a pharmacist or homeopath. 

Overall, families who were poor were the most likely of the three 
income groups examined in this report to use a publIc hospital for 
after hours medical care (43 per cent versus 30 to 33 per cent, p<.OI) 
and were more likely to use a public hospital than an after hours 
medical clinic. On the other hand, families in the two higher income 
brackets examined in this report were more likely to use an after 
hours or 24 hour medical climc than a public hospItal. One third of 
families who were poor and 37 to 43 per cent of other families re
ported using an after hours or 24 hour medical clinic. 

More detailed analysis indicated that the greater tendency for fami
lies who were roor compared with the financially better off to use a 
public hospita applied mainly to Box Hill families: 39" per cent of 
these poor families in Box Hill and 22 to 26 per cent of other Box Hill 
families went to a public hospital (p<.05). In addition, the lower 
tendency for the financially poor than the higher income groups to 
visit an after hours or 24 hour clinic applied to Melbourne families 
only (13 per cent versus 35 to 39 per cent, p<.OOI). However, for 
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most of these specific comparisons, public hosp'ital use was most 
common amongst Melbourne and Werribee famIlies in each income 
level and least common for their counterparts in Berwick. Use of a 
p'ublic hospital was reported by 34 to 42 per cent of Melbourne fam
Ilies in the three income groups, 47 to 59 per cent of the Werribee 
families, and only 19 to 28 per cent of the Berwick families. 

Although relatively few reported that their usual doctor made after 
hours house calls, families who were poor were slightly less likely 
than other families to report such calls (13 per cent versus around 20 
per cent, p<.05). Such trends were not statistically significant for 
each murucipality when taken separately. . 

A public hospital was the favoured service for after hours care for 
NESB families (43 per cent compared with 32 per cent of other fam
ilies). The NESB families were less likely than other families to use 
their own doctor (11 per cent versus 19 per cent) or an after hours or 
24 hour medical clinic for such care (34 per cent versus 40 per cent). 
All these trends were statistically significant (p<.05 or better), and 
could not be explained fully by differences in residential location of 
NESB and ESB families. Werribee was the only municipality in 
which NESB families were no more likely than other familIes to at
tend a public hospital for after hours care. In Werribee, around 50 
per cent of both groups attended this service, while in other munic
Ipalities, 19 to 32 per cent of the ESB families, and 31 to 48 per cent of 
NESB families attended a public hospital. 

Evaluations of availability of after hours medical care 

One in five families (20 per cent) rated as excellent the availability of 
after hours medical care in their area, and a further two-fifths of 
families (39 per cent) thought that there was good access to after 
hours medical care. Almost one quarter of families (23 per cent) 
thought that available after hours medical care was only' faIr, and 15 
per cent rated this service as poor. Four per cent of famIlies said that 
no after hours medical service was available. Overall, "fair" or 
"poor" evaluations were most common for those who used a public 
hospital (55 per cent) and least common for those who managed to 
have home visits by their usual doctor (25 per cent, p<.OOI). 

Werribee families were twice as likely as Berwick families to rate 
after hours medical care as fair or poor (69 per cent versus 34 per 
cent) and more than two and a half times more likely to do so tnan 
Box Hill families (25 per cent) and Melbourne families (27 per cent). 
As indicated earlier, just over half the Werribee families used public 
hospitals for after hours medical care. 

The followins discussion of perceived care provided by different 
types of serVIces is based on the views provided br families who 
used one type of service exclusively (85 per cent of al families). Fig
ure 16 shows the proportions of families in each locality who viewed 
the availability of after hours medical care in their area as fair or 
poor, according to the type of service used. 

Regardless of type of service used, Werribee families were the most 
likely to consider the availability of after hours service as fair or 
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poor, but this was most likely for those who used a public hospital 
(85 per cent), and least likely for those who went to an after hours or 
24 hour service (53 per cent, p<.OOl). . 

Figure 16: Families rating after hours services as "fair" or "poor" 
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Families in Berwick (the other outer suburban locality) were the next 
most likely to indicate that after hours service availability was fair or 
poor, unless their own doctor made home visits. For Berwick fami
lies, the relationship between type of service used and judgements 
about service availability were also highly significant (p<.OOl), with 
negative evaluations provided by more than half of those using a 
public hospital and only 11 per cent of those whose own doctor 
made house calls. 

With the exception of those whose own doctor made house calls, 
Melbourne ana Box Hill families were the least likely to consider the 
availabiliry of after hours medical services to be fair or poor. Of Box 
Hill families, such negative evaluations were provided by only 13 
per cent of those whose own doctor called and oy 27 to 29 per cent of 
families using other types of services. Of Melbourne families, such 
negative evaluations were provided by 18 to 20 per cent of those 
whose own doctor visited or who went to an after hours or 24 hour 
clinic, and by 33 to 36 per cent of those who were visited by an after 
hours service, or who went to a public hospital. For families in both 
Melbourne and Box Hill these relationshIps between service used 
and evaluations were statistically significant at the five per cent 
level. 

While 68 to 70 per cent of Werribee families in the three income 
groups rated after hours medical care as fair or poor, less than 40 per 
cent of the three income groups from other localities did so. Only in 
Melbourne was there a significant difference in the evaluations of 
these income groups: Melbourne families with the highest incomes 
(with incomes of more than twice the poverty line) were less likely 
than the other Melbourne groups to view after hours medical care as 
fair or poor (16 per cent versus 31 to 37 per cent, p<.Ol). 

Overall, NESB families were more likely to rate the availability of 
after hours medical care as fair or poor, with 43 per cent of NESB 
families and 32 per cent of other families describing this care as fair 
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or poor (p<.05). However, the views of these two groups in Werri
bee did not differ significantly, with 74 per cent of NESB families 
and 69 per cent of other families describmg the situation as fair or 
poor. In Berwick, the results approached sIgnificance only (p<.lO), 
with ratings of fair or poor provided by 43 per cent of NESB families 
and 32 per cent of other families. Significant differences were ap
parent for the Box Hill and Melbourne groups, with such negative 
evaluations provided by around 38 per cent of NESB families and 22 
per cent of other families (p<.Ol). 

Swnmary and conclusions 

For after hours non-emergency medical treatment, families in the 
municipalities to the east of the CBD (Berwick and Box Hill) were 
most likely to attend an after hours or 24 hour clinic. Melbourne and 
Werribee families, on the other hand, were most likely to go to a 
public hospital (particularly Werribee families). In each municipal
Ity except Wernbee, use of a public hospital was more likely for 
NESB families than other familIes, while in Box Hill, such usage was 
more likely for the poor than for other families. 

Nearly sixty per cent of families considered the availability of after 
hours care to be excellent or good, with close to 40 per cent describ
ing it as fair or poor. Regardless of the type of service used, Werri
bee residents were the most likely to view the availability of after 
hours services as fair or poor, while Box Hill and Melbourne resi
dents tended to be the least likely to provide such negative 
evaluations. (Since this survey, the public hospital in Werribee has 
expanded.) 

For each municipality, such evaluations were related to the type of 
service used, with public hospital users in the two outer municipal
ities (Berwick and WerribeeJ being more likely than other service 
users in these localities to consider after hours services to be fair or 
poor. Evaluations of Werribee families were neither related to in
come level nor language spoken at home, although such relation
ships were apparent in some of the other municIpalities: in Mel
bourne, famines in the highest income group were less likely than 
other families to provide negative evaluations, while NESB families 
in all municipalities except Werribee were more likely than other 
families to provide negative evaluations. 
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Part 3: Personal Visits to General PractitWners: 
Separate Analysis of Associated Factors 3.1 

Key 'luestions for this analysis concern factors linked with frequency 
of ViSItS to the general practitioner (GP) and their relevance to equity 
of access. Parents were asked to indicate how often in the previous 
twelve months each household member had visited a GP as well as 
a dentist and other health service providers. Thus, the dependent 
variable (visits to general practitioners) represents "person-level" 
rather than "family-level" data. 

As McClelland (1991) noted, equity of access is difficult to quantify, 
and most Australian studies have measured extent of equity In 
health care delivery systems on the basis of the variations between 
groups in the level of use of such services, without taking into ac
count differences in the health status of these groups. However, an 
understanding of level of service use of different groups - regardless 
of their health status - is an important step towards maximising the 
appropriateness of delivery of services to the special needs of the 
cIientele, for example, young families, families with teenagers, or 
NESB families. Part 3 exammes various characteristics (including 
health status) of frequent and infrequent attenders. 

Frequency of visits to the GP by children 

Figure 17 shows the frequency of visits to the doctor in the previous 
twelve months by boys and girls at four different age levels: 0 to 4 
years,S to 11 years, 12 to 15 years and 16 to 19 years. 

Up to age 15 there was no significant difference between boys and 
girls in the frequency of visits to the doctor. For the two youn~est 
groups represented (0 to 4 years and 5 to 11 years), three to six VIsits 
were the most common (37 to 41 per cent of children), followed by 
one or two visits. However, the youngest group was slightly more 
likely to attend at least seven times and less likely to attend once or 
twice. 

Visits to the GP were less frequent for the third oldest group (aged 
12 to 15 years) than for the youngest two groups. The 12 to 15 year 
old children were most likely to have visited the doctor once or twice 
(around 40 per cent), followed by three to six times (34 per cent). 
These trends represent a mirror image to those for children aged 5 to 
11 years. Around 15 per cent of the 12 to 15 year old group, and 
around nine per cent of the two youngest groups had not seen a GP 
at all. 
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Figure 17: Number of children's GP visits in last 12 months 
by age and gender 
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Among 16 to 19 year olds, girls were more likely to have attended 
the doctor three to six times (40 per cent versus 30 per cent) and less 
likely than boys to have made fewer than three VISitS to the doctor 
(48 per cent versus 59 per cent). However, the proportions of boys 
and girls in this age group who attended the doctor seven times or 
more were virtually identical. 

The frequency of visits to the doctor by 16 to 19 year old boys is 
similar to that of 11 to 15 year old boys and somewhat lower than 
that found for the two youngest groups. Girls aged 16 to 19 years 
were likely to visit the doctor more frequently than those aged 12 to 
15 years, but less frequently than the two youngest groups. In gen
eral, the two youngest groups of children were more like1y than the 
two oldest groups to have visited a GP at least seven times (around 
28 per cent of the 0 to 4 year oIds, 20 per cent of the 5 to 11 years oIds, 
ana 12 per cent of the two older groups). 

The pattern of visits to the doctor by 16 to 19 year old poys is also 
simifar to that found for fathers, while 16 to 19 year old girls were 
more likely than mothers to have attended the doctor fewer than 
three times (48 per cent versus 38 per cent) and were less likely than 
mothers to have made seven or more visits to the doctor (13 per cent 
versus 25 per cent). 
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Frequency of visits to the GP by parents 

Fathers most commonly indicated that they had visited their GP 
once or twice in the previous 12 months (38 per cent) while the most 
common response for mothers was three to six visits (41 per cent). 
Thus, from age 16 onwards, females tended to visit a doctor more 
frequently than males. These trends are consistent with those for the 
nation as a whole (Australian Institute of Health and Welfare 
(AIH&W) 1992). 

Figure 18 shows that fathers were twice as likely as mothers to say 
that they had not visited a general practitioner at all (15 per cent 
versus 7 per cent) and were more liKely than mothers to have had 
only one or two visits (38 per cent versus 28 per cent). Mothers were 
twice as likely to report that they had made seven or more visits (25 
per cent versus 12 per cent). Despite the more frequent visits of 
mothers and fathers, there was a significant relationship in couples 
between the frequency of husband's and wife's visits to the doctor 
(Spearman rho = .35). A positive relationship suggests that if the 
husband attended frequently relative to other men, then his wife 
was also likely to be a frequent attender relative to other women. 
However, a correlation of .35 suggests that only 12 per cent of the 
variance in the behaviour of one partner could be predicted from the 
variance in the behaviour of the other partner. 

Figure 18: Fathers' and Mothers' GP visits in last 12 months 
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The following sections examine relationships between parents' visits 
to the GP and other family or parental characteristics. Attention was 
restricted to parents, for more comprehensive data concerning 
health status and psycho-social factors potentially linked with visits 
to the doctor were collected for parents than for their children. 
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Municipality of residence 

The more frequent use of the doctor by mothers than fathers was 
apparent for each of the four localities. As explained earlier, a major 
concern about the increasing numbers of GPs in metropolitan areas 
is that an oversupply of GPs results in overuse of their services. For 
the patient, oversupply in any area may translate into ease of access 
to GPs (and possibfy, the introduction of bulk-billing for competitive 
purposes). n has already been shown that Box Hill families were the 
most likely of all groups to report that they could get to their doctor 
in less than 10 minutes. If ease of access encourages overuse of GPs, 
Box Hill families might be expected to visit their GP more frequently 
than other families. 

Figure 19: Parents' GP visits by locality and gender 
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. Figure 19, however, shows that fathers in Box Hill indicated the low
est attendance at doctors (p<.001): they were the most likely to say 
that they visited the doctor fewer than three times (61 per cent) and 
they were least likely to report seven or more visits (7 per cent). Like 
fathers, mothers in Box Hill were the least likely of all female groups 
to report seven or more visits (19 per cent compared with 25 to 28 per 
cent), but unlike fathers, mothers in Melbourne (which had the high
est number of GPs per population) as well as Box Hill were the most 
likely to state that they had visited the doctor no more than twice 
(p<.001). 

Although few had visited a GP 12 or more times in the previous 
year, this was most likely to be reported by Berwick parents and 
least likely to be mentioned by Box Hill parents, (17 per cent versus 
8 per cent of mothers; 8 per cent versus 2 per cent of fathers). 

Further analysis showed that the relatively low attendance of Box 
Hill fathers and relatively high attendance of Berwick fathers was 
restricted to fathers who were charged a fee, who spoke English at 
home (ESB fathers), or who had completed their secondary educa
tion or had post-school qualifications. The relationship between 
locality and GP visits was not significant for other fathers. On the 
other nand, the relationship between locality and GP visits remained 
significant for mothers wnen these matters were taken into account 
(i.e., payment arrangements, language used at home (NESB/ESB 
status), and educational attainment). 

Travelling time and location of service 

To further explore the relationship between ease of access to GP and 
service use, the numbers of visits reported by parents who could or 
could not get to their medical service in less than ten minutes were 
compared (Figure 20). Although differences between these groups 
were quite small, the trend for fathers was statistically significant 
(p<.05) and contrary to predictions: the shorter travelling period was 
associated with marginally fewer visits. However, 53 per cent of 
both sub-groups of fathers and 34 per cent of both suo-groups of 
mothers had made no more than two visits. 

The number of GP visits was not related significantly to whether or 
not the medical service was within walking distance from home. 

Payments 

Services which charge a fee pose limits on access for the financially 
disadvantaged, but as noted earlier, it has been argued that bulk 
billing may encourage service use for trivial reasons. Consistent 
with the latter argument and the view that fees discourage propi
tious visits for some families, parents who were bulk ·billed were 
more frequent attenders than tli.ose who were charged a fee (p<.OOl 
for fathers and p<.Ol for mothers). 
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Figure 20: Parents' visits by time taken to get to the GP 
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However, the possible confounding effects of health status and fi
nancial status on GP visits have not been taken into account in this 
analysis. For example, it has already been shown that socioeconom
icallx disadvantaged groups (e.g. low income families, sole mother 
families, and NESB families were more prone than others to use a 
bulk billing service. They may also have exhibit poorer health and 
used their GP more frequent! y regardless of payment arrangements. 
These issues will be examined later. 

Figure 21 shows that, compared with their counterparts who were 
charged fees, fathers and mothers who attended a bulk billing ser
vice were more likely to report at least seven visits (16 per cent 
versus 10 per cent of fathers; 29 per cent versus 21 per cent of moth
ers), and less likely to report up to two visits (46 per cent versus 57 
per cent of fathers; 31 per cent versus 37 per cent of moiliers). 

Nevertheless, regardless of whether they used a service which bulk 
billed or charged fees, mothers' most common response was three to 
six visits (reported by 41 to 42 per cent in each group) followed by 
one or two visits (reported by 24 per cent of bulk billed mothers and 
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31 per cent of other mothers). The same trends applied to fathers 
who were bulk billed: the most common response was three to six 
visits followed by one to two visits (38 per cent and 32 per cent re
spectively), but the opposite applied to fathers who were charged a 
fee: 42 per cent visited once or twice and 33 per cent indicated that 
they visited three to six times. 

Figure 21: Parents' visits by billing arrangements 
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Further, when the relationship between fees charged and GP visits 
was assessed for each municipality, the greater attendance of those 
bulk billed reached statistical significance for one sub-group only 
(fathers living in Box Hill: p<.OOl), although the results for Mel
bourne fathers and for Werribee mothers approached significance 
(p<.10). Thus, the hypothesis that. bulk billing encourages GP visits 
was not consistent with the data for all municIpalities. Further, oth
er factors affecting both GP visits and use of a bulk billing service 
may explain the (restricted) relationship observed here between 
bulk bilIing and GP visits. The effect of socio-economic status on this 
relationship will be explored later. 

Parents' age 

Figure 22 shows the proportions of parents in different age groups 
wno reported visiting the doctor no more than twice or at least seven 
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times in the previous twelve months. At each age level, fathers were 
considerably more likely than mothers to indicate making no more 
than two visits, but with the exception of 35 to 39 year old fathers, 
the proportions reporting no more than two visits increased with 
age for both males and females up to age 49, then decreased 
thereafter. 

On the other hand, mothers at each age level were more likely than 
fathers to have attended the doctor seven or more times. The pro
portion of mothers reporting this declined somewhat up to age 44 
years, when child bearing years were over, and then increased. For 
fathers, the proportion visiting the doctor seven or more times re
mained relatively stable up to age 44 and increased after this age. 

The greatest gender discrepancy in the proportions attendin~ at least 
seven times was apparent for those aged 1ess than 30. This differ
ence tended to narrow with increasing age, with the proportions of 
fathers and mothers making at least seven visits to the doctor being 
closer for those who were at least 50 years old than for younger 
groups. 

Figure 22: Parents' GP visits by age 
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Compared with other mothers, those with a child under the age of 12 
months tended to visit their GP more frequently (Figure 23). This 
may have been connected with their pregnancy. These mothers 
were almost twice as likely as other mothers to have visited the doc
tor seven or more times (42 per cent versus 22 per cent, p<.OOl). On 
the other hand, there was no difference in the frequency of visits of 
fathers with a child under the age of 12 months ana other fathers. 
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Figure 23: Parents' visits by presence of child under 12 months 
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Family type 

Consistent with previous studies (e.g. NHS 1992, Research Paper 
No.l; Ingram & Miller 1986), mothers who were sole parents were 
more likely than mothers with partners to have visited the doctor 
seven or more times and were 1ess likely to have had fewer than 
three visits (p<.OI), as shown in Figure 24. 

Figure 24: Mothers' GP visits by marital status 
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Language at home 

Also consistent with trends reported by the NHS (1992, Research 
Paper No.l), NESB fathers and mothers were likely to make more 
frequent visits to the doctor than their ESB counterparts, with the 
difference between groups being greater for fathers than mothers. 

Figure 25 shows that lower proportions of NESB than ESB parents 
made fewer than three visits to the doctor (43 per cent versus 55 per 
cent of fathers; 29 per cent versus 36 per cent of mothers). On the 
other hand, NESB fathers were almost twice as likely as other fathers 
to have attended the doctor seven or more times (20 per cent versus 
11 per cent, p<.OOl), while NESB mothers were nearly one and a half 
times more likely than other mothers to have made seven or more 
visits to the doctor (32 per cent versus 23 per cent, p<.OO1). 

Figure 25: Parents' GP visits by English speaking status 
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Educational attainment 

Previous studies have noted a negative relationship between socio
economic status and use of medical services. For example, the NHS 
(1992, Research Paper No.1) reported that various disadvantaged 
groups, including Iow income and low education groups, are the 
highest users of services providing primary and secondary care such 
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as doctors and outpatient clinics, but the lowest users of preventive 
services, such as immunisations and screening services and dentists. 
The present analysis also showed greater GP attendance of sole 
mothers and of NESB parents (who are typically economically 
disad vantaged). 
Overall, educational attainment was negatively related to frequency 
of GP visits. Figure 26 shows that fathers and mothers who had not 
completed seconda~ school and who had no post-secondary quali
ficatIOns were less lIkely than their counterparts with higher quali
fications to have attended the doctor fewer than three times (43 per 
cent versus 57 per cent for fathers, 29 per cent versus 38 per cent for 
mothers) and were more likely to have attended the doctor seven or 
more times (18 per cent versus 11 per cent for fathers, p<.OOl; 30 per 
cent versus 21 per cent for mothers, p<.OOl). 

Figure 26: Parents' GP visits by educational qualifications 
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Blue collar employment 

Consistent with the above trends for educational attainment, those 
whose present or most recent job was blue collar tended to visit the 
GP more frequently than other parents. As Figure 27 shows, the 
former groups were more likely than other parents to have visited 
the doctor seven or more times (17 per cent versus 10 per cent for 
fathers and 33 per cent versus 22 per cent for mothers) and were less 
likely to have made fewer than three visits to the doctor (49 per cent 
versus 56 per cent for fathers, p<.OOl; 25 per cent versus 37 per cent 
for mothers, p<.OOl). 
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Figure 27: Parents' GP visits by current/most recent occupation 
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Figure 28 shows that parents who were poor were twice as likely as 
those with household incomes of more than 200 per cent of the pov
erty line to have made seven or more visits (for fathers: 21 per cent 
versus 9 per cent, p<.OOl; for mothers, 37 per cent versus 17 per cent, 
p<.OOl). On the other hand, the proportions reporting no more than 
two visits to the doctor increased with income level (for fathers: from 
44 per cent of the lowest income group to 59 per cent of highest in
come group; for mothers: from 29 per cent of the lowest income 
group to 40 per cent of the highest income group). Nevertheless, the 
overall negative relationship between equivalent household income 
and visits to general practitioner was very small (Spearman rho = 
-.12 for fathers and -.15 for mothers). 

It is interesting to note that, unlike all other parent groups, mothers 
who were poor were most likely to have attended their GP at least 
seven times (37 per cent), and least likely to have attended no more 
than twice (29 per cent). The opposite was the case for fathers in 
each income group: they were most likely to have attended no more 
than twice, and least likely to have attended seven or more times. 
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Figure 28: Parents' GP visits by income 
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Joint effects of fees charged and sodo-economic status 

As noted earlier, low income families and NESB families were more 
likely to attend a service which bulk billed for them. Such trends 
also applied to sole mothers, those with relatively low educational 
attainment, and those whose present or most recent job was blue 
collar. In order to assess wheilier the greater GP attendance of these 
economically disadvantaged groups could be explained by their 
greater tendency to be bulk billed, separate tests were undertaken of 
the relationship between GP visits and so do-economic status indi
cators for those who were bulk billed and for those who were 
charged a fee. 

Figure 29 takes fathers and mothers who attended a doctor who bulk 
billed or charged fees separately, and shows the proportions in each 
of the three equivalent household income levels who attended the 
doctor at least seven times. The greater tendency for the poor to at
tend this frequently was statistically significant regardless of 
whether these people attended a bulk bilfing service or a service 
which charged a fee. Thus, the tendency for low income families to 
use a bulk oilling service would have inflated the positive relation
ship between bulk billing and service use, noted earlier. 
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Figure 29: Parents who visited their GP 7 or more times by income 
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However, the greater GP attendance of those with relatively low ed
ucation levels (as defined earlier) applied only to those bulk billed 
(p<.OOl for both fathers and mothers). For these bulk billed parents, 
at least seven visits were reported for 24 per cent of fathers and 36 
per cent of mothers with relatively low education and by 13 per cent 
of other fathers and 22 per cent of other mothers. For those charged 
a fee, at least seven GP visits were reported for 10 to 12 per cent of 
fathers and 20 to 23 per cent of mothers with relatively low or high 
educational attainment. 

The relationship between GP visits and family type also seemed to 
be affected by the issue of payment or non-payment of fees. Among 
mothers who attended a doctor who charged a fee, there was no sig
nificant difference in the frequency of doctor's visits between those 
with partners and those who were sole parents; however, among 
mothers who went to a doCtor who bulk billed, sole parents attended 
the doctor more often than other mothers (p<.Ol). Of the bulk billed 
groups, 39 per cent of sole mothers and 26 per cent of mothers with 
partners visited their doctor at least seven times. Of those who were 
charged fees, the same proportion of sole mothers and mothers with 
partners attended their GP at least seven times (21 per cent). 

The greater GP attendance of blue collar workers applied to mothers 
regardless of whether they were bulk billed or not (p<.05 for com
parisons) but applied only to fathers who were not bulk billed 
(p<.Ol). Trends were fairly weak, however. For example, for fathers 
who were charged a fee, 14 per cent of blue collar worKers and 8 per 
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cent of other fathers attended at least seven times, while 53 per cent 
of the former group and 60 per cent of the latter group attended no 
more than twice. 

The NESB fathers were significantly more likely than other fathers to 
visit the doctor at least seven times regardless of whether their doc
tors charged fees for them (p<.OOl) or bulk billed (p<.05). Similarly, 
NESB mothers who were charged fees were more likely than other 
mothers who were charged fees to visit at least seven times (p<.OS). 
However, there was no significant relationship between frequency 
of visits and NESB/ESB status for mothers who were bulk billed. 
Nevertheless, the results for these mothers who were bulk billed 
were in a similar direction to that for other parents. 

Thus, the more frequent visits of disadvantaged groups could not be 
explained in terms of their greater tendency to use a bulk billing 
service. For some comparisons, this relationship was apparent for 
those bulk billed and for those charged a fee; for other comparisons, 
the relationship was only apparent for one of these two payment 
arrangements. 

In controlling for payment/non-payment of fees, the above set of 
analyses provides some insight into the pervasiveness of the rela
tionship oetween GP visits and sodo-economic indicators. Because 
of the controversy concerning whether or not bulk billing encourag
es GP -visits, the pervasiveness of the positive relationshlp between 
bulk billing and GP visits was also examined. It has already been 
shown that this relationship was statistically significant for fathers in 
Box Hill only, and approached significance for Melbourne fathers 
and Werribee mothers. The followmg discussion focuses on wheth
er or not the positive relationship between bulk billing and GP visits 
applies to the above groups whlch vary in terms of so do-economic 
status. 

Fees charged were not significantly related to GP visits for parents 
who were poor and for those with incomes of more than 200 per cent 
of the poverty line. However, for those with equivalent household 
incomes of 121 to 200 per cent of the poverty line, there was a small 
but significant relationship (p<.Ol for each gender). That is, for this 
income group, those attending a bulk billing service were more like
lythan other parents to visit their doctor at least seven times (15 per 
cent versus 9 per cent of fathers, and 28 per cent versus 22 per cent of 
mothers), and the bulk billed parents were less likely to attend at 
most twice (45 per cent versus 56 per cent of fathers and 26 per cent 

. versus 37 per cent of mothers). 

The Eositive relationship between bulk billing and GP visits was also 
sigmficant for mothers and fathers with lower education (as defined 
above: p<.OOl and p<.Ol for mothers and fathers respectively). 
These trends were also significant for fathers (p<.05) but not mothers 
with higher education (p<.05). The relationship, between bulk bill
ing and GP visits did not reach statistical sigmficance for mothers 
and fathers whose current or most recent job was blue collar, but 
remained significantly apparent for other parents. On the other 
hand, sole mothers who were bulk billed indicated more frequent 
GP visits than sole mothers who were charged fees (p<.05), but such 
trends only approached significance for mothers with partners 
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(p<.10). 

Finally, payment/non-payment of fees was related to frequenq of 
visits for ESB families (p<.Ol for fathers and p<.05 for motbers) but 
not for NESB families. That is, for ESB families only, choice of a bulk 
billing service was linked with more frequent visits compared with 
choice of a service which charged fees. As an example, these trends 
are presented in Figure 30. 

Figure 30: Parents visiting their GP 7 or more times by English speaking status 
~ 
c:: 

~ :.' Charges fee 
~ 
<Il 
tl) 
.5 :::: 
:s Bulk billing e 

CD 
'S 
~ 

~ 
:ii 

~ :: Charges fee 
::: 
<Il 
tl) 
.5 
:::: 

o 

o 

10 20 

Percent 

10 20 

30 

30 

mESS 
DNESB 

40 

:s 
I!! Bulk billing 1""'"-----
CD 
'S 
~ 

Thus, the relationship between payment/non-payment of fees and 
GP visits appeared to be restricted when the above factors were tak
en into account. The relationship was significant for some sub
groups only, and the sodo-economic status level which appeared to 
be linked with payment/non-payment of fees varied according to 
the measure used. (Other factors which may also have contributed 
to the relationship between payment arrangements and GP visits, 
such as the effects of various indices of personal health status on 
both GP visits and use of a bulk billing service, will be examined 
later.) 

Health risks 

For both fathers and mothers there was no difference between smok
ers and non-smokers in the frequency of visits to th~ doctor, as 
shown in Figure 31. For fathers, 53 to 55 per cent had fewer than 
three visits, 31 to 35 per cent had three to SIX visits and 12 to 14 per 
cent had seven or more visits. For mothers, 33 to 35 per cent haa no 
more than two visits, 40 to 41 per cent had three to six visits and 24 
to 27 per cent had seven or more visits. 
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Figure 31: Parents GP visits in last 12 months by health risk 
behaviors and gender 
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Parents were asked whether or not they consumed alcoholic drinks, 
and if they did, how many standard dnnks they would have of beer, 
wine and spirits in an average week. The National Health and Med
ical Research Council (NH&MRC: 1987) define health risk levels of 
regular daily alcohol consumption as follows: low risk represents 
less than 50 millilitres for men and less than 25 millilitres for women; 
medium risk is taken as 50 to 75 millilitres for men and 25 to 50 mil
lilitres for women; and high risk is defined as more than 75 millilitres 
for men and more than 50 millilitres for women. These classifica
tions were adopted here. In the following analysis,teetotallers and 
low risk drinkers were compared with medium to high risk 
drinkers. 

Figure 31 also shows that among fathers, there was no difference in 
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the frequency of GP visits between medium to high risk drinkers 
and those who were low risk drinkers or teetotallers: 51 to 53 per 
cent made up to two visits, 34 to 37 per cent reported three to six 
visits, and 13 per cent reported seven or more visits. However, 
mothers who were low risK drinkers or teetotallers were more likely 
than their medium to high risk counterparts to have made seven or 
more visits (25 per cent versus 11 per cent, p<.05) and less likely to 
have made between three and six visits to the doctor (41 per cent 
versus 51 per cent). Because some research suggests that small 
amounts of alcohol may have a protective effect on health (see 
Cull en 1989; MacMahon 1992; Gronbaek, Deis, Sorensen and others 
1994), this analysis was repeated with teetotallers omitted. The re
sults remained non-significant for men and approached significance 
for women (p<.10). 

Body mass index (BM!) was derived from self-reports of height and 
weight (in light clothes and without shoes). In accordance with rec
ommendations of the NH&MRC, individuals with a BMI of at least 
20 were classified as overweight. 

Fathers and mothers who were overweight tended to have more fre
quent visits to the doctor. Figure 31 shows that parents who were 
not overweight were more liKely tha:t:l overweign.t parents to have 
made fewer than three visits to the doctor (56 per cent versus 49 per 
cent for fathers and 38 per cent versus 27 per cent for mothers). On 
the other hand, overweIght parents were more likely than those who 
were not overweight to have attended the doctor seven or more 
times (15 per cent versus 11 per cent for fathers, p<.OI; 34 per cent 
versus 21 per cent for mothers, p<.OOl). 

In summary, of the three health risk measures used, overweight was 
the only measure which related positively to GP visits for both sexes. 
However, alcohol consumption and weight may well have been 
under-reported. 

Use of other health services 

Parents also indicated how often they used a dentist, optometrist, 
physiotherapist, chiropractor or other paramedical service, medical 
or dental specialist, ambulance service, visiting nurse or other health 
worker, and any other health service such as podiatrist, clinical mas
seur, homeopath or herbalist. 

The meanings of any relationships between use of a GP and these 
other services would vary. For example, some parents may visit 
their GP and dentist regularly for check-ups regardless of whether 
or not physical health or dental problems are apparent to them; oth
ers may a,:,:oid such professionals unless these problems are readily 
apparent and interfering with their everyday lives. In other words, 
a positive relationship between use of GP and dentist.may derive 
partly from consistency of parents in either adopting or failing to 
adopt health promoting behaviours in both medical and dental 
spheres. 

On the other hand, a positive relationship between use of a medical 
specialist and GP would be expected because the GP would be the 
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first port of call for health problems requiring specialist treatment, 
and the latter treatment requires a referral from a GP every 12 
months. Positive relationships between visits to a GP and physio
therapist or chiropractor wou1d be also be expected since these same 
healtft problems may lead people to "shop around" for assistance. 

Incidence of use. Of these various services, a dental service was the 
most likely to have been used (by fifty per cent of fathers and 59 per 
cent of mothers). An optometrist was seen by 22 per cent of failiers 
and 25 per cent of motners; a physiotherapist, chiropractor or other 
paramedical service was usecfby around 20 per cent of fathers and 
mothers, while a medical or dental specialist was consulted by 24 
per cent of mothers and only 11 per cent of fathers. Use of each of the 
other health services listed (ambulance, visiting nurse, and other 
services such as podiatrist) was reported by less than 10 per cent of 
fathers and mothers, and hence no analysis will be undertaken con
cerning such usage. 

Frequency of use. Mothers were slightly more likely than fathers to 
have visited a dentist, with 37 per cent of fathers and 43 per cent of 
mothers making one or two visits, and 13 per cent of failiers and 16 
per cent of motners attending at least three times. 

Almost all those who had been to an optometrist, had made only one 
or two visits. Around 80 .rer cent of fathers and mothers had not 
used a physiotherapist, chIropractor or other paramedical service, 
with six per cent making only one or two visits, and another seven 
per cent visiting three to six times. Only three to four per cent made 
at least 12 visits. 

Frequency of use of up to three medical! dental specialists were de
riven and these data could not be summed because they were in 
categorical rather than interval form. For the first of these three 
measures, around five per cent of fathers and ten per cent of mothers 
had made one or two VIsits; three per cent of fathers and five per cent 
of mothers had made three to six visits, and only around two per 
cent of fathers and eight per cent of mothers had seven or more 
visits. The remainder had not been to a specialist. 

Figure 32: Parents visiting a dentist 3 or more times by GP visits 
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Visits to a GP and dentist. At least one visit to a dentist was more 
likely for-mothers who had been to a GP than for mothers who had 
not been to a GP (60 per cent versus 41 per cent, p<.OOl), while sim
ilar proportions of fathers who had and had not attended a GP had 
made at least one visit to their dentist (51 per cent and 47 per cent 
respectively). Figure 32 shows that parents who visited a doctor at 
least seven times were the most likely of the three groups represent
ed to have been to a dentist at least three times (p<.OOl for each 
gender). 

Visits to £! GP and physiotherapist, chiropractor etc. At least one 
visit to a physiotherapIst, chiropractor or other paramedical service 
was reported by 8 per cent of fathers and 11 per cent of mothers who 
had not been to a GP, and by 21 per cent who had visited their GP. 
Figure 33 shows that the proportions using these paramedical ser
vices at least three times were lowest for tliose who attended a GP 
fewer than three times and highest for those who attended a GP at 
least seven times (p<.OOl for each gender). 

Figure 33: Parents visiting a physiotherapist 3 or more times by GP visits 
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Visits to £! GP and Qptometrist. As mentioned above, most who vis
ited an optometrist had made only one or two visits. Only 10 to 13 
per cent of parents who had not visited a GP reported having seen 
an optometrist, while 23 to 26 per cent who had visited a GP also 
reported visiting an optometrist. Further, for fathers in particular, 
Figure 34 shows that the more frequent the visits to a GP, the more 
likely were the parents to report having visited an optometrist 
(p<.OOl for fathers and p<.Ol for mothers). Although an optometrist 
refers to a paramedic, some parents may have been alluding to a 
medical specialist (requiring a referral from their GP). In other 
words, mention of a visit to an optometrist may be associated with 
the only visit, or an extra visit, to the GP. Thus, the strength of the 
positive relationship between use of an optometrist and frequency of 
use of a GP may have been inflated. 

Visits to £! GP and medical! dental §.pecialist. Because the numbers 
of visits of up to three specialists were provided and these data 
could not be summed, the following refers to use versus non-use of 
any such specialists. As expected, those who visited their GP at least 
once were more likely than those who had not visited their GP to 
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have consulted a medical! dental specialist (12 per cent versus 4fer 
cent of fathers; 25 per cent versus 14 per cent of mothers, p<.OO in 
each case). Further, of the groups represented in Figure 35, those 
who had visited their GP seven or more times were the most likely 
to have consulted a specialist. 

Figure 34: Parents visiting an optometrist by number of GP visits 
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Figure 35: Parents visiting a medical/dental specialist by GP visits 
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In summary, frequency of visits to the GP related positively to either 
use/non-use, or frequency of use, of these other liealth services. As 
explained above, the meanings underlying each of these relation
ShIpS may vary. 

Importance attached to basic medical services 

As explained early, importance and satisfaction ratings were not de
rived from each parent, and for simplicity are treated as "family" 
variables. Nevertheless, the relationship between these variables 
and visits to the GP by each parent in the family was investigated. 
The importance attached to some aspects of basic medical services 

General Medical Practice: An Aspect of Living Standards 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Part 3: Personal Visits to General Practitioners: 
Separate Analysis of Associated Factors 3.22 

varied according to parents' frequency of visits to the doctor. Table 
15 shows the average ratings of importance according to frequency 
of visits to the doctor by fathers and mothers. 

The following average importance ratings differed significantly for 
the groups of mothers and fathers represented in Tabfe 15: havmg a 
doctor who is known, attending a service which bulk bills or is of 
low cost, and having a doctor who understands the family's culture 
or ethnic background. For these comparisons, the lowest average 
importance rating was derived where parents reported no more 
than two GP visits, and hishest where parents reported at least sev
en visits. A similar direction of trends applied to mothers only for 
respect received, no appointment delays, and having a service which 
is within walking distance. 

Table 15: Families' mean importance ratings 
re basic medical services 

by frequency of parents' visits to the doctor 
Fathers' Visits in Mothers' Visits in 

Issue last 12 months last 12 months 

0-2 3-6 7 plus 0-2 3-6 7 plus 

Respect given 4.74 4.75 4.67 4.69 4.76 4.78* 

Good with children 4.49 4.52 4.37 4.44 4.53 4.57 

Doctor is known 4.34 4.44 4.55** 4.29 4.40 4.63*** 

No appointment delays 4.32 4.41 4.39 4.29 4.39 4.41* 

Low time 4.35 4.36 4.30 4.31 4.38 4.37 

Wide range of skills 3.82 3.84 3.85 3.74 3.88 3.88 

Bulk billsAiltle cost 3.44 3.75 4.10**· 3.40 3.77 4.01·'· 

Close/walking distance 3.49 3.63 3.46 3.45 3.58 3.66* 

Female doctor 3.26 3.31 3.27 3.22 3.37 3.32 

Number of doctors 3.27 3.22 3.18 3.21 3.25 3.23 

Understands culture 2.96 3.23 3.28** 2.93 3.18 3.26*' 

• p < 0.05, "p < 0.01, ... P < 0.001 

Satisfaction with basic medical services 

As explained earlier, scales were developed from ratings of satisfac
tion with aspects of the basic medical service used by the family. 
Table 16 shows the average scores on these scales according to fre
quency of visits to the doctor. Only one relationship reached 
statistical significance: ratings of billing matters (concerning costs 
and billing arrangements) and fathers' frequency of visits. Satisfac
tion scores (for the family) were lowest where fathers .attended no 
more than twice, and highest where fathers attended at least seven 
times. 
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Table 16: Families' mean satisfaction ratings 
re basic medical services 

by frequency of parents' visits to the doctor 
Fathers' Visits in Mothers' Visits in 

Issue last 12 months last 12 months 

0-2 3-6 7 plus 0-2 3-6 7 plus 

Quality of service scale 7.55 7.53 7.66 7.50 7.58 7.54 

Service availability scale 7.25 7.40 7.41 7.25 7.34 7.39 

Billing matters scale 6.95 7.23 7.39** 7.13 7.19 7.21 

Respect received 8.08 8.14 8.17 8.03 8.13 8.11 
• where scales refer to each parent's on more than one ~em (as explained earlier) 

Sense of well-being 

Table 17 shows the average ratings for fathers and mothers on a 
number of measures of well-being according to frequency of visits to 
the doctor. The nature of these measures wIll be outlined first. With 
the exception of those scales devised and published by other au
thors, all were derived on the basis of principal components 
analysis. 

Table 17: Sense of well-being: 
parents' mean scores by 

frequency of visits to the doctor . . 

Issue last 12 months last 12 months 

o -2 3 - 6 7 plus 0-23-67plus 

Level of depression 1 .29 1.39 1.55*** 1.39 

Sense of belonging to neighbourhood 3.10 3.08 

3.65 3.55*** 

3.66 3.66 

6.83 6.75 6.55 

The depression measure was a 8 item scale based on self .ratings con
cerning: having trouble sleeping, feeling that life is pretty empty, 
feeling down-hearted and saa, hopeless, discouraged, worthless, re
sentful, and feeling like crying. As explained earlIer, preoccupation 
with the self and with somatic problems is a symptom of depression, 
while physical illness may lead to depressive mood states. Such 
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trends would suggest a positive relationship between depression 
and GP visits. On tne other hand, social withdrawal- another symp
tom of depression - may discourage GP visits. 

The depression items were interspersed with other negatively-toned 
experiences (e.g., feeling angry or anxious), and with four positively
toned experiences which formed the "positive outlook" scale (feeling 
hopeful about the future, useful and needed, content, and self
confident). Parents indicated how much of the time over the past 
few weeks they had such experiences, using a scale ranging from 1 
"Rarely /never" to 4 "Almost all of the time". To facilitate interpre
tation, scores on the depression and positive outlook scales repre
sent each person's average rating of items in these scales. The same 
approach was used for the other well-being measures described 
befow. 

There have been several attempts to identify key factors associated 
with "psychological resilience" - factors which facilitate effective 
copinS with life's demands both directly, and indirectly through 
their Impact on the way circumstances are perceived (e.g. An
tonovsky 1979 1987; Kobasa 1982; Rutter 1987). Included amongst 
these attributes are self-esteem, sense of mastery, social competence, 
and sense of belonging or community spirit. As aspects of resilience, 
these variables are often viewed as "stress buffers' and as predictors 
of sense of well-being or psychological health. They may thus relate 
negatively to GP visits. 

Sense of mastery was measured by five items taken from Pearlin and 
Schooler's (1978) mastery scale. The items chosen had the strongest 
factor loadings on this commonly-used scale, for example: "I have 
little control over the things that happen to me" and "I can do just 
about anything I really set my mind to do". The statements were 
rated on a five point scale, from (1) "Strongly disagree" to (5) "Strong
lyagree". Scoring was reversed for some statements, so that hign 
scores represent high sense of mastery. 

The six items used to measure warmth/sociability were taken from 
Headey and Wearing (1992), for example: "I really like most people I 
meet", "Many people think of me as somewhat cold and distant", and 
"I really enjoy talking to people". These were intermixed with items 
tapping sense of mastery, and the same five point rating scale was 
used. Once again, scoring of some items was reversed so that high 
scores reflect relatively high warmth/sociability. . 

The scale concerning sense of belonging to neighbourhood was 
based on eight items (e.g. I would really be sorry if I had to move 
away from fue people in this neighbourhood; I have little to do with 
people in this neignbourhood) which were rated from 1 "Strongly 
disagree" to 5 "Strongly agree". The ratings were reversed for some 
items so that high scores on -this measure represent strong sense of 
belonging. 

Self-esteem was based on four items which were rated on a nine
point scale from "Extremely dissatisfied" to "Extremely satisfied". 
The items concerned satisfaction with the extent to which respon
dents felt they were the sort of person they would like to be, the 
respect or recognition they received, their personal, emotional life, 
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and what they were accomplishing in life. 

The same nine point scale was used for the other satisfaction 
measures. The scale concerning satisfaction with material concerns 
was based on ratings of family income, personal income, money per
sonally available, employment situation and housing. In line with 
trends observed earher for sodo-economic status, a negative rela
tionship between satisfaction with material concerns and GP visits 
was expected. 

Finally, time pressures represent a possible barrier to seeking help. 
It was thus expected that satisfaction with time available for per
sonal interests would relate positively to GP visits. Two items were 
used in this scale: satisfaction with the amount of time available for 
desired activities, and with opportunities for leisure or recreation. 

The groups presented in Table 17 differed significantly in terms of 
level of depression, satisfaction with material concerns, positive out
look, and sense of mastery. In addition, the three groups of fathers 
differed in terms of self esteem. With the exception of depression, 
high scores represent positive sense of well-being. All relationships 
sU$gested that GP visits were inversely related to a sense of well
bemg. That is, parents who exhibited high sense of well-being or 
absence of depression tended to visit their GP less frequently than 
those who appeared to be depressed or exhibited low sense of 
well-being. 

Nevertheless, relevant correlation coefficients were quite small. The 
largest was between level of depression and GP VlSitS (5pearman 
rho=.20 for fathers and .16 for mothers). 

Satisfaction with health 

So far, no attention has been paid to the effects of apparent health 
status or satisfaction with health on visits to the doctor. Not sur
prisingly, past research suggests that socio-demographic factors are 
by no means as important as measures of health status in predicting 
use of health services, as mentioned in Part 1. 

Level of satisfaction with health does not simply reflect perceived 
health status, for level of satisfaction appears to derive partly from 
the discrepancy between perceived status and certain standards or 
aspirations. The circumstances of other relevant people seem. to be 
an important standard of comparison linked with satisfaction (Die
ner 1984; Emmons & Diener 1985; Headey and Wearing 1988; 
Michalos 1985, 1986). Michalos suggests that net satisfaction derives 
from "multiple discrepancies" - people compare their current cir
cl!mstances with those they want, with the best they have attained in 
the past, those which had been expected, those expected in the fu
ture, those other relevant people have, those deserved and those 
needed. It would seem that some of these standards (e.g. circum
stances wanted and expected) would be strongly influenced by 
others (e.g. past attainment, circumstances of others). 

Further, it appears that comparisons are often biased in favour of the 
self (Wills 1987; Headey and Wearing 1988; Taylor, Wood and Lich-
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tman 1983), although the opposite may apply in depressed people. 
Thus, while satisfaction WIth various domains may contribute to 
morale, the latter may also affect domain satisfactions (see Headey & 
Wearing 1992). 

It is not surprising, then, that satisfaction with health did not simply 
mirror other reports on health status. For instance, 45 per cent of 
fathers and 41 per cent of mothers with an intermediate or serious 
illness expressed clear or high satisfaction with their health, as did 
nearly 40 per cent of fathers and nearly 30 per cent of mothers who 
reported that their health limited the type or amount of work they 
could undertake some of the time or more often. 

There was a small negative relationship between satisfaction with 
health and frequency of visits to the doctor (Speannan rho = -.22 for 
both fathers and mothers). Thus, only 5 per cent of the variance in 
GP visits could be explained by the variance in health satisfaction. 
As shown in Table 18, average satisfaction scores for fathers ranged 
from 5.70 for those making seven or more visits to the doctor to 7.24 
for those making up to two visits, while average satisfaction scores 
for mothers ranged from 6.12 for those making seven or more visits 
to 7.37 for those making up to two visits. 

Table 18: Satisfaction with own health: 
Parents' mean ratings by 

frequency of visits to the doctor 

Issue 

Health status 

Number of Visits in 
last 12 months 

o - 2 3 - 6 7 plUS 

Fathers 7.24 6.81 5.70··· 

Mothers 7.37 6.97 6.12·" 

•• p < 0.01 

As for satisfaction with health, self-reports about health status are by 
no means a simple reflection of actual health status. Other factors 
apparently affecting perceptions of health include morale, depres
SIOn or psychological distress, or job satisfaction/ dissatisfactipn, as 
well as cultural factors and external circumstances (Mechanic 1966, 
1976). As explained in Part I, there is considerable evidence sug
gesting that people who are inclined to perceive their lives as 
stressful or boring are prone to dwell upon negative aspects of them
selves including bodify symptoms, and to report headaches, upset 
stomach, dizziness, tense muscles and so forth. . 

As Mechanic (1966, 1976) noted, symptoms may be exaggerated or 
ignored and medical attention may be sought or avoided. Thus, ill
ness behaviour tends to be confounded with actual dysfunction for 
those symptoms whose measurement relies upon the respondent's 
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reports. Reports of visits to the physician and number of sick days 
are by no means "objective" measures of health status. In fact, the 
same may apply to medical records of some types of illnesses, for 
visits to doctors seem to be affected by "illness behaviour", while 
some of the diagnoses given by medical practitioners rely heavily 
upon the patient's reports of the symetoms they are experiencing. 
Self-reports of chromc or long-term Illnesses of an intermediate or 
serious type are closer to objective measures of illness, compared 
with self-ratings of health, although some people may be too afraid 
to admit to themselves early warnings of a potentially serious 
illness. Several indicators of health status were thus introduced in 
this study. 

Long-term illness. Seventeen per cent of mothers and 16 per cent of 
fathers indicated that they had an intermediate/serious chronic or 
long-term illness. 

Not unexpectedly, parents with such health problems were more 
likely to VISit the doctor, as shown in Figure 36. Fathers with such a 
condition were over three times more likely than other fathers to 
have attended the doctor at least seven times (31 per cent versus 9 
per cent; p'<.001) and mothers with such a condition were more than 
twice as lIkely as other mothers to make this number of visits (45 per 
cent versus 20 per cent; p<.OOI). At least half of the fathers and 
mothers with a chronic illness who attended the doctor seven or 
more times actually had visited the doctor on at least twelv~ 
occasions. 

Fathers and mothers with a chronic illness were half as likely as 
those with no such illness to have attended the doctor fewer than' 
three times (28 per cent versus 58 per cent for fathers; 18 per cent 
versus 38 per cent for mothers) and very few said that they had not 
visi ted the doctor a tall. 

Figure 36: Parents with/without long term illness by GP visits 
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Self-rating of general health. Parents also rated their general health 
on a five-point scale. The ratings and response distributions for fa
thers and mothers are presented in Table 19. Nearly two thirds of 
fathers and mothers reported that their health was excellent or very 
good, while nine per cent described their health as fair or poor. 

Table 19: Parents' reports of 
their general health 

AI/Figures % Fathers Mothers 

Excellent 21 23 

Very good 42 41 

Good 28 26 

Fair 8 7 

Poor 1 2 

Health iIllpacts. Other measures for parents included ratings of the 
amount of time they experienced pain and health-related limitations 
on social activities, abilIty to concentrate, and the amount or type of 
work they could undertake. These were rated on scales ranging 
from 1 "Rarely/never" to 4 "Almost all of the time". Table 20 shows 
the response distributions of parents for each of these measures. 

Table 20: Experience of pain and health-related 
limitations on activities: response distribution of parents 

Health related limitations on: 
Pain 

AIl HgUf9S " Social Activities Concentration Work Activities 

Fathers Mothers Fathers Mothers Fathers Mothers Fathers Mothers 

Rarely/neYer 45 40 79 80 82 79 81 81 

Some of the time 44 50 17 16 16 18 14 14 

Most of the time 8 7 3 3 2 2 3 4 

Almost all of the time 3 3 1 1 <1 1 2 1 

Total 100 100 100 100 100 100 100 100 

While 55 to 60 per cent of parents reported the experience of pain at 
least some of the time, only 18 to 21 per cent indicated that their 
health posed limits on their social life, work activities or ability to 
concentrate. Ratings on these scales formed a single factor. 

Sick day'~. Finally, parents indicated how many days they had been 
sick in the last 12 months. Around one third of fathers and one quar
ter of mothers reported that they had not been sick, while 15 per cent 
of fathers and 28 per cent of mothers said they had been sick for 
more than one week, with 3 per cent of fathers and 7 per cent of 
mothers reporting being sick for more than three weeks. 

GP visits and health measures. Not surprisingly, visits to the GP 
were positively related to these health measures, with low scores 
representing better health, and high scores indicating poorer health. 
The following Spearman correlation coefficients between visits and 
health measures were derived for fathers and mothers respectively: 
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.25 and .26 for self ratings of general health; .22 and .25 for the health 
impacts measure; and .36 and .37 for number of sick days. In other 
words, poorer health scores suggested more frequent GP visits, as 
would be expected. The number of sick days formed the best pre
dictor of frequency of visits, but even here only 13 or 14 per cent of 
the variance In GP visits could be explained by this measure. 
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Part 4: Personal Visits to General Practitwners: 
A Two-Stage Multivariilte Analysis 4.1 

So far, no account has been taken of the extent to which differences 
in health status explain some of the differences observed between 
sodo-demographic groups in their frequency of visits to the doctor. 
Nor has health status been considered in the discussion of the rela
tionship between frequency of visits and payment arrangements of 
service attended. Those with health problems requiring frequent 
visits may be particularly prone to seeK out a doctor who bulk bills, 
while some doctors who normally charge fees may selectively bulk 
bill for such patients. Such issues are addressed in Part 4. 

The first stage of this analysis examines the relative contribution to 
GP visits of various indicators of health status, and the proportions 
of parents who visited GPs more frequently or less frequently than 
their health would appear to dictate (here called "high" and "low" 
users). The second stage identifies characteristics of parents whose 
use of general practitioners seemed disproportionately high or low 
given their apparent health status. Included are some characteristics 
which have been treated as "predisposing" or "enabling" factors in 
tests of the behavioural model concerning medical care use, as dis
cussed in Part 1 (e.g., age, education, occupation). 

Stage 1: The joint effects of various health status 
me~sures 

Multiple regression analysis is a common tool for assessing the rel
ative contribution of various predictors in explaining the variance in 
a dependent measure. For such analysis, tl1e variables need to be 
interval or binary (and treated as interval data). When the depen
dent variable is represented in the form of more than two categories 
rather than interval data, then discriminant function analysis can be 
adopted and interpreted in much the same way as regression 
analysis. Discriminant function analysis shows the relatively con
tribution of different predictors in explaining each person's group 
membership. It also shows the proportion of sample members who 
were correctly classified into these (dependent variable) groups on 
the basis of their scores on the predictors. 

The dependent variable in this analysis was frequency of GP visits. 
This variable was reduced to the three categories used in Part 3: up 
to two visits, three to six visits, and seven or more vis-its. Health 
status indicators formed the independent (or predictor) variables: 
presence/ absence of long-term/ chronic illness of an intermediate or 
serious type, general hea1th rating, number of sick days reported for 
the prevIOUS 12 months, and health impacts score (as defined in Part 
3). 
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Table 21 shows the coefficients for each of these health status indi
cators for mothers and fathers, as derived from discriminant func
tion analysis. Although when taken in isolation, number of sick 
days was a relatively strong predictor of visits (see Part 3), when 
examined along with the other health status measures, virtually 
none of the variance in visits was explained by number of sick days. 
Of these four measures, the coefficients for presence or otherwise of 
an intermediate or serious long-term/ chronic health condition var
ied the most with frequency of visits, particularly for fathers. 

Table 21: Discriminant function coefficients 
I 

for fathers and mothers 
Fathers' Visits in Mothers' Visits In 

IssUB last 12 months last 12 months 

0-2 3-6 7 plus 0-2 3-6 7 plus 

Health impacts score -0.762 -0.736 -0.566 -0.822 -0.809 -0.687 

General health rating 3.690 3.975 4.184 3.535 3.750 3.969 

Presence of chronic illness -0.101 0.587 1.558 -0.136 0.188 0.886 

Number of sick days 0.001 -0.001 0.015 0.002 0.003 0.014 

A key purpose of discriminant function analysis is the assessment of 
the extent to which the various independent measures (the health 
measures) taken together predict group membership (the number of 
visits to the doctor). Table 22 shows iliat the vast majority of fathers 
(82 per cent) and a minority of mothers (22 per cent) were predicted 
to have visited the doctor no more than twice. In fact, 53 per cent of 
fathers and 35 per cent of mothers reported making this number of 
visits. At least seven visits were made by more parents than was 
predicted (13 per cent versus 6 per cent of fathers; 24 per cent versus 
11 per cent of mothers). 

Table 22: First stage discriminant analysis: 
observed and predicted group Inembership* 

Fathers Mothers 
Number of visits to GP 

Observed Predicted Observed Predicted 

0-2 times 53 82 35 22 
3-6 times 34 12 41 67 
7+ times 13 6 24 11 

Total 100 100 100 100 
• Predicted on the basis of health status measures -

Table 23 provides more detailed comparisons of actual and predict
ed group membership. According to this table, 90 per cent of 
fathers, and only 29 per cent of mothers who attended the doctor at 
most twice in the last 12 months were correctly classified. The health 
status information of only two or three per cent of these parents 
would suggest that they attended the doctor at least seven times, but 
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for 68 per cent of mothers, their health status scores would suggest 
that they would have attended the doctor three to six times. 

Three to six visits were correctly predicted for 70 per cent of mothers 
and only 15 per cent of fathers. For the majority of incorrectly pre
dicted parents who attended three to six times, their health data 
suggested that they would have visited less frequently. Finally, for 
those who visited the doctor seven or more times, only 23 per cent of 
fathers and 27 per cent of mothers were correctly classified. Of the 
incorrectly classified, health status scores of the majority of fathers 
suggested that they would have attended no more than twice, while 
the scores of the majority of mothers would have suggested that they 
attended three to six times. 

In total then, 56 per cent of fathers and 45 per cent of mothers were 
correctly classified on the basis of the health measures. Because fa
thers visited less often than mothers, predicted visits greater than 
reported visits were more likely to appfy to fathers than mothers (37 
per cent versus 26 per cent), while predicted visits less than reported 
visits were less likely to apply to fathers than mothers (7 per cent 
versus 28 per cent). 

Because some proportion of cases would have been correctly classi
fied by chance, it is worthwhile to ascertain the "proportional 
reduction in error" (see Snider, Merlo and Harrison 1990). First, the 
proportion which would be expected to have been predicted by 
Chance is calculated by summing the squares of the proportion of 
cases in each group. The results are .42 for fathers and .35 for 
mothers. These results are then subtracted from 1.00to derive the 
expected proportions of error (.58 for fathers and .65 for mothers). 
Finally the proJ?ortions of fathers and mothers incorrectly classified 
by the discrimmant function analysis (.44 for fathers and .55 for 
mothers) are subtracted from these figures and the results is divided 
by the expected proJ?ortion of error. Thus, for fathers, the 
proportional reduction in error (PRE) = (.58 - .44) / .58 = .24 (or 24 
per cent); for mothers, PRE = (.65 - .55) / .65 = .15 (or 15 per cent). 

Stage 2: Factors linked with high and low usage 

In the following analysis, high and low users of GPs' services were 
respectively defined as those who visited more often and less often 
than their reported health status (or "need") predicted. Those vari
ables examined in Part 3 for their relationship with visits to the 
doctor were considered as potential predictors of high versus low 
users (as defined above) in multiple regression analysis. These in-
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clude sodo-demographic variables, health risks, use of other servic
es, characteristics of the medical service used together with impor
tance attached to various aspects of the service and satisfaction with 
such matters, and other psycho-sodal measures including satisfac
tion with personal health and depression. 

As explained earlier, the importance and satisfaction measures con
cerning aspects of the main medical service were derived for each 
household, and in almost all cases, each household contained only 
one family. Except in the case of sole parent families, the parent who 
completed these ratings is unknown. In fact, some coueles may 
have completed this questionnaire together. These "famlly" mea
sures were assigned to each parent represented in this analysis of 
factors predicting high and low GP usage. 

For this analysis, the scales employed concerning satisfaction with 
medical services used were those derived from prindEal compo
nents analysis (see Part 2). For example, the measure I satisfaction 
with quality Of service" was based on ratings of: quality of treatment, 
range of skills available at the service, number of aoctors you can choose 
from, and how good the doctor is with children; while the scale concern
ing satisfaction with service availability was based on ratings of: the. 
time taken to get an appointment, the time you wait at the service, and how 
easily you can travel to the service. 

In Part 3 it was noted that satisfaction with health is somewhat re
moved from perceived health status, for satisfaction appears to 
derive partly from the discrepancy between perceived status and 
various standards of companson. In addition, it was noted that 
overall happiness or unhappiness may affect and be affected by sat
isfaction WIth health (Le., "top-down" and "bottom-up" processes). 
Not surprisingly then, it was shown that 41 to 45 per cent of parents 
with an intermediate or serious illness expressed clear or higb satis
faction with their health. Satisfaction witfi health was thus excluded 
from the measures of actual health status or "need" in the first stage 
of this analysis which identified high and low users of the doctor, 
and introduced as a predictor of high or low use of the doctor, when 
health status was taken into account. 

If health at the person-system level encompasses mental health, as 
suggested in Part 1, then measures of depression may be included as 
measures of health status or need. On the other hand, symptoms of 
depression may have competin~ effects on GP use: the depressed 
may be encouraged to ViSIt theIr GP for help in overcoming their 
feelings of unhappiness or somatic symptoms of depression, while 
other symptoms of depression such as lethargy, worthlessness, and 
sodal witndrawal may limit such visits. The depression measure 
was thus treated as a predictor in this second stage, rather than as a 
measure of need. 

The aim of this second stage was to identify a simple and intuitively 
sensible model. Elimination of some of the potential predictors was 
a necessary step in achieving this. First, some measures which were 
fairly closely related were scrutinised. For example, low self esteem 
and feelings of helplessness (and thus low sense of mastery) repre
sent ~omponen~s of psy~hological depression, while sense of mas
tery IS closely lmked WIth self-esteem. Pearson product-moment 
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correlations between these measures were moderately strong (rang
ing from -.42 to -.54). 

Strong intercorrelations between predictors in multiple regression 
analysis results in high "multicollinearity", leading to difficulties in 
identification of distinct effects of each predictor. One diagnostic 
produced in regression analysis for assessing the existence of high 
multicollinearity is called "tolerance". In this analysis, tolerance lev
els led to the elimination of several variables including sense of 
mastery and self esteem. 

Results 

The final models derived are presented in Table 24. Twenty-one 
predictors were included in the model for fathers and 22 for 
mothers. The models explained only 15 per cent of the variance in 
high/low use for fathers, and 18 per cent for mothers. 

Table 24: Predictors of high or low use of GP: 
SUl11111ary of final models for fathers and mothers 

Predictors 
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The pattern of results for fathers and mothers are not directly com
parable because an extra predictor (being a sole parent or not) was 
mcluded for mothers. (There were only 22 sole fathers in the 
sample.) Nevertheless, the results for fathers and mothers will be 
discussed together for the purposes of simplicity. 

The results suggest that fathers and mothers who visited their doctor 
more frequently than their health would appear to dictate were in
clined to be relatively young, highly satisfiea with their health, and 
relatively frequent VIsitors of the dentist. They were also unlikely to 
be depressed. Health prevention would seem to be a key motivator 
underlying GP visits for these parents. 

In addition, NESB fathers were typically high users. As explained in 
Part 3, the univariate relationship between NESB/ESB status and GP 
visits was stronger for fathers than mothers (i.e., when the effects of 
health status were not taken into account). 

Sole mothers and mothers who exhibited relatively high 
warmth/ sociability also tended to be high users. In addition, the 
"family" variables for mothers who were high users suggested that, 
compared with low users, high importance was attached to knowing 
the doctor, and the doctor's availability was seen as highly 
satisfactory. Possibly, mothers were more likely than fathers to com
plete the questionnaire which included these family variables. 

The opposite applied to those who appeared to visit their doctor less 
than their healtli status appeared to warrant. For instance, contrary 
to the view that people use their doctor as a morale booster when 
they feel"down", parents who were depressed were likely to be low 
users given their perceived health status. The univariate analysis, on 
the oilier hand, suggested a positive relationship between frequency 
of visits and depression (see Part 3). 

As expected, all correlations between depression scores and health 
status measures were significant, and suggested that those with rel
atively high depression scores reported poorer health. Depression 
scores correlatea the most strongly with the health impacts measure 
(r = .44 for both fathers and mothers), followed by ratings of general 
health (r = .38 for fathers and .39 for mothers). In other words, the 
depressed would have been predicted to visit their GP relatively 
frequently on the basis of their self-reported health status, and 
would therefore have had a greater chance of being classified as low 
rather than high users relative to these health measures. In addition, 
it has already been pointed out that some symptoms of depression, 
such as lethargy, feelings of worthlessness and social withdrawal 
may inhibit help-seeking. 

One competing explanation for these trends is that the depressed 
sought help from mental health professionals rather than ilieir GP. 
Parents reported whether or not they had attended a medical spe
cialist and stated the type of specialist they attended. Although 
clinical psychologists do not require a medical degree, some parents 
referred to clinical psychologists and other mental health profession
als they had seen (m addition to psychiatrists) as medical specialists. 
Two per cent of fathers (N = 38) and mothers (N = 42) mentioned 
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visiting some kind of mental health worker when asked about med
ical specialists. The "GP replacement" hypothesis would predict that 
the majority of such parents would have been low GP users, but at 
the same time those attending true medical specialists (those with a 
medical degree) would have required a referral from a GP prior to 
the first ViSIt. 

Only two fathers who mentioned visiting a mental health worker 
were classified as low GP users, and 16 as high GP users, while seven 
mothers were classified as low GP users and eight as high GP users. 
These results, although by no means definitive, do not support the 
hypothesis that depressed parents attended a mental health worker 
rather than GP. 

A few relationships approached significance: high GP use and using 
a service within 10 minutes from home and living in an outer locality 
for mothers, and low GP use and being a medium to high risk drink
er for fathers. 

Several relationships were clearly not significant. Included here are 
some which appeared to be fairly strongry associated with frequency 
of visits, before the effects of health status and other factors m this 
model were controlled, for instance equivalent household income 
and bulk billing. Even before the effects of the other predictors in 
this model were controlled, neither equivalent household income 
nor payment arrangements was significantly related to high versus 
low GP use as defmed by the discriminant function analysis, al
though equivalent household income and GP use approached 
significance for fathers (p<.10). 

The results are consistent with the hypotheses that the relatively 
high GP use of the financially disadvantaged can be explain~d by 
their poorer health and that those with poor health requiring fre
quent GP visits tend to seek out a service which bulk bil1s. Tliat is, 
the results do not support the hypothesis that bulk billing encour
ages visits to the doctor for triVIal reasons. Previous studies have 
indicated that the relatively high number of medical consultations 
(for non-preventive health. purposes) made by socioeconomically 
disadvantaged groups is either reduced and no longer dispropor
tionate, or turns out to be low relative to their more advantaged 
counterparts, when the poorer health of these groups is taken into 
account (see Jolly 1990; NHS 1992, Research Paper No.l). 

Further analysis indicated that, compared with the higher income 
groups, the poor had a significantly higher average health impacts 
score and were significantly more likely to describe their hearth as 
fair or poor and to report being sick for more than one week in the 
past 12 months. However, the relationship between equivalent 
household income and reports of an intermediatelserious chro:£!ic or 
long-term health condition was not significant. In addition, the bulk 
billed indicated significantly inferior health than tho~e who paid 
fees for the first two of these health measures (i.e., health impacts 
scores and ratings of health status) but not for the second two mea
sures (i.e., sick days of more than one week and presence of a chronic 
condition). 
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The joint effects of health status reports and other factors 

Discriminant function analysis was once again used to determine the 
level of accuracy with which frequency of visits to the doctor could 
be predicted when the set of predictors used in the above models of 
the second stage were combmed with the health status predictors 
included in the first stage. However, because information was miss
ing for some parents on some variables, this third stage is based on 
1286 fathers and 1433 mothers, with a loss of 123 fathers (9 per cent) 
and 219 mothers (13 per cent). The results between the first and this 
third stage are thus not directly comparable. 

For these smaller groups, the set of health status and other factors 
outlined in the second stage correctly predicted 57 per cent of the 
sample of fathers and 51 per cent of the sample of mothers. For the 
larger sample, the first stage analysis correctly predicted 56 per cent 
of the fathers and 45 per cent of the mothers. In other words, the 
addition of the extra Iactors included in the second stage did not 
seem to improve predictability very much, although the differences 
between the samples needs to be taken into account. (Given these 
results, there seemed little point in determining the PRE.) 

Table 25 shows that, compared with actual visits, a higher 'propor
tion of fathers were predicted to attend no more than tWice, and 
lower proportions were predicted to attend more frequently. For 
mothers, the largest differences between reported and predicted use 
concerned three to six visits, where the predicted rate was higher 
than that reported, and seven or more visits, where the predicted 
rate was lower than that reported. 

Table 25: Second stage discriminant analysis: 
observed and predicted group membership* 

Fathers Mothers 
Number of visits to GP 

Observed Predicted Observed Predicted 

0-2 times 53 73 33 28 
3-6 times 34 21 42 56 

7+ times 13 6 25 16 

Total 100 100 100 100 
• Predicted on the basis of heatth status measures 

As in the first stage, Table 26 shows that the groups whose visits 
were the most accurately predicted were fathers who attended no 
more than twice (84 per cent) and mothers who attended three to six 
times (64 per cent). 

Results for the second stage which predicted hi&h and low usage 
from sodo-demographic and other factors were slmilac to those re
sults descriqed earher. In other words, a re-run of this analysis, 
using the same number of parents at each stage, hardly changes the 
picture described above. 

In summary, health prevention appeared to be a major factor un-
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derlying high GP use, relative to apparent health status, while low 
use appeared to be linked with a 1ack of concern about health 
prevention. Further, parents who felt depressed appeared likely to 
visit the doctor less than their self-reported health status would 
warrant. Yet depression is itself a health problem which by defini
tion entails a great deal of suffering for the victims (as well as for 
their families and associates). 

The NESB/ESB variable has been important in several sections of 
this report, including the importance attached to various aspects of 
medical services, type of services used (bulk billing or not), satisfac
tion with various aspects of a service, reports on health and high or 
low GP use, relative to such reports. 

Nevertheless, there was little improvement to the proportion of par
ents who were correctly predicted when various characteristics of 
parents were added to health status measures in discriminant func
tion analysis. The limited improvement to the model provided by 
these extra factors is consistent with past research in Australia and. 
other Western countries, and suggests that health needs are the most 
important factors determining frequency of GP visits (see Bush & 
Iannotti 1988; Coulton & Frost 1982; McCallum, et al. 1993; Nolan 
1994; Pitts 1991). However, group membership of many parents 
continued to be incorrectly predicted when the so-called "enabling" 
or "predisposing" factors used in the present analysis were added to 
the health status measures. 
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Health is inextricably tied up with "livinS standards", "well-being", 
"quality of life" and so on. Health status IS often treated as a fund a
mentaf aspect of these conditions, and as a factor contributing to 
other indicators of these conditions, such as employment and eco
nomic resources. In particular, it is seen as a consequence of these 
other indicators (e.g., see Blackburn 1991; Brownlee 1991; Jolly 1990; 
NHS 1992, Research Paper No.l; Mitchell 1993; Organisation for 
Economic Cooperation and Development (OECD) 1986). 

Access to health services, including basic medical services, may also 
be taken as an important aspect of living standards or well-being. 
Indeed, equitable access to health care is seen as a basic right (e.g. 
Mitchell1993) - a social justice issue which led to the introduction of 
Medicare and to the Commonwealth Government's Access and Eq
uity policy, and to the development of plans by Government health 
services aImed at improving access for all Australians (e.g. see Office 
of Multicultural Affairs, Access and Equity Report No.2). 

An individual's health status is determined by a complex interaction 
of many factors. For Harvey (1991), these include biological and ge
netic factors, lifestyle, physical and social environmental factors 
such as air pollution and peer attitudes to health risk behaviours, 
individual and public financial resources and associated public 
health measures, and health services. The present report has focused 
on a key element of the health services factor: general practice care. 

The general practice literature suggests that GPs play a pivotal role 
in caring for the health of most Australians most of the time. Part 1 
of this report showed that the responsibilities assigned to them in the 
literature are numerous, in line with very broad definitions of health 
of individuals, the multi-levelled systems implicated in health sta
tus, the repeated calls upon GPs to extend their focus beyond any 
presenting physical disorder, and the holistic definition of general 
practice provided by the RACGP (see NHS 1992, Issues Paper No.3). 

These responsibilities include not only diagnosis, referrals, prescrib
ing of medication, management of illness, and palliative care to 
individuals and their families, but also provision of health check
ups, advice on lifestyles, and psychological and family counselling. 
Ideally, general practitioners would represent important members 
of an individual's social support network. In addition, GPs have 
been called upon to partiCIpate in public health initiatives or 
population-based health promotion, and to take into account the ef
fects on the community of any costly procedures they may 
undertake. Given this overwhelming range of potential responsI
bilities, some of those which are emphasised by GPs and by patients 
will differ. 

Part 2, which examined patterns of use of basic medical services, 
priorities and satisfactions revealed that the vast majority of families 
attended a doctor in private practice or in a private medical centre 
for basic medical care, with all family members attending this 
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doctor. The GPs used by families thus had the potential to operate 
as "family doctors", providing care for the family as a whole, as well 
as for each of its members. The most likely alternative services used 
were Community Health Centres and out-patient services at {'ublic 
hospitals, particularly for residents of the municipalIty of 
Melbourne. A~though not common for any income group, Commu
nity Health Centres or out-patient publIc hospita1 services were 
more likely to be relied upon by families who were financially poor 

As discussed in Part I, some authors have emphasised the impor
tance of GPs taking into account the nature of the family life of their 
patients in order to understand their patients' illnesses, while others 
have either recommended that GPs counsel families or individual 
patients with emotional or behavioural problems, many of which 
would be related to or expressed in family life. In seeing the whole 
family, the GP would have a greater opportunity of takmg into ac
count family dynamics in treating indivldual family members, and 
perhaps promoting effective family functioning. Despite this op
portunity, and the lmportance attributed in some of the literature to 
such a family-oriented approach for GPs, little is known about the 
extent to which GPs adopt a family-oriented approach, ways in 
which such an approach is applied in the surgery, and the extent to 
which Australians expect or want this type of service from their own 
doctor. 

An important underlying aim of this report was to examine access to 
basic medical care - a key feature of livmg standards. Many consid
erations enter into this judgement and include characteristics of the 
service used relative to those of the family or patient, for example: 

• 

• 

• 

Time factors, including the centre's hours of operation, ap
pointment delays, travelling time required, and promptness 
or delays in seeing people at the scheduled time, relative to 
the time available to the clients, given their work schedule or 
other commitments and urgency of the consultation. 

Distance required to travel and mode of transport available at 
the time the service is needed, relative to the special needs 
and concerns of the patient. Thus, a service located within 
walking distance from home does not necessarily imply good 
access, for the patient may be too ill or disabled to wa1k to and 
from the centre, or may feel that walking to the centre is too 
risky for an evening appointment. 

Cost of the service itself and other possible associated costs as 
outlined by McClelland (1991), such as child care and travel 
expenses or lost wages, relative to the family's financial 
resources. 

• Provision of services which are sensitive to various other 
needs or priorities of clients, for instance those linked with 
cultural or ethnic background, age and gender. 

"Mismatch" between client and service in any of these areas can 
translate into limited access. In addition, the social support litera
ture in Part 1 suggests that the recipient of support partly influences 
the nature of some of the support received and ltS effectiveness. 
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Thus, while some doctors are more willing or more skilled than oth
ers to facilitate certain aspects of access such as cultural understand
ing or a low cost service, some clients will be more inclined than 
others to trust medical professionals in general, to enlist a doctor as 
an important part of their supp'0rt network, and to confide in this 
doctor about matters which facllitate the success of consultations. 

It is difficult to measure these aspects of access which depend not 
simply on the service itself, but on the level of fit between the char
acteristics of the service and the needs or priorities of clients given 
their own special circumstances. McClelland (1991) noted that most 
Australian studies have attempted to measure the extent of equity in 
access in terms of the use of health services by different groups, often 
without even taking into account possible differences between 
groups in health status. 

In order to address aspects of this difficult-to-quantify issue, the 
present report first examined characteristics of the services used by 
different groups of families, particularly fees charged for families 
with different socio-economic resources, proximity of different 
groups to the basic medical service they used, and their modes of 
transport, as well as unmet need for care, and use and evaluation of 
after bours care. In addition, the importance different families at
tached to aspects of basic medical services, and their satisfaction 
with aspects of the service they used were examined. Next, the fre
quency with which different groups visited their GP was assessed, 
and finally, characteristics wFtich distinguished between high and 
low GP users were identified when healtFt status measures were tak
en into account. 

Patterns for the family as a whole 

The following discussion focuses on access issues linked with the 
trends described in Part 2. 

Bulk billing 

Ideally, Medicare's provision for bulk billing would eliminate finan
cial barriers to the use of health services. However, although the 
poor were more likely than the financially better off to be bulk billed, 
one third of families who were poor were charged fees. The latter 
families were less likely than their bulk billed counterparts to pos
sess characteristics typically suggestive of socio-economic disadvan
tage, such as being a DSS J?ensioner /beneficiary family, a sole 
mother family, or NESB famIly. Possibly, doctors who bulk bill se
lectively tend to use such characteristics as markers of those in need 
of a free service. At the same time, the holistic approach in general 
practice emphasised in the health literature would suggest that an 
appreciation of the various pressures which patients are.confronting 
in everyday life, induding financial difficulties, would be an impor
tant ingredient of high quality general practice care. 

Residential locality also affected payment arrangements independent
ly of financial or 055 status: bulk billing was most likely to apply to 
families in Melbourne and least likely to apply to families in Box Hill 
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and Berwick (located to the east or south east of the Melbourne 
CBD). Of the four municipalities, Melbourne had the highest num
ber of GPs relative to the population and possibly the greatest 
competition for clients, although the clientele of Melbourne-based 
GPs would also include commuters to the CBD. Nevertheless, such 
locality differences regarding fees charged represent a source of in
equity of access. 

Younger families and NESB families were also more likely than their 
counterparts to be bulk billed. While the first of these trends could 
be explained in terms of variation in the financial status of families at 
different stages of development, the greater tendency for NESB fam
ilies to attend a bulk billing service could be explained neither in 
terms of the more limited financial resources of many NESB families, 
nor in terms of their residential location. 

In short, while a free service was more likely for the financially dis
advantaged, some of those in most need of a free service were 
paying fees, with residential location and belonging/ not belonging 
to groups typically seen as disadvantaged being factors contributing 
to such apparent mequity. 

Travelling to the service 

Ease or difficulty of getting to the service was examined in terms of 
proximity to the service, travelling time required, and modes of 
transport used. The majority of families attended a service which 
was within the same suburb or town, with Melbourne families being 
the most likely to have this service within walking distance from 
home, and those in the outer municipalities being the least likely to 
do so. Families with cars tended to rely on their cars to get to the 
service, while families without a car were more likely to walk than to 
rely on public transport. Whatever the mode of transport, two thirds 
managed to get to their medical service within 10 minutes, with Box 
Hill families being the most likely to state this. However, socioeco
nomically disadvantaged families were less likely than other fami
lies to report that they could get to their service within 10 minutes. 

Only two to three per cent in each locality visited a doctor more than 
30 minutes from home. In most cases, reasons underlying such trips 
related to values placed in knowing, liking, and trustmg the compe
tence of these far-away doctors, although a few made such long tnps 
to see a doctor who could understand the family's language or 
culture. 

Although applying to few families, such decisions to make extended 
trips highlight another difficulty encountered in attempts to deci
pher access equity: aspects of access may compete with each other. 
For example, some families with ready access to a bulk billing ser
vice may decide to travel further afield and pay fees in order to gain 
access to a doctor who is good with children or who can speak their 
language or understand their culture; others may decide to attend a 
more expensive service which is closer to home than a cheaper or 
free but more distant service. Although families were not asked 
about these issues, use of a service within 10 minutes from home 
applied to a higher proportion of families who reported fees of at 
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least $25.00 than to families who reported lower fees or a free 
service. 

Unrnetneed 

The incidence of reports of unmet need for basic medical services 
also throws light on access levels. Only six per cent of families re
ported that, during the previous 12 months, at least one family 
member (more commonly a parent than child) had not used a basic 
medical service when needed. Nevertheless, this small proportion 
referred to 106 families. Families who were financially poor, fami
lies headed by sole mothers, those without a car, and those who 
usually attended an outpatient public hospital service were more 
likely than other families to report such unmet need, while residen
tiallocation and other characteristics examined (for example, 
NESB/ESB status) were not linked with such experiences. Vanous 
reasons were offered, the most common being inability to afford the 
service, followed by a long waiting period for the service. 

No information was derived about the nature of the medical need 
for which professional help was not sought, and it is possible that 
most reports of unmet needs concerned health problems rather than 
health check-ups, such as overdue cervical screening. That is, the 
incidence of unmet needs may well be higher than that reported 
here. It also appears that "unmet needs" in the area of health pre
ventive service use are particularly likely to apply to socioeconomi
cally disadvantaged groups (Jolly 1990; NHS 1992, Research Paper 
No.1). 

Priorities and satisfaction 

Another access issue concerns the extent to which families managed 
to find a service which is consistent with their own pattern of 
priorities. The NHS (1992, Issues Paper No.3) listed patient satisfac
tion as a criterion of "good general practice". Dissatisfaction with 
aspects of a service emphasised by dients may represent an impor
tant barrier to seeking treatment or to the usefulness of any consul
tation which takes place. 

The results suggest that families held their own doctors in high re
gard, and were particularly satisfied with the two issues which were 
most important to them (respect received and how good their doctor 
is with children). On the other hand, a service with a low waiting 
time ranked amongst the highest in importance, but time required to 
wait at the service ranked second last in terms of satisfaction. (No 
delays in getting an appointment was also seen as relatively impor
tant, and of the 12 aspects examined for satisfaction, the time taken 
to get an appointment ranked sixth in average satisfaction.) Time 
pressures and/ or sense of frustration about bein~ kept waiting on a 
regular basis may encourage unfortunate delays m seeking help. In 
addition, it appears that time spent waiting at the surgery is nega
tively related to compliance with the doctor's advice (see Pitts 1991). 

Judgements about the level of respect received were associated with 
judgements of other issues including not only quality of treatment, 

GeneraL MedicaL Practice: An Axpect of Living Standardx 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Part 5: Summary and Conclusions 5.6 

cultural understanding, and having a doctor who is good with chil
dren, but also with time spent waitmg at a service and time taken to 
get an appointment. Thus, although people tended to express high 
satisfaction with the respect they recelved, those most satisfied with 
the respect they were given tended to be more satisfied than others 
with these vanous other issues. The latter may be taken as indica
tors of the level of respect provided. The frustration of patients who 
are kept waiting would be allayed somewhat if they were informed 
by telephone of any unexpected delays in seeing their doctor. Such 
a procedure represents a form of respectful treatment and recogni
tion of the importance of the patient's time. 

Knowing the doctor was another key priority but was not assessed 
for satisfaction. Jolly's (1990) review of research into the effects of 
poverty on child health highlighted the importance of continuity of 
care to health status: those with regular access to the same doctor 
had a greater likelihood of receiving preventive health services, im
munisation and so on. Jolly noted that such continuity of care was 
less likely to be achieved by the poor, despite patient preference for 
continuity of care. 

Not surprisingly, patterns of priorities and evaluations varied ac
cording to characteristics of the families. One of the most predict
able trends was that NESB families attached greater importance than 
other families to having a doctor who understands their culture or 
ethnic background, but the former were less satisfied with the level 
of such understandin~ provided by the service they used. While not 
assessed for its percelved importance, NESB and ESB families alike 
were less satisfied with the provision of services for persons whose 
first language is not Englisfi ("NESB service provision"), than with 
most other issues. Regardless of the attendance rate of NESB people, 
relatively low satisfaction about the responsiveness of medical ser
vices to linguistic or cultural needs of families may interfere with the 
successful progress of any consultation. 

Although no appointment delays and low waiting at the service 
were amongst the most important considerations for most families, 
having a service within walking distance was relatively low in im
portance, with the exception of those who lived within walking 
distance from the medical service which they used. For the group as 
a whole, ease of travel ranked fifth highest in terms of satisfaction, 
and such appraisals did not vary significantly according to munici
pality of resldence, income level or age of youngest chlld. For the 
most part, the patterns of priorities and satisfactions of families with 
at least one household member with a long-term illness appeared 
similar to those of other families. 

Those living on the east or south-east of the CBD (Box Hill and Ber
wick families) appeared to be more satisfied than Melbourne and 
Werribee families with several issues including the two which were 
of greatest concern to all four groups (respectful treatment and how 
good the doctor is with children), but they were less satisfied with 
costs and billing arrangements - a trend which could be largely ex
plained in terms of variation between municipalities in payment 
systems. In addition, Melbourne families appeared less satisfied 
than all other families with the number of doctors from which to 
choose at their usual medical service, and Werribee families ap-
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peared less satisfied than the other three groups with NESB service 
provision. However, there were only two Issues which were viewed 
with "mixed feelings" by' any of these groups: NESB service provi
sion by Werribee famIlies and costs of the service by Box Hill 
families. At the same time, a bulk billing or low cost service was 
considered less important to Box Hill families than other families. 
(The importance attached to the other issue - NESB service provision 
- was not ascertained.) 

Priorities and satisfactions also varied according to whether or not 
families attended a service which charged them fees or bulk billed 
for them, and it appears that families attended the service which 
better suited their values about this matter, or altered their values 
according to the type of service they used. For the bulk billed group, 
having a bulk bilfing or low cost service was one of the most impor
tant priorities, and costs and billing arrangements were the two most 
satisIactory aspects of the service they used. For those who paid 
fees, actual costs and billing arrangements were amongst the least 
satisfactory of aspects examined, but having a bulk billing or low 
cost service formed their second lowest priority. 

However, while the financially poor attached greater importance 
than the higher income groups to having a doctor who bulk bills or 
charges little, it has already been noted that one third of these people 
were charged fees, and for this group (as for the financially better off 
who were charged fees), the cost of the service was the least satis
factory of all aspects examined, with billing arrangements being the 
second or third least satisfactory aspect. For the poor, lack of a bulk 
billing service may represent lack of access. 

Although treatment with respect was the most important issue for 
both those who were bulk billed and those who were charged.fees, 
from a statisticallerspective, this issue together with knowing the 
doctor, appeare less important to the bulk billed than to other 
families. Evaluations of respectful treatment and other issues con
cerning "bedside manner" were also less positive for the bulk billed 
than other groups, but differences were small and their meaningful
ness is open to question. (A difficulty with such a large samrle is 
that small differences which may have little meaning m "rea life" 
can emerge as statistically significant.) While there was no differ
ence between the bulk billed and other families concerning the 
importance attached to having a low waiting time at the service, the 
bulk billed were more satisfied with the time they were re~uired to 
wait at the service they attended. Again, however, the dIfference 
was small although statistically significant. . 

The vast majority of families who attended a Community Health 
Service said they were bulk billed, while bulk billing applied to only 
41 per cent of those who visited a doctor in private practice or in a 
private medical centre. The former were more satisfied with the 
costs and billing arrangements than those who visited a.private doc
tor, but were less satIsfied about how good their doctor is with 
children and the extent to which their doctor understands their cul
ture or ethnic background. 

Despite these variations in evaluations, the overall picture is very 
favourable for the delivery of basic medical care services. This pic-
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ture contrasts with that provided by Harvey concerning malpractice 
litigation for Australian health services in general: "The rising costs 
of medical malpractice insurance against adverse outcomes from 
health services IS one measure of consumer dissatisfaction" (Harvey 
1991:9). Families not only tended to express high satisfaction with 
most aspects of the basic medical service examined, but also seemed 
more satisfied with basic medical than emergency medical services 
(if used), and with most of the aspects of dental services which could 
be compared in this study. Not surprisingly, differences in evalua
tions were particularly strong for costs of dental and basic medical 
services. 

It would be interesting to examine the level of similarity or differ
ence between views about the GPs usually consulted and views 
about GPs in general. That is, do patients believe that their own 
doctor's performance is "above average", as Headey and Wearing 
(1988) found for evaluations of personal performance in various 
roles? To these authors, such evaluations of personal performance 
contribute to the rosy picture most people hold of their lives. 

After hours medical care 

Families also indicated the types of basic medical services they used 
outside normal surgery hours for non-emergency conditions. Ber
wick was the only municipality which did not have a public hospi
tal, and the nearest one was 15 km away from one Berwick suburb, 
but only 3 km from another. In addition, the Werribee public hos
pital was small at the time of the survey and has since been 
expanded. For each municipality, families were more likely to visit 
services than to have house calls. 

The type of service used varied according to residential location, 
with those in the eastern or south-eastern municipalities (Berwick 
and Box Hill) being most likely to visit an after hours or 24 hour 
service, and those in the other localities (especially Werribee) being 
most likely to attend a public hospital. Home visits by the families' 
usual doctor were most likely in Box Hill and least likely in 
Melbourne. 

For some municipalities, type of service used varied with equivalent 
household income. Particularly in Berwick, the poor were the most 
likely of the three income groups examined to attend a public hos
pital, while in Melbourne, the poor were less likely than the other 
groups to visit an after hours or 24 hour clinic. In each municipality 
except Werribee, NESB families were particularly likely to visit a 
public hospital. 

Overall, families were much more likely to describe the availability 
of after hours medical services as good or excellent rather than fair 
or poor. However, evaluations varied with the type of service used 
and residential location. Although relatively few in number, those 
who were visited by their usual doctor were the most likely to pro
vide favourable comments, while those attending a public hospital 
were the most likely to describe availability as fair or poor. 

The reports of residents would suggest that Werribee families were 
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the most disadvantaged in terms of after hours medical services for 
non-emergency treatment, followed by Berwick families (the other 
outer municipality). Yet Werribee families were twice as likely as 
Berwick families to provide negative comments about service 
availability. Differences in evaluations of income groups and 
NESB/ESB groups deJ?ended upon residential location, but evalua
tions of Werribee famllies were neither related to income level nor 
NESB/ESB status. 

Ffl<;tors linked with frequency of personal GP 
VISItS 

The next step in this analysis focused upon frequency of visits to the 
GP recalled for the previous 12 months. According to the study of 
McCallum et al (1993) which compared self-report data with Medi
care records, respondents tend to under-report their visits to doctors 
(GPs and specialists combined) for the previous 15 months, although 
there were some over-reporters. Un d e r - rep 0 r t er s 
tended to have had a large number of visits (the highest reporting 69 
of 167 recorded visits) and to be elderly. In the present study, the 
highest number of visits to be recorded was "12 or more" for the pre
vious 12 months, and most of the people were aged less than 50 
years. Thus, it seems likely that under-reporting was not a major 
problem in the present study. 

Most of the measures included in Part 3 related to GP visits in ex
pected directions. Pre-schoolers and mothers were the most 
frequent attenders, with the more frequent attendance of females 
than males emerging at age 16 to 19 years. For parents, this gender 
difference narrowed with increasing age. Not surprisingly, mothers 
with infants had been relatively frequent attenders over the previous 
12 months - a period which would overlap with their pregnancy. 

If a relatively abundant supply of doctors in an area (as measured by 
the ratio of people per GP) results in greater than otherwise atten
dance, as suggested by Rosenman and Mackinnon's (1992) research, 
then it would be expected that Melbourne residents would be more 
frequent attenders than other residents. On the other hand, it might 
be expected that people who can get to their doctor within 10 min
utes would be more predisposed to make visits than those with 
longer travelling times. If such an effect exists, then Box Hill parents 
would be particularly frequent attenders. In fact, Box Hill parents 
and Melbourne mothers indicated the lowest number of visits, while 
Berwick parents appeared to be th"e most frequent attenders. 

Overall, travelling time (within 10 minutes or not) was not related to 
GP visits. No data were available about the effects of travelling 
times shorter than 10 minutes, but families indicated whether or not 
their medical service was within walking distance from home. This 
measure of access was also unrelated to parents' GP visits. 

In line with previous research, various indicators of socio-economic 
status suggested that disadvantaged groups made more frequent GP 
visits. These measures included educational attainment, equivalent 
household income, employment status {presently or most recently 
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blue collar or not), NESB/ESB status, and family type (sole mother 
or mother with partner). Such trends could not be explained in 
terms of the greater tendency for the disadvantaged to use a service 
which bulk bills for them, although for some indica tors of socio
economic disadvantage, these trends applied to one of the two 
(payment/non-payment) systems. 

In support of the argument that bulk billing encourages visits, par
ents who were bulk billed made more frequent visits than those who 
were charged a fee. However, further analysis indicated that these 
trends were restrictive. They applied to Box Hill parents, although 
such trends approached significance for Melbourne fathers and 
Werribee mothers. When parents were sub-divided according to 
various indicators of socio-economic status, the relationship be
tween bulk billing and GP visits remained significant for some 
groups but not others. 

Several health-related measures were examined. With regard to 
health risks, parents who were overweight and mothers who were 
teetotallers or low risk drinkers were relatively frequent attenders, 
while smoking status was not significantly related to GP visits. As 
expected, GP visits tended to relate negatively to satisfaction with 
health, health status and sense of well-being, a"nd positively to use of 
other health services. 

Thus, while the various measures of health needs consistently pre
dicted GP visits, the same could not be said of the various access 
measures (travelling time, having a GP within walking distance 
from home, fees charged, and supply of GPs in the locality). 

In short, the univariate analysis suggested that GPs are particularly 
likely to be called upon to assist mothers, preschoolers, the finan
cially disadvantaged, including NESB parents, those with a low 
sense of well-being and, of course, those who experience health 
problems. High quality general practice care would thus require 
that GPs have a sound understanding of, and sensitivity to, the spe
cial concerns of these groups. 

However, one of the advantages of general surveys such as the 
present one is that it includes in the sample low users of a service. If 
the needs of all people are to be taken into account, then character
istics of low or non-service users are highly relevant. Limited service 
use may derive from good current health, but the lifestyles of some 
of these people may contribute to serious illnesses in the future such 
as cardiovascular disease. In addition, some low service users will 
be "under-users". Harvey (1991) noted that there have been few at
tempts to document under-use of health services. In outlining the 
Australian situation concerning under-use, Harvey referred to the 
minimal evidence concerning under-use of health preventive servic
es only. However, under-use may also entail failure to receive 
adequate treatment for acute or chronic health probleq\s. Identifi
cation of under-users thus represents an important step for the 
shaping of access and equity policy. 
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Personal GP visits when health status "is taken 
into account 

The final steps in this study represented an examination of the rela
tive contribution to parents' frequency of GP visits of various 
indicators of health status, identification of high and low GP users 
on the basis of visits relative to health status, and identification of 
factors linked with such high and low use. 

The presence or absence of an intermediate or serious long
term7 chronic health condition was the strongest predictor of fre
quency of visits of the four health status measures examined, 
particularly for fathers. 

In assessin~ characteristics of high and low users of GPs, Part 4 of 
this report IS relevant to the issue of whether GPs' services are being 
used appropriately. The present results suggested that, of the vari
ous measures included as predictors of GP visits, the experience of 
poor health was the most important factor contributing to GP visits, 
In line with previous research (see Bush & Iannotti 1988; Coulton & 
Frost 1982; McCallum, et al. 1993; Nolan 1994; Pitts 1991). These 
trends are consistent with studies which have suggested that the de
cision to visit a GP is not taken lightly and tends to be based on the 
perceived seriousness of a symptom as well as the expectation that 
the doctor can take useful action (see Darby et aI, 1981; Mant 1989; 
Pitts 1991). 

The primary importance of poor apparent health in predicting GP 
visits would suggest that parents' use of basic medical services 
would increase along with the health problems linked with aging, as 
long as accessibility remained the same, while changes in so-called 
predisposing or enabling factors are likely to have only marginal ef
fects on such trends - a conclusion made by Coulton and Frost 
(1982). However, some of the health problems typical of aging (e.g., 
arthritis) may themselves limit accessibility. 

Furthermore, general practice is much more than the management 
of ill-health. While most of the criteria for good general practice 
outlined by the NHS (1992, Issues Paper No.3) could not be consid
ered in this report, one of these cnteria - anticipatory care - is 
relevant to the apparent motivation underlying hi~h use of GPs. The 
results of Part 4 suggest that those parents who viSIted their GP more 
frequently than their health would seem to warrant were inclined to 
do so in order to achieve this form of care. On the other hand, this 
was unlikely of parents who attended their GP less than their health 
would appear to warrant. When several variables including finan
cial status were controlled, high users tended to be young, highly 
satisfied with their health, and were relatively frequent users of den
tists, among other factors. The oP1?osite applied to low users: they 
tended to be older, less satisfied WIth their health, and visited theIr 
dentist less frequently if at all. 

It thus seems that older patients (who would have a higher risk of 
developing such diseases as cancer or heart disease) are less likely to 
attend unless they feel unwell. This is consistent with Orbell and 
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Sheeran's (1993) review of thirty years' research in cervical screening 
which showed that, although women over 40 years of age have the 
highest risk of having cervical cancer, the percentage of women who 
are screened is inversely related to age. 

The results in Part 4 also suggest that parents who were J?rone to 
depression tended to visit their GP less frequently than theIr health 
would seem to warrant. These people were also inclined to report 
poorer health than other parents. The tendency for the depressed to 
"under use" their GP is relevant to one access issue discussed earlier: 
accessibility to support is partly shaped by the individuals in need of 
support. Some people are more inclined than others to develop and 
maIntain support networks and to use these resources when 
required. Various symptoms of depression such as a sense of alien
ation, helplessness, worthlessness and lethargy may inhibit or 
discourage initiation of help-seeking activity, and thus act as hurdles 
to access. 

Equity in access would require extra efforts on the part of medical 
personnel to ensure that these people receive the treatment they 
need. A computerised system that recalls at risk patients for pen
odic monitoring and follow-up, as recommended by the NHS (1992, 
Issues Paper No.3) seems important. In addition to alerting the GP 
when the patient fails to respond to recalls, a computerised system 
which records health risks including proneness to depression would 
help the GP make opportunistic use of any other visits which do take 
place. 

The NHS points out that there is ample evidence suggesting that 
many GPs could do more to promote their patient's health. Al
though trends in Part 4 suggest that high GP users (relative to health 
status) include sole mothers or NESB fathers, high or low GP use 
was not linked with the socio-economic status variables of educa
tionallevel, blue/white collar job status and equivalent household 
income. On the other hand, the univariate analysis suggested in
verse relationships. That is, those with relatively low sodo-economic 
status as defined by these variables tended to visit their GP relatively 
frequently. 

Yet it is these people who are most likely to adopt health compro
mising behaviours such as smoking, bemg overweight and being 
inactive, and are less likely to have health screening tests (see NHS 
1992, Research Paper No.l). The visits they make to the GP could be 
used opportunistically for encouragement about adopting healthy 
lifestyles and for primary and secondary prevention. However, 
there are several barriers to GP involvement in health promotion 
(see NHS 1992, Issues Paper No.3). For example, the NHS pointed 
out that health promotion activities require longer consultations and 
reported a study by Douglas and Saltman (1991twhich suggests that 
the vast majority of GPs feel they are not adequately rewarded for 
such activities. _ 

Patient motivation for health promotion or illness prevention is only 
inferred in this analysis, and has received limited attention in preVI
ous research. Factors linked with variations in level of motivation 
for health promotion or illness prevention and the relationship be
tween such motivation and service use form an important area for 
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future research directed towards improving access and equity in 
health service delivery. ' 

Priorities and satisfactions with aspects of a service may well influ
ence service use. Examination of this relationship was hindered by 
the fact that, while information concerning GP use was derived for 
each household member, only one set of importance and satisfaction 
ratings were derived for each household. The task could be com
pletea by one parent, or by both parents jointly, but information 
concerning the author(s) was not derived. 

Thus, the results suggesting the existence of a positive relationship 
between some of these matters and mothers' high GP use, and non
significant relationships for fathers, need to be interpreted with 
much caution. It is possible that mothers were more likely than fa
thers to be responsible for completing the questionnaire which 
tapped priorities and satisfactions concerning the basic medical ser
vice used by the family. The results can, however, be used as 
hypothesis-generating purposes for future research. 

Patient satisfaction appears to be related not only to use of a service 
but also to compliance with advice provided by the doctor (see Pitts 
1991). Little is known about the level of agreement of family mem
bers (induding children) on these issues. Who decides on the family 
doctor in the first place? While the present study suggests that for 
most families, all members attend the same basIC medical service, 
McCallum et al. (1992) found that the use of multiple GPs increased 
steadily between 1988 and 1992. 

There were several access-related issues which could not be assessed 
in this report. For example, McClelland (1991) mentioned the pos
sible indirect costs of keeping an appointment such as travelling and 
child care costs, and loss of wages, and the GP's behaviour. While 
the families' evaluations of some behaviours of doctors were exam
ined (for example, how good the doctor is with children), the doctors 
were not interviewed. In addition, no information was available 
about the actual time usually required for getting an appointment, 
nor the time usually spent waiting at the service. 

Health needs, as defined here, were based purely on self-reported 
health status. No account was taken of the patient's beliefs about the 
efficacy of a GP consultation in resolving the health rroblems 
experienced. Nor was any account taken of the actua types of 
health problems experienced, other than whether or not the parent 
experienced a long-term or chronic intermediate/ serious illness. 

This study suggests that relatively high use of GPs by the poor is 
attributable to tneir poorer health. The report has largely focused 
upon access to genE~ral practice care rather than broader issue of ac
cess to good health. It IS unreasonable to expect that a GP's advice 
on lifestyle will have an imfact on the socioeconomical!y disadvan
taged, until they are free 0 the day-to-day struggle to survive. As 
Mltchell (1993) pointed out, this struggle takes precedence over the 
adoption of preventative health measures. 
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Appendix: 
A Sample of 
the Four 
Municipalities 

Appendix A.I 

Berwick 

Berwick, a raridly-growing area on the urban fringe, is 40 kilometres 
south east 0 Melbourne. It has a mix of housing including small 
fibro-cement houses in Doveton, newer 1980 housing developments 
and some houses on large, semi-rural blocks. Families in the sample 
lived predominantly in dwellings which were separate (97 per cent) 
and no families lived in flats of two storeys or more. Most homes 
were brick or brick veneer (87 per cent) and were either owned or 
being purchased (86 per cent); only 12 per cent of families lived in 
rented properties and only 4 per cent were in public housing. 

Only nine per cent of families were sole parent families. The average 
age of the youngest child in the sample was 6.6 years, with 45 per 
cent of the youngest children being under five years old and 11 per 
cent being 16 to 19 years old. 

Almost all fathers (91 per cent) and the majority of mothers (59 per 
cent) were working and, as in all four localities, most of the mothers 
who were not working did not wish to do so at this stage of their 
family life. Most of the fathers in employment were working full
time while half of the working mothers were working part-time. 
Eleven per cent of fathers and 7 per cent of mothers had a tertiary 
qualification and 31 per cent of working fathers and 17 per cent of 
working mothers were working in professional or managerial 
occupations. By comparison 49 per cent of employed fathers and 26 
per cent of employed mothers were worKing in blue collar 
occupations. The level of blue collar employment is higher than in 
Box Hill and Melbourne and is linked with the band of manufactur
ing and building industries located in a ring from Frankston through 
Dandenong to Bayswater. About one quarter of families had house
hold incomes of 120 per cent or less of the poverty line, while a 
similar proportion (23 per cent) had incomes more than twice the 
poverty line. 

Forty one per cent of fathers and mothers were born outside of Aus
tralia, with most of these overseas-born parents coming from the 
United Kingdom, southern Europe or south-eastern and southern 
Asia. Twenty-two per cent of fathers and 20 per cent of mothers 
spoke a language other than English at home - the second highest 
rate of the four rocalities. 

General Medical Practice: An Aspect of Uving Standards 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Appendix A.2 

Box Hill 

The city of Box Hill is located about 15 kilometres from Melbourne 
CBD, on the outer edge of the wealthier, inner-eastern suburbs. Hous
ing in Box Hill dates from the 1880s when the railway reached into the 
eastern suburbs through to the Second World War. The range in hous
ing runs from expansive older houses in the wide tree-lined streets of 
Mont Albert and Surrey Hills, through older weatherboard houses to 
private walk-up flats in Box Hill. As with Berwick and Werribee, most 
families lived in separate dwellings (91 per cent) and only two per cent 
lived in blocks of flats of two storeys or more. Just over half the dwell
ings were brick or brick veneer (57 per cent) and there was a greater 
preponderance of timber dwellings than in any of the other areas (36 
per cent). Most families owned or were purchasing their homes (83 per 
cent) and only 15 per cent were renting, with 12 per cent in private 
rental. 

Twelve per cent of families were sole parent families. The average age 
of the youngest child was 7.5 years, slightly higher than in the other 
three areas, and 43 per cent of youngest children were pre-schoolers 
while 15 per cent were aged between 16 and 19 years. 

Box Hill parents had a the second highest rate of tertiary education with 
40 per cent of fathers and 31 per cent of mothers possessing a tertiary 
degree. Further, the proportions who had completed their schooling 
earlier than Year 10 and had no further qualifications were lowest in 
Box Hill (5 per cent of fathers and seven per cent of mothers in Box Hill 
and around 13 per cent of fathers and 17 per cent of mothers in each of 
the other localities). 

Almost all fathers in Box Hill (91 per cent) and a majority of mothers (65 
per cent) were working. Box Hill mothers had the highest rate of em
ployment of mothers in the four areas with employment in the other 
areas ranging from 56 to 59 per cent. As found in the other areas, most 
mothers who were not working did not wish to work. Only five per 
cent of all mothers in Box Hill, and around 10 per cent in each of the 
other localities were looking for work or had given up this venture. 

The majority of fathers who were working were in full-time employ
ment while almost three in five working mothers were employed 
part-time; the rate of part-time employment among mothers was higher 
than in the other areas. Compared with the outer municipalities, there 
was a high level of employment in professional or managerial occupa
tions (66 per cent of working fathers and 51 per cent of working 
mothers), and a low level of blue collar employment with only 23 per 
cent of working fathers and 7 per cent of working mothers in these 
occupations. Box Hill had fewer poor families than the other areas with 
only 14 per cent having household incomes less than 120 per cent of the 
poverty line. In comparison, 40 per cent of families had incomes which 
were more than twice the poverty line. 

Box Hill had a lower rate of overseas born parents than Berwick and 
Melbourne (34 per cent of fathers and 32 per cent of mothers). These 
parents were mainly from the United Kingdom, southern Europe and 
south-eastern or southern Asia. Sixteen per cent of parents spoke a 
language other than English at home. 
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Appendix A.3 

Melbourne 

Melbourne is characterised by the typically inner urban mix of hous
ing included terrace houses, flats and large public housing estates. 
Only 27 per cent of families lived in separate dwellings, compared 
with 91 to 97 per cent in the other areas. Over one third of families 
(35 per cent) lived in semi-detached row or terrace houses and a 
siffillar proportion lived in flats, with 21 per cent living in flats of 
four or more storeys, many of which were public housing. Most 
dwellings were brick or bnck veneer (72 per cent) and 14 per cent 
were timber dwellings while a similar proportion were concrete. 
Only half the families owned or were purchasing their home, com
pared with 83 to 86 per cent in the other areas, and 46 per cent were 
renting while the proportion renting in the other areas ranged from 
12 to 15 per cent. Twenty five per cent of Melbourne families and 
less than five per cent in the other localities were in public housing. 

Over one quarter of Melbourne families (28 per cent) were sole par
ent families compared with 9 to 12 per cent in the other areas. The 
average age of tile youngest child was 6.8 years and 48 per cent of 
youngest children were under five years old while 14 per cent were 
aged between 16 and 19 years. 

Only 81 per cent of fathers were working compared with 91 to 92 per 
cent in the other areas, and 58 per cent of mothers were working. 
Two thirds of fathers who were not working wanted a job whife 
most non-working mothers did not wish to work. Thus, 2 per cent 
of all Melbourne fathers and only around 6 per cent of fathers in the 
other areas were looking for work or had given up looking. 

Further, Melbourne fathers who were working were twice as likely 
as fathers in the other areas to be working part-time (10 per cent 
compared with 3 to 5 per cent). The rate of full-time work among 
employed mothers was 60 per cent, compared with 42 to 51 per cent 
of mothers in the other localities. Melbourne parents had the highest 
level of tertiary education of the four areas (50 per cent of fathers and 
42 per cent of mothers). This is reflected in the relatively high level 
of professional and managerial occupations among employed par
ents (64 per cent of fathers and 65 per cent of mothers) and the 
relatively low level of blue collar employment (23 per cent of em
ployed fathers and 10 per cent of employed mothers).These job sta
tus trends for the employed are similar to those for Box Hill, 
although Melbourne had the highest rate of unemployed fathers. 

Melbourne had the largest proportion of poor families, that is, fami
lies with incomes up to 120 per cent of the poverty line (32 per cent) 
but also had the second highest proportion of families with house
hold incomes of more than hvice the poverty line (37 per cent). 

Melbourne had the highest proportion of overseas born fathers and 
mothers (49 per cent and 45 per cent respectively), and the highest 
proportion speaking a language other than English a t home (36 per 
cent of fathers and 34 per cent of mothers). As found in the other 
areas, overseas born parents predominantly came from the United 
Kingdom, southern Europe or south-eastern and southern Asia. 
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Appendix A.4 

Werribee 

Like Berwick, Werribee is a rapidly growing area on the urban 
fringe, but is located on the plain some ?? kilometres west of Mel
bourne towards Geelong. Werribee abuts market gardens and 
includes new housing estates mirroring in some ways those in 
Berwick. Employment is found in the western suburbs, a traditional 
manufacturing and industrial area which includes two RAAF 
installations. Ninety-five per cent of families lived in separate 
dwellings and this area had the highest proportion of dwellings 
which were brick or brick veneer (94 per cent). The proportion of 
families owning or purchasing their home was similar to tbat found 
in Berwick and Box Hill (86 per cent). Twelve per cent of families 
were renting, although less than one per cent were in public 
housing. 

Nine per cent of families were sole parent families, this proportion 
being similar to Berwick and slightly less than Box Hill. The average 
age of the youngest child was 6.8 years and 41 per cent of youngest. 
children were under the age of five years, while only nine per cent 
were aged between 16 and 19 years. 

Almost all fathers (92 per cent) and a majority of mothers (56 per 
cent) were employed; most mothers who were not working did not 
want a job at the time of the survey. Most working fathers were 
employed full-time while half the working mothers were in part
time employment. Only seven per cent of fathers and five per cent 
of mothers held a tertiary degree - rates marginally lower than for 
Berwick and considerably lower than for Melbourne and Box Hill. 

One third of employed fathers (35 per cent) and 21 per cent of em
ployed mothers were in professional or managerial occupations. 
This was slightly higher than Berwick but considerably lower than 
Box Hill and Melbourne. Over half the fathers (53 per cent) and 16 
per cent of employed mothers were working in blue collar 
occupations. Like Berwick, around one quarter of families had 
household incomes of no more than 120 per cent of the poverty line, 
but the proportion with incomes which were more than twice the 
poverty line was slightly lower in Werribee than Berwick (19 per 
cent), and considerably lower than in Melbourne and Box Hill (37 
per cent and 40 per cent respectively). 

One third of Werribee fathers (32 per cent) and one quarter of Wer
ribee mothers (27 per cent) were born overseas and most came from 
the United Kingdom or southern Europe. Twelve per cent of fathers 
and 13 per cent of mothers spoke a language other than English at 
home - the lowest rates for an four localities. 

General Medical Practice: An Aspect of Living Standards 



• 
Appendix A.5 
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• 

• 

• 
Looking, given up looking 

• Working 

• 

• 

• 
0-4 years 45 43 48 41 44 

5-11 years 34 27 25 37 31 

12-15 years 11 15 13 13 13 

• 16-19 years 11 15 14 9 12 

• 
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