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The Australian Living Standards Study (ALSS) is a major study of national 
and international significance. It is the largest study ever conducted by the 
Institute and its findings will be a significant source of information for so
cial planning for Australian families for the remainder of the decade. The 
study was commissioned by the Commonwealth Government through the 
Social Policy Division of the Department of Prime Minister and Cabinet. 
Supplementary funding was provided by the Department of Primary In
dustries and Energy to enhance the scope of the study in non-metropolitan 
areas. In addition, the Northern Australia Development Unit of the De
partment of Social Security conducted the study in co-operation with the 
Institute in two small communities in North Queensland, namely Rich
mond and Doomadgee. 

The study examines the living standards of families with children (aged 
less than 20 years) in twelve varying localities around Australia. In all, 
over 5,000 families participated. The household interviews involved elev
en separate questionnaire modules. Information was obtained from each 
parent about themselves and their children, and from children aged from 
the beginning of secondary school to 19 years. 

The study took a 'whole of life' approach to the measurement of living 
standards and includes questions on employment, economic resources, 
hOUSing, health, transport, education and training, children's services, so
cial and political participation, family relationships, and personal well 
being. It is unique on an international scale in its focus on the measure
ment of the living standards of children, and of both economic and 
non-economic measures of well being. 

In addition to collecting data from households the study collected detailed 
information on the contribution to living standards of a range of publicly 
and privately provided services. These data were collected from service 
providers and are reported in the service provider reports. 

The aims of the study were to: 

1. 

2. 

3. 

4. 

Provide a review of local and international literature and practice 
on the measurement of living standards, identify and investigate 
non-cash measures of living standards. 
Provide information on spheres of life that have been identified as 
affecting living standards, especially health, employment, housing, 
economic resources, transport and education and training and 
informa tion. 
Examine the importance of outcomes within each sphere of life and 
the interactions between the spheres. 
Obtain information on the availability and range of physical and 
social infrastructure and services within each area and how these 
contribute to the living standards of families. 



Report to the Department of Human Services and Health ii 

Localities 

The study has been conducted in 12 localities which reflect varying socio
geographic settings in Australia. The localities are local government areas 
or combinations of adjoining local government areas. The 12 selected ar
eas, consisting of 15 local government areas were: 

• 
• 

• 

• 

Inner urban: City of Melbourne (as at 1991-2) and South Sydney. 
Middle urban: Box Hill in Melbourne (as at 1991-2) and Ryde in 
Sydney. 
Outer urban: Berwick and Werribee in Melbourne and Campbell
town and Penrith in Sydney and Elizabeth/Munno/Para in South 
Australia. 
Rural and remote: Roma/Bungil in Queensland; Berri, Lox
ton/Renmark in South Australia and Tennant Creek in the North
ern Territory. 

Reports 

This report is one of nine core reports produced from the study. The core 
reports are: 

Brownlee, H. (1994) Employment Report: Spatial Aspects of Em
ployment in Australian Cities 

Burbidge, A. and LWinter, (1994) Urban Housing Report 

Kilmartin, C. (1994) Tennant Creek: Views from the families and 
service providers 

Kilmartin, C. with V.Kolar, (1994), Rural Service Providers Report: 
Provider Perspectives on Service Provision. 

Kilmartin, C. with V.Kolar, (1994), Provider Perspectives on Service 
Provision. 

Millward, C. with G.Matches, (1994), Childrenps Services Report: 
Work related childcare for urban families with preschool 
aged children. 

Multiple authors, (1994) Aspects of Living Standards: A study of 
families in two rural areas 

The Transport Research Centre (1994), Aspects of Travel and Ac
tivity Behaviour in Australian Cities (four volumes) 

Weston, R. with V.Lazzarini, (1994) Access to Basic Medical Care in 
Nine Urban Areas 

An extended Executive Summary that provides an overview of the ALSS 
and the key findings contained in each of the reports is also available. 
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Staff 

The ALSS research involved many people. The overall study was con
ceived and co-ordinated by Peter McDonald. The following people were 
primarily responsible for the collection and analysis of the household data: 
Helen Brownlee, Ruth Weston, Andrew Burbidge, Viviana Lazzarini, 
Christine Millward, Evelyn Greenblat, lan Winter and Gregg Snider. The 
Transport Research Centre at the University of Melbourne analysed the 
data on urban transport. Helen Hayes was involved in the early stages of 
the study and Barry Smith was involved in the Northern Queensland com
ponents of the study. 

The service provider data were collected and analysed by Christine 
Kilmartin, Geoff Matches, Judith Foster, Violet Kolar, Brett Lockwood, 
Tammy Wolffs and Jackie Haddock. 

Many people were involved in other capacities. These include Eva Mills, 
Simon Gibbons, Philip Crohn, Kym Hallinan, Soula Kyprianou, Sandra 
Marsden, Janet Moull, Peter Prskalo, Sam Mackie, Barrie Craig, Rosemary 
Gower, Joan Eggers, Doris Curtis, Julie Bishop, Karen Scutts, Anthony 
sherlock, Marie Smith, Bill Teunissen, Marina di Blasio, Jackie Lovejoy, 
Geri O'Connor, Andrew Prolisko, Allyson Trainor, Caye Weingarten and 
Pra tima Francis. 
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mother, equivalent household income (as per cent 
of poverty line) and study area • 

2.14: Per cent bulk billed by NESB/ESB status, 
equivalent household income (as per cent of 
poverty line) and study area 
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2.15: Per cent who can get to service within 10 minutes 

2.16: Per cent who can get to service within 10 minutes 
by.DSS family or non-DSS family 

• 2.17: Per cent who get to service within 10 minutes by 
equivalent household income (as per cent of 
poverty line) 

2.18: Per cent who can get to service within 10 minutes 
by family type 

• 2.19: Per cent who can get to the service within 10 
minutes by NESB /ESB 

2.20: Per cent who can get to the service within 10 
minutes by number of cars 

• 2.21: Per cent who can get to service within 10 minutes 
by whether they had a job 

2.22: Per cent of families who report service within 
walking distance by study area 

2.23: Family members for whom unmet need for basic 

• medical services were reported 

Figure 3.1: Aspects of basic medical services: mean 
importance ratings by equivalent household 
income (as per cent of poverty line) 

• 3.2: Aspects of basic medical services: mean 
importance ratings by whether or not family is 
bulk billed 

3.3: Aspects of basic medical services: mean 
importance ratings by NESB/ESB status and 

• command of English 

3.4: Importance attached to bulk billing/little cost by 
equivalent household income (as per cent of 
poverty line) and NESB/ ESB status 

3.5: Aspects of basic medical services: mean 

• importance ratings by family type 

3.6: Aspects of basic medical services: mean 
importance ratings by age of youngest child 

3.7: Aspects of basic medical services: mean 
importance ratings by whether or not family has a 
car • 3.8: Satisfaction with basic and emergency medical 
services: mean ratings 
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3.9: Satisfaction with basic medical services and dental 
services: mean ratings 

3.10: Satisfaction with main medical service used: mean 
rating concerning cost and billing arrangements by 
study area 

3.11: Satisfaction with main medical service used: mean 
rating concerning how good the doctor is with 
children, quality of treatment, range of skills, and 
number of doctors by study area 

3.12: Satisfaction with main medical service used: mean 
rating concerning time to get appointments, ease 
of travel, and waiting time at service by study 
area 

3.13: Satisfaction with main medical service used: mean 
rating concerning cultural! ethnic understanding 
and NESB service provision by study area 

3.14: Satisfaction with main medical service used: mean 
ratings by equivalent household income (as per 
cent of poverty line) 

3.15: Satisfaction with main medical service: mean 
ratings by reported payment arrangements 

3.16: Satisfaction with main medical service used: mean 
ratings by NESB/ESB status and command of 
English 

3.17: Satisfaction with main medical service used: mean 
ratings by family type 

3.18: Satisfaction with main medical service used: mean 
ratings by age of youngest child 

3.19: Satisfaction· with main medical service used: mean 
ratings by car ownership 

3.20: Satisfaction with main medical service used: mean 
ratings by type of service used 

4.1: Number of children's GPs visits in the last 12 
months by age and gender 

4.2: Number of parent's GP visits in the last 12 
months by gender 

4.3: Number of parent's GP visits in the last 12 
months by gender and time required to arrive at 
the service 

4.4: Number of parent's GP visits in the last 12 
months by gender and payment arrangements 
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4.5: Number of parents visiting the GP, less than 3 or 
more than 6 times, in the last 12 months by 
gender and age 

4.6: Number of parent's GP visits in the last 12 

• months by gender and the presence/absence of a 
child under 12 months 

4.7: Number of mother's GP visits in the last 12 
months by family type 

• 4.8: Number of parent's GP visits in the last 12 
months by gender, NESB /ESB and command of 
English 

4.9: Number of parent's GP visits in the last 12 
months by gender and educational qualifications 

• 4.10: Number of parent's GP visits in the last 12 
months by gender and status of current/most 
recent job 

4.11: Number of parent's GP visits in the last 12 
months by gender and equivalent household 
income (as per cent of poverty line) 

• 4.12: Proportion of parents who visited their GP 7 or 
more times by gender, payment arrangements, 
and equivalent household income (as per cent of 
poverty line) 

4.13: Proportion of parents who visited their GP 7 or 

• more times by gender, NESB /ESB and command 
of English 

4.14: Number of parent's GP visits in the last 12 
months by gender and smoking 

• 4.15: Number of parent's GP visits in the last 12 
months by gender and level of drinking 

4.16: Number of parent's GP visits in the last 12 
months by gender and weight 

4.17: Proportion of parents visiting a dentist 3 or more 

• times in the last 12 months by gender and 
number of GP visits in the same period 

4.18: Proportion of parents visiting a physiotherapist 3 
or more times in the last 12 months by gender 
and number of GP visits in the same period 

4.19: Proportion of parents visiting an optometrist 3 or • more times in the last 12 months by gender and 
number of GP visits in the same period 
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4.20: Proportion of parents visiting a medical! dental 
specialist 3 or more times in the last 12 months 
by gender and number of GP visits in the same 
period 

4.21: Number of parent's GP visits in the last 12 
months by gender and long term illness 
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Executive Summary 

Eight issues relating to access to basic medical services were 
examined: type of service used, payment arrangements, unmet need, 
modes of travel, after hours access, family priorities in basic health 
care, satisfaction with basic health care and the level of usage. 

Type of service used 

All members of most families attended a doctor in private practice 
or in a private medical centre. Those who did not use a private 
doctor tended to visit either a community health centre of public 
hospital. 

Payment arrangements 

Bulk billing is designed to improve access to medical services for 
people who can least afford to pay for the service. While this goal 
was frequently achieved, there was some unevenness with its 
apparent application. The following patterns were evident: 

Although the proportion of families who indicated that they 
were bulk billed was lower than suggested by Medicare data 
concerning services bulk billed by doctors practising in each 
study area, these two sets of data suggested a consistent 
classification of study areas into relatively 'low', 'moderate' and 
'high' bulk billing areas. 

Sodo-economically disadvantaged families were more likely to be 
bulk billed than well off families. However, the extent to which 
bulk billing applied to sodo-economically disadvantaged families 
depended on the area in which people happened to live. 

Poor families in low bulk billing areas were the least likely of 
the poor to be bulk billed. 

Poor families who did not belong to 'recognised disadvantaged 
groups' (espedally DSS client status) were less likely to obtain 
bulk billing. Where DSS status is being used as a 'means' test 
for bulk billing, some families in the greatest need will continue 
to have difficulties using basic medical services. 

There was little evidence that an 'oversupply' of doctors led to 
more use of bulk billing as a means of attracting patients. 
Recognised social disadvantage seemed more important than 
competition between doctors in accounting for the use of bulk 
billing. 

Families with chronically ill or disabled members were no more 
likely than other families to attend a doctor that bulk billed for 
them. 
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Unmet need 

Most families were able to receive basic medical services when they 
felt they needed them. Only seven per cent of families said they 
had not been able to see a doctor when needed within the last 12 
months. There were, however, a number of matters that arose in 
relation to unmet need. 

Inability to afford a visit formed one of two main reasons for not 
seeing a doctor when needed - a problem which was linked with 
the limited availability of bulk billing in some areas, and other 
associated expenses such as the cost of medicines. 

Long waiting periods was the other main reason for not going to 
doctors when needed. Not only was a short waiting time judged 
to be one of the most important aspects of service delivery, but the 
length of time required to wait at the surgery was the least 
satisfactory aspect for most people. 

Families who used out-patient services in hospitals were more likely 
than other groups to report that they had not sought treatment 
when needed. 

When cost, time or other factors discouraged families from visiting 

• 

• 

• 

• 

a doctor, ill parents rather than ill children were the ones most • 
likely to miss out on the care they needed. 

Travelling to service 

Most families were able to get to their doctors within 10 minutes. 
The main factor that prevented people from getting to a doctor • 
within 10 minutes was not having a car, although some families 
made long journeys to see their preferred doctor. 

After hours medical care 

Depending on the locality, the majority of after hours consultations 
were conducted at an after hours clinic/24 hour clinic or public 
hospital. Only 4 to 12 per cent of after hours consultations were 
home visits. 

The availability of after hours service was more of a problem in the 
outer suburbs. 

Priorities and satisfaction 

• 

• 
The overall level of satisfaction with basic medical services was 
high. On the whole people received the type of service they 
wanted. Families gave high priority to doctors treating them with 
respect and being good with children. Typically families were • 
satisfied with doctors in both respects. There were, however, some 
areas of concern. 

• 
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Waiting times at the surgery were a problem. Families stressed the 
importance of short waiting times at clinics but of all the issues 
examined, most families indicated the lowest satisfaction with the 
amount of time they had to wait. 

Families with pre-schoolers were less satisfied than older families 
about long waiting times both for making appointments and for the 
actual consultation once they had an appointment. 

Those who used private doctors exclusively were more satisfied 
than those who used community health centres or public hospitals. 
Public hospital users were the least satisfied with the quality of 
service. 

Compared with other families, those who were bulk billed rated the 
doctor-patient relationship as less satisfactory but also as less 
important. 

The minority who were sufficiently concerned to evaluate provision 
of services for people whose first language is not English indicated 
relatively low satisfaction with this issue. 

Families from a non-English speaking background were less satisfied 
than others with the quality of treatment they received, including 
the quality of the doctor-patient relationship 

Frequency of personal GP visits 

The cost of medical care has led to concern about the possibility of 
over-servicing by GPs and over-use of services by patients. 

Mothers and preschoolers were the most frequent users of services, 
with the more frequent attendance of females than males emerging 
from age 16 to 19 years. 

Although depressed mothers visited a doctor frequently, such visits 
were explained by their poorer apparent health. On the other 
hand, depressed fathers in outer suburbs visited a GP less 
frequently than would be expected on the basis of their apparent 
health. 

Similarly, fathers who smoked and drank alcohol regularly attended 
doctors less often than would be predicted on the basis of their 
apparent health. The under-use of basic medical services by men 
who are likely to suffer from serious health problems deserves 
attention and is important in terms of reducing health costs through 
preventative medicine. 

High GP users relative to health status included parents who visited 
their dentist at least three times, fathers who were non-smokers and 
irregular drinkers or teetotallers, and in particular, mothers with 
infants. The time frame examined for GP visits would have 
overlapped with their pregnancy. 

People in disadvantaged groups visited their GPs more often than 
other people. However the disadvantaged groups also reported 
poorer health. When health status was taken into account, socio-
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economic disadvantage was no longer linked with high GP use for 
fathers, although sole mothers and NESB mothers continued to 
indicate relatively high GP use. 

The link between frequency of visits on the one hand and bulk 

• 

billing and an 'oversupply' of doctors on the other hand was • 
investigated. Two pOints stood out. 

In general, parents who were bulk billed visited doctors more often 
than those who were not bulk billed. However, this was largely 
due to the poorer health of those who were bulk billed and lower 
SES of these mothers. When these factors were taken into account, 
bulk billing had relatively no effect on the frequency of visits by • 
mothers and a small effect for fathers in some study areas only. 

Frequency of visits was not linked to the abundant. supply of 
doctors in a locality. Indeed the frequency of visits was higher in 
the outer areas where the supply of doctors was lower. This trend 
remained apparent for mothers when health status was taken into • 
account. 

• 

• 

• 

• 

• 

• 
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1 

Background Issues 

Good health is a central ingredient of personal and family wellbeing. It can be 
looked upon as both an "input" and "output" measure of quality of life. It 
represents a resource for the ability to participate fully in community life, and is 
treated as an important aspect of quality of life, along with income, education, 
employment and so on. Indeed, many people would argue that good health is 
the most important aspect of the quality of life. As Curtice (1993) pointed out, it 
is also a significant community resource. 

Despite its importance to quality of life, this multi-faceted concept is difficult to 
define. The World Health Organisation (WHO) defined health in terms of 
physical, psychological and social wellbeing, 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 wellbeing renders the concept meaningless 
and impossible to study, while the Australian Institute of Health and Welfare 
(AIHW 1994) has accepted the definition, noting that it encompasses positive 
aspects of health including vitality, in addition to absence of illness or 
impairment. 

Milsum (1984) not only accepted the above three realms of health, but added a 
fourth: "spiritual 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 attributes which are viewed as 
important indicators of psycholOgical adjustment/maladjustment, such as quality 
of communication and interpersonal relationships, or functioning in work and 
other social roles (e.g. Lazarus & Folkman 1984; Levine & Sorensen 1984). That 
is, social health here concerns the functiOning of individuals - the field of 
psychology - rather than the health of social groups (family, work colleagues, 
community) or society. The health of these groups may be treated as affecting 
and being affected by the health of the individual. If "spiritual health" 
encompasses such experiences as sense of purpose and meaning in life, and sense 
of vitality and enthusiasm, then this quality also appears as an attribute of 
positive psycholOgical health, with feelings of meaninglessness, purposelessness, 
apathy and other symptoms of depression or alienation indicating a negative 
health state. 

Milsum (1984) also maintained that the definition of health needs to emphasise 
resilience, including the ability to ward off viruses, 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). 

This broad approach to health is consistent with public understandings of this 
concept. In one Australian survey (McMichael 1986), health was defined as: 
"being free from illness" (mentioned by 26 per cent); "feeling well and being able 
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to cope" (mentioned by 31 per cent); "being physically fit and active" (mentioned 
by 31 per cent), and "being able to do the things one tries to do" (mentioned by 
18 per cent). Blaxter (1990) found that women were more likely than men to 
define their own health in terms of their relationships with other people, 
including children and other family members. Health was not just an individual 
matter, but was understood in a family context. 

Like concepts of quality of life, the multifaceted view of health allows for the 
coexistence of poor health in some areas (not only minor but also chronic and 
serious) and good health in others. Not surprisingly, Blaxter (1990) found that 
some respondents viewed themselves as healthy despite physical disorders such 
as diabetes or arthritis, while others included the ability to cope with illness or 
disability as indicators of good health. Nevertheless, despite the widespread 
acknowledgment that health means more than the absence of illness or 
disabilities, the AlliW (1994) notes that most statistical indicators of health 
concern ill-health. 

Social inequalities and lifestyle 

On the basis of the data available, the AIHW (1992, 1994) maintained that 
Australia is one of the healthiest nations, and that the health of Australians is 
continuing to improve. Since the late 1960s there has been a marked decline in 
death rates, and increase in life expectancy at birth, which is now 80.4 years for a 
girl born in 1992, and 74.5 years for a boy (AlliW 1994). 

Nevertheless, there are important differences between subgroups of Australians in 
health status and risk factors contributing to illness and death. Disadvantages in 
health status are found particularly among Aborigines and Torres Strait Islanders, 
but also among groups with particular characteristics based on age, gender, 
marital status, socio-economic status, country of birth, and place of residence 
(AlliW 1992; National Health Strategy (NHS) 1992, Research Paper No 1). It 
appears that relatively poor health is experienced by people with the most limited 
economic resources. Non-metropolitan residents have lower rates of reported 
illness but higher death rates than metropolitan residents (NHS 1992, Research 
Paper No 1), while the relationships between country of birth and health, and 
between gender, marital status and health appear to be quite complex. 

Factors contributing to health inequalities 

Various ways of conceptualiSing the interacting determinants of health have been 
suggested (see AlliW 1994; Hancock 1993; Harvey 1991). To Harvey (1991), 
health is determined by an interaction of biology, lifestyle, social and physical 
environment, individual and social economic factors, and health care services. 

• 

• 

• 

• 

• 

• 

• 

Health care services, however, may better be seen as themselves aspects of the • 
social environment, along with the community and its many other formal and 
informal services, the family which plays such a pivotal role in caring for its 
members and using community services for this end, and other social systems. 

As the AlliW (1994) noted, emphasis upon the importance of social factors for 
health has increased during the last 20 years. The following discussion focuses 
upon some of these social environmental issues, particularly factors relating to the • 
family, residential location and primary health services, all of which form key 
issues examined in this report. 

• 
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Residential location 

Amongst the most obvious health-related aspects of residential location are quality 
of local housing, air and water, traffic congestion, levels of crowding, noise, 
commuting dangers, overall socio-economic status of the community and 
associated lifestyles, and availability of health services. However, it is difficult to 
identify the precise role which locality plays in influencing health and health
related lifestyles. 

The following comments of Wilson (1990:10), relating to his research into use of 
health services in lliawarra, NSW, highlight the importance of research into health 
matters at the local community level: 

... it seems difficult to reject the argument that men and women who have 
resided for much of their lives in the shadows of pollutant-distributing 
smokestacks, worked in the dangerous and often health-sapping environments 
of colliery, quarry, foundry, smelter, mill or clothing factory or, increasingly, 
experienced prolonged periods of socially and economically traumatising 
unemployment and the stresses of low incomes and the attendant life style 
hazards ... must inevitably require more health care than those who have led 
less risky and relatively more advantaged lives. 

While local environmental conditions may have important effects on health, 
interventions at the local government and community organisation levels can play 
a powerful role in the area of health promotion and disease prevention. The 
"Healthy Cities" project launched by the WHO in 1986 emphasises the significance 
of public policies at the local level for the health and wellbeing of its residents, 
and the importance of these local communities in helping individuals take control 
of their health (Davies & Kelly 1993; Hancock, 1993). The development of health 
promotion agenda within local settings thus forms a central target of this project. 
Likewise, in Britain, Betts (1993) has highlighted the important role that local 
governments can play in reducing inequalities in health. 

Research into the health status of local residents, their use of health services, and 
their priorities and level of satisfaction with aspects of service delivery in their 
locality represents an important step in the development of policies for tailoring 
health promotion strategies according to local needs and for improving access to 
quality care within the local community. 

The family 

The family plays such a central role in the overall health and lifestyles of its 
members, that it is useful to view health of individuals in the family context. 
Graham (1984) pointed out that the unpaid health service role of mothers is 
largely overlooked. To Graham, mothers' most fundamental responsibility is 
providing for the health of family members, with basic material resources such as 
hOUSing, fuel and food employed in achieving this end. In addition, mothers 
nurse the sick, teach their children about health, and mediate with health 
professionals. Graham noted that health professionals employ their skills to 
enhance the quality of care that families provide; while doctors advise on 
treatment, it is usually mothers who put this advice into practice. 

In support of these arguments, there is now a large body of literature suggesting 
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 
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course or severity of illness, directly as well as indirectly through its 
encouragement or otherwise of medical service use and treatment compliance, and 
provision of support in times of illness or disability (see McWhinney & Patterson 
1992; Steinglass 1992). 

Ideally, families also provide safe, caring environments which mitigate the impact 
of various traumatic experiences. However, family life can also represent a 
powerful damaging and disruptive force, posing a risk to the mental or physical 
health of its members. In the extreme, this is evidenced in the immediate and 
long-term repercussions of child abuse. 

Changes to family life represent disturbances to the status quo which may be 
looked upon as desirable, undesirable or both, with some family members 
appraising such events as the birth of a new child in quite different ways from 
other members. Some changes are extremely disturbing and can have important 
deleterious effects upon health and wellbeing. 

For example, parental unemployment can create financial hardship, strained family 
relationships, impaired school performance, and disrupted general lifestyle (e.g. 
Fagin 1981; Harris, Harris & Fisher 1994). Although much of the evidence 
remains circumstantial, parental unemployment also appears to be a health hazard 
not only for the unemployed parent but also for other family members (Fa gin 
1981; Kerr & Taylor 1993; Najman, Keeping, Chang, Morrison & Western 1983; 
Wyndham 1983). For instance, Najman et al (1983) reported that unemployment 
of husbands has a more profound impact upon the mental health of wives than 
the women's own employment status. Fa gin's (1981) research linked 
unemployment of fathers with the development of depression and exacerbation 
of illnesses such as asthma in wives and children. 

Pearlin (1983:7) has well summarised the many positive and negative functions of 
the family domain for the wellbeing of its members: "It is commonly an active 
and rich source of pain, it is sensitively reflective of problems whose roots are 
outside its boundaries, and it is commonly where people turn to find relief from 
pain". 

Consistent with these processes, some authors have stressed the importance of 
understanding the family, in order to understand ultimately the patient's physical 
illness. For example, Pless and Satterwhite (1973) maintained that an 
understanding of illness symptoms in children requires a "holistic" appreciation of 
the children's family unit, not simply its structural characteristics such as family 
size, but the way it operates across several dimensions including cohesiveness and 
intra-family communications. Again, in discussing common behavioural problems 
in children encountered in general practice, Sullivan (1988:743) argued that "there 
is no such thing as 'behavioural problem' in isolation, only a child in a particular 
family with its own set of problems". 

Access to health services 

Regardless of whether health services are used, the assurance that there is ready 
access to such services if required is integral to the concept of equity and social 
justice. Universal accessibility means more than universal availability - a point 

• 

• 

• 

• 

• 

• 

• 

• 

recognised by the Commonwealth government in establishing its "Access and • 
Equity" strategy (Nihas 1994). As Nihas (1994) explained, the concept of "access 
and equity" may be better termed "equity of access and outcomes": it implies that 
no people who are entitled to a public service should face barriers to use of this 

• 
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service; that all people who are entitled to a service should be equally likely to 
receive it; and that outcomes of service use should be equitable. 

The concept of access needs to be operationalised. Accessibility depends on 
relationships between characteristics of the service and those of its potential 
consumers. Thus, level of access to a service where only English is spoken 
depends on the potential users' command of English or ability to find an 
interpreter. Language barriers represent crucial factors posing important 
difficulties for some families (see NHS 1993, Issue Paper No.6). 

Similarly, level of access to a service which charges fees depends on the financial 
resources of the consumers. The introduction of Medicare - a universal system 
of health insurance in Australia - was designed to provide all people with access 
to necessary medical and hospital treatment by removing financial barriers to 
access. The following discussion focuses on GP services. 

The Medicare system entails the establishment of a schedule of fees, 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 (Le., "bulk billing" or "direct 
billing"), and in doing so receive 85 per cent of the "Schedule fee" (but not the 
rest) 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 mc (Le., "private 
billing"). Under this system, doctors may also decide to restrict bulk billing to 
certain patients, such as clients with limited economic resources, or those with 
chronic illnesses requiring recurrent consultations. 

While bulk billing increased from 53 per cent to 70 per cent of GP services 
between 1984-85 and 1990-91 (AlliW 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 & 
McI<innon 1992; Richardson 1993). The present study, which focuses on basic 
medical care, was designed to throw further light on the relationship between 
bulk billing and service use. 

Distances travelled, waiting times at surgery, and appointment delays may 
represent other barriers, depending upon such factors as time pressures of family 
members and modes of transport available. More subtle factors include level of 
cultural sensitivity and respect shown by service providers, as perceived by the 
consumers. The present study investigates the priorities families hold about such 
aspects of basic medical services and their level of satisfaction with these matters. 

Primary medical care and general practice 

Access to primary medical care is central to the issue of social justice and is thus 
focused upon in the present study. While definitions of primary care vary in 
breadth, GPs are central players. As the NHS explained: "General practice looks 
after the medical needs of most of the people most of the time" (NHS 1992, 
Issues Paper No.3:8). In 1992-93, 54 per cent of Medicare service claims for 
services other than hospitals were for GP consultations (AlHW 1994). This 
represents more than double the proportion of the second most common service 
for which claims were made (pathology: 23 per cent). However, the extent to 
which general practice consultations predominate in total medical service use 
varies with the age of the consumer (Deeble 1991). 
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Along with use of other health services, the average number of GP consultations 
per person has increased since the introduction of Medicare, from 4.1 to 4.9 
between 1984-85 and 1989-90 (Deeble 1991), reaching nearly 5.3 in 1992-93 (AlliW 
1994). These trends differ according to age and gender. For example, Deeble 
found that those who were at least 60 years old made around 8 visits to a GP, 
with women having a higher average number of visits than men, particularly 
after the age of 20 years. 

Scope of responsibilities 

The predominance of general practice consultations is not surprising given that 
the GP is the first port of call for 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 responsibilities involves a number of more specific 
ones, mentioned in this report and others (e.g. Mudge 1990). Such multiplicity of 
responsibilities expected of the GP is consistent with the fact that health tends to 
be defined very broadly. 

The many articles in the general practice literature suggesting that GPs should 
also offer counselling to help patients to overcome their emotional difficulties and 
deal with stressful circumstances more effectively, 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. Burrows, 1989; Chung 1986; Harris & Webster 1988; Mudge 1990; 
McKissock & McKissock 1991). 

Further, the GP's responsibilities are often seen as extending beyond the 
individual patient. 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. For example, van Doom (1990) 
recommended that the GP, in providing continual care to individuals and their 
families, integrate 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. 

Further, some authors have pOinted out that the responsibilities of GPs extend to 
health at the local or wider community level (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, population health promotion focuses on the causes of ill-health and on 
strategies for improving the health of specific groups. This expectation that GPs 
are accountable to both patients (or families) and the community can lead to 
professional dilemmas, for the needs of individuals and the community are often 
in conflict concerning the use of expensive health care resources (Douglas 1994; 
NHS 1992, Issues Paper No. 3). 

In short, the functioning of environmental systems which affect the health of the 
individual, represent "health issues" and hence are seen as falling within the 
scope of responsibilities of GPs. So too, are lifestyle behaviours of individuals 
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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 
community level (e.g. Chesterfield-Evans 1988). This broad scope of 
responsibilities assigned to GPs is consistent with the definition of general practice 
provided by the Royal Australia College of General Practitioners (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). 

The life cycle stage of the family would have an important bearing on GP usage, 
with pregnancy and childbirth, and the presence of infants and very young 
children (as well as older persons) representing periods of high use (AIHW 1994). 
The tasks required of GPs vis-a-vis their patients change with such changes in life 
cycle stages. Not surprisingly, authors interested in specific stages of human 
development 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) consider 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 
supporting adolescent-parent communication concerning sexual matters. 

Various social changes have had important consequences for primary health care. 
The aging of the community and resulting increased prevalence of chronic illness 
and disability has led to an increase in the demands on the GPs' time for 
handling the problems of old age, and has led to a call for GPs to place greater 
emphasis on palliative care (e.g. MacAdam 1988). In addition, shorter hospital 
stays and deinstitutionalisation represent other social changes that have placed 
new demands on GPs. Beange and Bauman (1990) pOinted out that, as a result 
of deinstitutionalisation programs, the GP must handle the special health needs of 
developmentally-disabled people who are becoming patients in general 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). 

Other changes affecting the GP and patient include the changes in medical 
specialisation, and 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 reduce 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). 

The GP as an agent of social support 

Several responsibilities which the general practice literature assigns to GPs 
represent different social support strategies as outlined by Cohen and Wills (1985) 
and Thoits (1986). These strategies include providing advice, information and 
practical assistance (writing prescriptions, 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 
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helping with the presenting disorders, for instance, support which bolsters self
esteem when the threats to self-esteem such as job loss occur. 

However, as explained above, level of access depends not simply on the agent of 
support, but rather on relationships between characteristics of the agent of 
support and the persons in need of support. Some authors view social support 
as multifaceted aspects of the interchange between the person and the social 
environment. Here, the person is the recipient of support, but he/she also 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 within 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 these 
components - supportive network resources - as the set of relationships 
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 • 

People vary in their sensitivity to symptoms of health problems and in their help 
seeking behaviours. 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 in propensity to adopt 
anticipatory coping behaviour by "probing" for health problems. • 

It also appears that people who view their lives as distressing or boring are 
prone to dwell upon negative aspects of themselves including bodily symptoms, 
and to report headaches, upset stomach, dizziness, tense muscles and so forth (see 
Pennebaker 1982; Pennebaker & 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 symptoms to 
appraisals of personal health status are difficult to determine. 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). 
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Apparently, most episodes of illness symptoms in parents and children are not 
reported to a medical practitioner - a phenomenon 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 cultural and psychological factors affecting the perceived 
seriousness of the problem, expectations about whether or not the doctor can take 
useful action, as well as practical considerations 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. As noted earlier, Graham (1984) 
pointed out that it is usually the mother who seeks out health professionals in 
response to illness in family members - an action which may be delayed until 
resources for informal care have been exhausted and other family members and 
friends have been consulted. 

Even potentially life threatening symptoms do not necessarily instigate a visit to 
the doctor. For example, upon discovering a breast lump, 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 initiated will reveal the existence of cancer (see 
Lazarus 1984). 

Delays or failure to seek help from a GP seem more likely for emotional 
problems than for most somatic symptoms. The social stigma or implications of 
personal inadequacy attached to emotional problems discourage their 
acknowledgement to oneself let 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 defining illness and 
responding to symptoms were called "illness behaviour" by Mechanic (1966, 1976). 
According to Mechanic, social and cultural factors affect both illness definition 
and response processes. 

Specific models of medical care use 

In their assessment of factors contributing to visits to GPs and specialists, 
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 (1993) noted 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 behaviours better than others. However, some 
studies have supported certain aspects of this model in relation to use of 
preventive health services (see Kirscht 1988; Orbell & Sheeran 1993). 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of Human Services and Health 10 

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 individual's own judgments of the need or 
benefits of a service, as well as judgements of clinicians about level of 
impairment; enabling factors refer to circumstances or personal characteristics 
which facilitate or hinder service use when a need has been recognised; and 
predisposing 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. Coulton and Frost, 1982; 
McCallum et al. 1993; Walker 1986). For instance, Walker maintained that men are 
less predisposed than women to use such services because the former are less 
likely to perceive physiological and psychological symptoms at an early stage, and 
because social expectations for men to be self-reliant militate against their seeking 
help. 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 researchers 
concerns the classification of variables as exclusively need, predisposing or 
enabling factors. Not only is the status of some variables 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 factor, 
but this variable could also represent an enabling factor with competing effects: 
those without a job may have fewer time pressures 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 emotional distress (which would include emotions 
symptomatic of depression) as a predisposing factor. The latter approach is 
consistent with the above-mentioned research suggesting that emotional distress 
increases the propensity 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, as explained above, 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 representing need, enabling, predisposing or 
other factors. Alternative approaches include entering all variables together, or 
entering variables which clearly define need first, followed by all other variables 
which may be treated as enabling or predisposing factors or both. 

Another approach is the use of Structural Equations Modelling which first 
assesses the existence of latent variables or hypothetical 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 latent 
variables, not observed measures. The present study tests a means of 
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investigating factors contributing to frequency of GP visits, where the latter is 
represented by ordinal data. 

Whatever the model adopted, a common finding from research which has taken 
health status into account is that the effects of social and demographic 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 

Sound health is a central part of both personal and family wellbeing. It is related 
to a complex set of interacting factors including the social and physical 
environment, economic factors and lifestyle. In particular, families play a central 
role in the health of their members. Most episodes of illness are apparently 
handled within the family, with use of formal health services representing the "tip 
of the iceberg". It is thus useful to examine health of individuals and use of 
health services in the context of the family. 

The GP represents the first port of call outside the family for a wide range of 
problems, and may continue to assume the major responsibility in managing these 
problems. However, while health definitions tend to focus on the individual, the 
scope of responsibilities of the GP, as set out in some of the literature, extend 
beyond dealing with immediate symptoms of illness, to the person as a whole, 
the family and community. 

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 different GPs, their clients, and their clients' 
circumstances. Given this scope of responsibilities, there will no doubt be 
variation in some of the roles emphasised by different GPs and in the agendas 
and expectations of patients. Individual differences appear to exist in both the 
propensity to recognise symptoms of illness and in the propensity to seek help 
from health care providers, upon such recognition. 

Regardless of individual or family differences in the propensity to use basic 
medical services, access to these services when needed is central to the issue of 
social justice. The government's "Access and Equity" strategy aims to provide all 
people with equal access to a public service to which they are entitled, and with 
equal outcomes. Some potential barriers are easy to operationalise, for instance 
financial and language barriers. Others are less obvious. 

General aims 

This study addresses the experience which a sample of families with children 
have of general practice care. 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 
satisfaction with aspects of care. 

The Australian Living Standards Study 

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 
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major aims of the ALSS was to obtain infonnation on various spheres of life 
which help define living standards, including health, employment, housing, I 

economic resources, transport, and education, training and infonnation. The 
population was defined as families with at least one child under the age of 20 
years, 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 provided by the 
relevant Councils, and a simple random sample 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 fonn 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 
infonnation. The eligible households were then contacted by telephone and asked 
to participate in the study. Further details of methodology are presented in 
Appendix A. 

The present report is based on infonnation provided by families living in the nine 
urban areas selected: five outer areas (Berwick and Werribee in Melbourne; 
Campbelltown and Penrith in Sydney; and Elizabeth/Munno Para in Adelaide), 
two middle areas (Box Hill in Melbourne and Ryde in Sydney) and two inner 
areas (Melbourne and South Sydney). Maps showing the location of these study 
areas are presented in Appendix B, while Appendix C contains infonnation 
concerning demographic and socio-economic status profiles of the sample. 

Chapter 2 of this report examines families' use of basic medical care, including 
after-hours care. Particular attention is paid to the extent to which certain access 
considerations (e.g., bulk billing, travelling time, modes of transport, reports of 
unmet need for basic medical services) vary with study area and characteristics of 
families. Chapter 3 focuses upon the priorities of families and their levels of 
satisfaction with aspects of the basic medical service they used. In Chapter 4, 
factors relating to frequency of visits to the GP are examined, while Chapter 5 
assesses the importance of various factors in predicting parents who apparently 
visited their GP more frequently or less frequently than their health status would 
seem to suggest. 
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2 

Basic Medical Care: 
Services Used Relative To 
Characteristics Of Families 

As explained in Chapter 1, level of access to services calUl0t be assessed simply on 
the basis of features of the services offered, for accessibility depends upon the 
relationship between characteristics of both services and potential clients. Thus, other 
things being equal, a medical service within walking distance which charges fees 
well beyond the Medicare level may be readily accessible to better off families but 
more difficult to use for poorer families. 

The NHS (1992, Issues Paper No.3) listed continuity of care as a criterion of "good 
general practice" and maintained that such care is essential for the management of 
chronic illness and for the delivery of preventive services. According to the NHS, 
continuity of care does not require that the patient see one doctor only; it can be 
achieved in group practices where a shared view of managing a patient's health care 
needs can be developed. Presumably, it can be achieved in community health 
centres as well as private medical centres. Free access to primary care and to dental 
and various other secondary services may be offered in community health centres. 

The present chapter focuses on objective characteristics of the users and services 
used, including type of services attended, proximity to home, modes of transport 
used, fees charged and financial and other socio-economic resources of families. The 
incidence of, and reasons for, unmet need for care are also examined, for these 
reports provide additional insight into areas of mismatch between features of the 
services offered and the needs or resources of families. In Chapter 3, attention will 
be directed to subjective factors linked with access: priorities of families and 
satisfaction with aspects of the basic medical services used. 

The results in both these chapters are almost entirely based on information provided 
from a self-completion questiolUlaire concerning the family which one or more family 
members (not identified) completed. The eighteen households which contained two 
families were omitted from this analysis. For simplicity, this questionnaire will be 
called a "family-level" questiolUlaire, and the data derived from it will be referred 
to as "family-level" data. 

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 outlined in Table 2.1, while Table 
2.2 indicates the type of service used most by families. For the latter analYSiS, the 
22 families who indicated that they mostly used more than one service are excluded. 

The majority of families attended a doctor in private practice or in a private medical 
centre, with 73 per cent of Melbourne families and 83 to 92 per cent of families in 
all other areas stating that all family members attended this doctor. Twelve per cent 
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of Melbourne families and two to five per cent of other groups stated that no family 
member attended a private doctor. 

Table 2.1: Proportion of family members attending basic medical services by study area 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para 

Private Doctor: 
All family members 91 86 92 90 87 91 86 73 
Some family members 4 10 6 6 7 6 10 15 
None 5 4 2 3 5 3 4 12 

Community Health Centre: 
All family members 5 4 2 4 7 2 4 12 
Some family members 12 8 9 11 9 10 14 15 
None 83 88 88 86 84 88 82 72 

Public Hospital: 
All family members 4 1 2 4 6 3 2 3 
Some family members 10 13 14 12 19 11 16 20 
None 87 86 84 84 75 86 82 77 

Student Medical Service: 
All or some 2 1 3 2 4 4 4 6 
None 98 98 97 98 96 96 95 93 

Emrloyer Medical Service: 
Al or some 4 10 3 4 8 4 5 5 
None 95 89 97 96 92 96 95 95 

Other: 
All or some 1 1 2 2 1 2 2 4 
None 99 99 98 98 99 98 98 96 

Those who did not use a private doctor tended to visit either a public hospital or 
community health centre. Around 24 per cent of families in Melbourne, 
Elizabeth/Munno Para and South Sydney, and 14 to 18 per cent of families in other 
areas indicated that at least some members attended a public hospital, while 27 per 
cent of Melbourne families and 12 to 15 per cent of families from other areas 
reported that at least some members visited a community health centre. Few 

Table 2.2: Type of medical service mostly used by families for each study area: percentage distribution 

Sydney 

83 
12 
5 

4 
15 
81 

6 
17 
77 

6 
95 

3 
97 

4 
96 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para Sydney 

Community health centre 2 4 2 3 6 1 4 14 3 
Outpatient Z <1 1 2 2 1 1 2 1 
Private doctor 95 95 97 95 92 98 96 80 93 
Student medical service <1 0 0 0 0 0 0 1 2 
Employer provided <1 0 0 0 <1 0 0 <1 0 
Other medical service <1 <1 0 0 0 1 0 2 <1 
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families visited an employer-provided medical service, a student medical centre, or 
other type of service. The' other' category included naturopaths, homoeopaths, 
chiropractors, clinics for specific disorders, private hospital casualty, women's health 
centres, and a parent who is a doctor. 

Fees Charged 

Ideally, Medicare's provision for bulk billing eliminates financial barriers to the use 
of health care services: low income people, and people with health needs requiring 
frequent medical consultations, can use private medical services instead of outpatient 
services for basic medical care. However, in the absence of regulations controlling 
fees charged, access to bulk billing is not necessarily available to all those who need 
it. 

Key questions underlying the following analysis are: 

• To what extent do those who would seem most in need of a bulk billing 
service receive this service? 

• To what extent is bulk billing related to residential location? 

• To what extent can any locational differences in bulk billing be explained in 
terms of variations between areas in apparent need for bulk billing? Do 
locational differences in bulk billing continue to exist when variation in need 
is taken into account? 

Families either recorded how much their doctor charged them for one basic 
consultation within normal hours, or endorsed the response category for "no charge". 
From 1 December 1991 to early March 1992, the Government had introduced a 
system of co-payment, whereby doctors who "bulk billed" could charge up to $2.50 
per consultation. If they did not do so, then their own income from each 
consultation would fall by this amount. Those with Department of Social Security 
Pensions or Benefits were exempted from this system. Charges of up to $2.50 were 
reported by only five to six per cent of families in Elizabeth/Munno Para and 
Werribee, one to two per cent in Berwick and Melbourne, and by a lower proportion 
or no families in the other areas. (Berwick and Box Hill families completed their 
questionnaires before the co-payment system was introduced.) Given the difficulty 
of interpreting the fees of up to $2.50 and the small number of families involved, the 
concept "bulk billing" will be restricted to reports of no fees. 

Other families who were charged fees reported very low payments. For example, 
18 families indicated fees between $2.60 and $10.00. These probably refer to the 
I 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 cases of private 
billing at the Medicare rebate level. For simplicity, the concept of "bulk billing" will 
refer to all those who reported zero fees. In addition, 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 which bulk billed all patients. Similarly, 
no information was derived about variation in bulk billing or fees charged between 
family members or across consultations. These difficulties need to be taken into 
account when payment levels are discussed. 
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Long-term illnesses/disabilities in the family 

Health needs are relevant in determining the amount of money that families can 
afford to pay for medical consultations. Information 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). In the vast majority of cases, 
illnesses rather than disabilities were mentioned. For Simplicity, the concept 
"illness/ disability" will be restricted to long-term or continuing illnesses or disabilities 
of intermediate or serious type. Some of the intermediate or serious illnesses or 
disabilities reported included asthma, diabetes, high blood pressure, back disorders, 
cancer, arthritis, epilepsy, psychosis, poliomyelitis, and loss of a limb. 

The proportion of families with at least one member with an illness/disability was 
similar across study areas, ranging from 37 per cent (South Sydney) to 46 per cent 
(Campbelltown). Not surprisingly, people with illnesses/disabilities visited their 
doctor relatively frequently - a trend which will be detailed in Chapter 4. 

Nevertheless, fees paid were unrelated to the presence or absence of any 
illnesses/ disabilities in the family. (Nor was there any relationship between bulk 
billing and the number or proportion of family members with such conditions.) 
Bulk billing applied to 59 per cent of families in which a member was ill/disabled, 
and to 56 per cent of other families, while payments of at least $25.00 were reported 
by 28 per cent and 30 per cent respectively. Non-significant differences between 
these two groups also emerged for families in each study area. Of families with an 
ill/ disabled member, the proportions reporting fees of at least $25.00 ranged from 
4 per cent in Elizabeth/Munno Para to 61 per cent in Berwick. However, for some 
families with an ill/disabled member, this person may have been bulk billed while 
other family members were charged fees. Further, bulk billing may have been 
especially likely for chronic illnesses which were particularly likely to require 
frequent visits. 

Residential location 

Level of reported payments (nil, less than $25.00, $25.00 or more) varied significantly 
according to study area (p<.OOl). Figure 2.1 shows the proportion of families in each 
area who were bulk billed, and the proportions who reported fees of at least $25.00. 
(The study areas are ordered according to bulk billing rates, as measured by 
proportions of families who reported no fees or bulk billing.) 

Box Hill families were the most likely to report fees of $25.00 or more (60 per cent), 
followed by Berwick and Ryde families (52 per cent and 50 per cent respectively). 
Families in these three areas were more than twice as likely as families in any other 
area to report fees at this level. In fact, only 7 to 8 per cent of families in 
Elizabeth/Munno Para and Penrith indicated that they paid fees of $25.00 or more. 

Box Hill families also indicated the lowest incidence of bulk billing (27 per cent), 
followed by Berwick families (37 per cent). For simplicity these study areas will be 
classified as "low bulk billing" areas. Next in line were Ryde (45 per cent), Werribee 
(52 per cent) and Melbourne (64 per cent), which will be called "moderate bulk 
billing" areas. Ryde families were 1.7 times as likely as Box Hill families to indicate 
that they were bulk billed. Over 70 per cent of families in the other areas were bulk 
billed (here called "high bulk billing" areas), with Penrith families being the most 
likely to report bulk billing (82 per cent). (The classification of study areas into low, 
moderate and high bulk billing areas would remain the same even if the concept 
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of bulk billing were extended to allow for the possibility that some families who 
reported payments of up to $2.50 may have been referring to the co-payment for 
bulk billed patients which was introduced during the limited period mentioned 
above.) 

~ 21: Per cent bulk billed and per cent who reported fees of $25 or more by study area 

Locational trends in bulk billing rates outlined above could not be explained by 
locational differences in type of service used. An overwhelming majority of families 
exclusively attended a private doctor, and the locational differences concerning 
payment arrangements for these people were the same as those for the total sample. 

How consistent are these trends with Medicare data? Table 2.3 shows the proportion 
of services which were bulk billed in 1993-94 by doctors who practised in each study 
area, and the proportion of ALSS families in each study area who indicated that they 
were bulk billed. 

The bulk billing rates for services provided by doctors who practised in each study 
area are higher than would be suggested by the reports of families - a difference 
which could not be explained by the increase in the proportion of services bulk 
billed since the time of the ALSS survey. The discrepancy is most marked for Box 
Hill and Berwick, then Ryde. 

A number of difficulties linked with the self-report data have been noted above. For 
example, some family members may be bulk billed and others may pay fees, and 
one person may be bulk billed on one occasion and charged fees on another; the 
question on fees charged did not specifically mention bulk billing but included the 
response option "no charge"; and the definition of GPs is very loose for the ALSS 
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but precise for the Medicare data (see p.24). As noted above, most families referred 
to "a doctor in private practice/private medical centre" when answering questions 
on basic medical services used. An additional problem is that the Medicare data 
presented in Table 2.3 are based upon services of doctors who were practising in the 
study area, while people living in a study area may have received all or some of 
their basic medical services from doctors practising outside the area. However, it 
seems unlikely that the differences in the two estimates of bulk billing rates, which 
are greater for some study areas than others, can be fully explained by such 
problems. 

Table 2.3 Percentage of services bulk billed in 1993-94 by non-specialist doctors in 
each study area" and percentage of AlSS families who indicated that they 
were bulk billed 

Study area Services Families 
bulk billed" bulk billed 

Box Hill 66 27 Low bulk billing 
Berwick 73 37 

Ryde 81 45 Moderate bulk billing 
Werribee 79 52 
Melbourne 81 64 

Elizabeth/Munno Para 92 71 High bulk billing 
Campbelltown 92 76 
South Sydney 95 79 
Penrith 92 82 

• Source: Department of Human Services and Health - Medicare Claims Data File. 

The Medicare data refer to all services, including those provided to elderly clients, 
disproportionate numbers of whom would be pensionersl and/or would have health 
problems requiring frequent visits to a GP. Not surprisingly, people aged 60 years 
or over are particularly frequent users of GPs (Deeble 1991). Some doctors may be 
predisposed to bulk bill pensioners or frail elderly, while others may be predisposed 
to bulk bill almost all elderly patients, regardless of their apparent financial or health 
status. 

The AlSS sample of families contained very few elderly people, for this sample was 
drawn from the population of families with at least one child under the age of 20 
years. Of all the people listed as members of a household in the AlSS, no more 
than two per cent in any study area were at least 60 years old, while the 1991 
census indicated that 6 to 22 per cent of the population in each study area were at 
least .60 years old. It seems unlikely, however, that the discrepancy between 
Medicare data concerning proportions of services bulk billed and the AlSS families' 

1 In 1994, the age pension was recieved by around 64 per cent of men and women in Australia 
who were eligible in terms of their age (64 years or over for men; 60 years or over for women). 
Sources: Department of Social Security 1994; Australian Bureau of Statistics 1995. 
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reports concerning fees charged can be fully explained by the near absence of elderly 
people in the ALSS sample, coupled with a possible tendency for GPs to bulk bill 
disproportionate numbers of elderly people. 

Whatever the reasons for the discrepancy between the Medicare data and self-report, 
documentation of perceptions is very important in this analysis for perceptions 
influence evaluations and behaviour. Furthermore, the above-mentioned classification 
of study areas into relatively "low", "moderate" and "high" bulk billing areas is 
consistent with the Medicare data. That is, both columns of data suggest that Box 
Hill and Berwick had the lowest bulk billing rates, followed by Ryde, Werribee and 
Melbourne, while the highest rates were apparent in Elizabeth/Munno Para, 
Campbelltown, South Sydney and Penrith. Unless otherwise stated, the concept 
"bulk billing rates" throughout the rest of this report will refer to the proportion of 
families who indicated that they were not charged fees. 

Residential location and socio-economic status of sampled families 

If sOcio-economically disadvantaged families are more likely than advantaged families 
to seek out a bulk billing service or to be selectively bulk billed by their GPs, then 
one potential explanation for the above trends would be that the socio-economically 
disadvantaged families in this sample were over-represented in the high bulk billing 
areas and under-represented in the low bulk billing areas. To test the extent to 
which differences in socio-economic status may explain bulk billing rates in different 
study areas, families in each area were divided according to the 
following indicators of socio-economic status (SES): 

• "DSS status": whether or not the family was receiving a pension or benefit from 
the Department of Social Security (here referred to as "DSS families" and "non
DSS families"); 

• three levels of equivalent household income as a per cent of poverty line (up 
to 120 per cent of the poverty line, 121 to 199 per cent, and 200 per cent or 
more of the poverty line); 

• family type (sole mother or couple family); 

• occupational status: whether or not the father's or sole mother's current or most 
recent occupation was professional or managerial (called professional/managerial 
families); 

• paid work status: whether or not the father or sole mother held a paid job; and 

• language spoken at home (English or other). 

The development of the equivalent household income measure is explained in 
Appendix D. 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), and 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 equivalent income. 

In addition, those who spoke a language other than English at home will be called 
"NESB" (non-English speaking background) families, while those who spoke English 
at home will be referred to as "ESB" (English speaking background) families, even 
though the latter would include some families from non-English speaking countries. 
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Figures 2.2 to 2.7 show that, for higher and lower SES groups taken separately, bulk 
billing was most likely for those living in Penrith, South Sydney, Campbelltown and 
Elizabeth/Munno Para, and least likely for families in Box Hill and Berwick. Such 
a trend was weakest for DSS families, because the majority of these families in all 
study areas were bulk billed. Thus, the differrence between the slope of the line for 
high and low SES groups was greatest in Figure 2.2 which concerned DSS status. 
Nevertheless, compared with other families, bulk billing was reported less by DSS 
families than non-DSS families in the two low bulk billing areas and in Werribee (79 
to 80 per cent) than in other areas (90 to 97 per cent). Although Ryde ranked third 
lowest in terms of the proportion of all families bulk billed, 90 per cent of DSS 
families in Ryde indicated that they were bulk billed. Thus, while bulk billing rates 
varied significantly with study area for DSS families (p<.Ol), locational differences 
in bulk billing were more pronounced for non-DSS families and for all other SES 
groups examined (p<.OOl for each analysis). 

What are the implications of these trends for the socio-economically disadvantaged 
in each study area? Figures 2.2 to 2.7 highlight the relatively high proportions of 
disadvantaged groups in some study areas who paid fees. Indeed, 50 per cent of 
financially poor families in Berwick, and 44 per cent in Box Hill paid fees. Thus 
they were four to five times as likely to pay fees as their counterparts in Penrith or 
Campbelltown. In Ryde and Werribee, one third of the poor were paying fees. 

While only a minority of DSS families paid fees, DSS families in Box Hill, Berwick 
and Werribee were twice as likely to report payment of fees as families in Ryde (20 
to 21 per cent versus 10 per cent), and at least three times as likely as families in 
the other areas to pay fees (where only 2 to 7 per cent paid fees). 

Ag..re22: Per cent bulk billed by DSS status, for families living in each study area 
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Rg.Je23: Per cent bulk billed by equivalent household income (as per cent of poverty 
line) for families living in each study area 
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Rg..re24: Per cent bulk billed by family type, for families living in each study area 
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Rg.Je25: Per cent bulk billed by current/most recent occupational status of father/sole 
mother, for families li~ng in each study area 
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f9,1e26: Per cent bulk billed by work status of father/sole mother, for families living in 
each study area 

100 

80 

c 00 
8 
Iil 

CL. 
40 

20 
-iOINot in paid WCJk 

0 L-__ ~ __ ~ __ ~ ____ ~ __ ~ __ ~ ____ ~ __ ~ 
-Aln paidwCJk 

~ 
~ 

PLSS, metropdilan areas 

Access to Basic Medical Care in Nine Urban Areas 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of Hurrwn Services and HealJh 23 

Fg.re27: Per cent bulk billed by NESB/ESB status, for families living in each study area 
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Nevertheless, while payment arrangements seemed to be related to study area 
independently of the socio-economic status of the families, the likelihood of a family 
being bulk billed was sill greater for the socio-economically disadvantaged living in 
most study areas. The areas in which this did not apply tended to be characterised 
by relatively high rather than low rates of bulk billing for all families. That is, 
relatively high rates of bulk billing were likely for the advantaged and disadvantaged 
in high bulk billing areas, and for the disadvantaged only in other study areas. 

Indeed, the bulk billing rates differed significantly for only one SES indicator for 
families in Penrith (DSS status, p<.OS) - which had the highest bulk billing rate of 
all study areas - and two indicators for South Sydney families (DSS status and 
family type, p<.01 and p<.OS respectively). With one exception - NESBjESB status 
for Campbelltown families - rates of bulk billing within each study area varied 
significantly for all of the SES indicators which could be examined in all the other 
study areas. (There were too few NESB families in Elizabeth/Munno Para to 
compare their rates of bulk billing with those of ESB families.) 

Locational differences in GP concentration and sodo-economic status 

One possible explanation for these trends concerns overall differences in the relative 
SES disadvantage of each community as a whole: are GPs more inclined to bulk bill 
all patients if the majority of residents in the area have low SES? A second possible 
explanation concerns differences between study areas in the concentration of GPs. 
According to Rosenman and Mackinnon (1992), bulk billing is particularly likely to 
be offered where there is strong competition for patients due to an oversupply of 
doctors. 
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Table 2.4 shows the number and full-time equivalents (FIE) of non-specialist medical 
practitioners who were either recognised GPs or other medical practitioners (OMPs) 
and who practised in the study areas, based on Medicare data for 1993-94. The 
recognised GPs refer to vocationally registered GPs, Fellows of the RACGP and 
Trainees, while the OMPs refer to non-specialist, non-recognised doctors. The 
number of .GP/OMPs (both in raw numbers and FIEs) per 100,000 population in 
each study area are also presented. (These data were provided by the General 
Practice Branch, Department of Human Services and Health.) 

Table 2.4 Non-specialist medical practitioners: numbers, full time equivalents, and population 
ratios. 

Recognised GPs aMPs Population 
N FTP N FTE 1991 census 

Box Hill 70 45 71 10 45066 
Berwick 56 53 12 3 68924 
Ryde 126 91 51 16 90073 
Werribee 22 11 14 4 72153 
Melbourne 125 86 157 18 55755 
Elizabeth/Munno Para 44 52 10 4 60777 
Campbelltown 94 120 37 29 136529 
South Sydney 111 86 90 13 77165 
Penrith 170 180 91 31 148508 

• OMP = Other Medical Practioners (ie. Non-specialist, non-recognised doctors) 
b FIE = Full Time Equivalent 
Source: Department of Human Services and Health - Medicare Claims Data File, 1993-94. 

GP/aMP" 
GP/aMP per 

per 100,000 
100,000 (FTE) 

313 122 
99 81 

197 119 
50 21 

506 187 
89 97 
96 109 

260 128 
176 142 

Melbourne had the largest number of non-specialist medical practitioners per 100,000 
resident population (both in terms of FIEs as shown in Figure 2.8, and raw 
numbers), but ranked fifth highest in terms of proportion of services bulk billed by 
doctors practising in the area (1993-94 data), and proportion of families who 
indicated that they were bulk billed. However, the clientele for Melbourne doctors 
would be greatly expanded by non-residents who commute to the Central Business 
District for work. 

Figure 2.8 shows that Penrith and South Sydney ranked amongst the highest in 
terms of FTE practitioner:population ratios and proportion of families bulk billed, 
while Berwick ranked amongst the lowest in these matters. These patterns support 
the proposition that bulk billing is more likely where there is a high concentration 
of practitioners relative to the population. 

On the other hand, Elizabeth/Munno Para had one of the highest bulk billing rates 
(Le. percentage of families bulk billed) while ranking third lowest in terms of FIE 
practitioner:population ratio, and Box Hill had the lowest bulk billing rate, while 
ranking fourth highest in terms of FIE practitioner:population ratio. In addition, Box 
Hill had the second highest raw number of practitioners per 100,000 of population 
while Elizabeth/Munno Para ranked second lowest (Table 2.4). These results do not 
support the argument that bulk billing is more likely where there is a high 
concentration of GPs/OMPs. 

As Glover and Woollacott (1992) have noted, a major problem with this approach 
is that a medical practice in a Statistical Local Area may be located close to 

Access to Basic Medical Care in Nine Urban Areas 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of HU17Uln Services and Health 25 

neighbouring areas and may provide services to the people in these other areas. Use 
of the broader Statistical Regions does not overcome this difficulty, for Box Hill is 
located in the Inner Eastern Melbourne Statistical Region, but borders on the Outer 
Eastern Statistical Region. Berwick also borders on the latter Statistical Region, but 
is located on the northern boundary of the Mornington Peninsula. Using estimates 

F 19 u re 2.B: Number of FTE non-specialist medical practitioners 
per 100,000 population and percentage of families 
bulk billed in each study area 
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of resident population for 1989 and 1990-91 data concerning the number of medical 
practitioners who performed at least 300 GP services for which Medicare benefits 
were paid, Glover and Woollacott indicated that the number of GPs relative to the 
population in the Outer Eastern Statistical Region was lower than that for the 
neighbouring regions in which Berwick and Box Hill are located (particularly the 
latter). 

Possibly, residents in areas with a relatively high concentration of socio-economically 
disadvantaged families are more likely to be bulk billed even if relatively well off 
financially, while bulk billing for residents in "wealthier" areas depends more on the 
apparent needs of each family. That is, in these wealthier areas, some GPs may 
selectively bulk bill if the family appears disadvantaged, or the disadvantaged 
families may seek out a bulk billing service. 

Using data from the 1991 census, the ABS provided an index of Relative Socio
Economic Disadvantage (RSED), based on attributes such as low income, low 
education and high unemployment rates (ABS, Catalogue No. 2912.0, 1994). 
Although there are some problems with a measure which derives a single score on 
the basis of several indicators of socio-economic status, it offers one way of 
investigating the effects of disadvantage by area. The relationship between bulk 
billing rates and relative socio-economic disadvantage scores for each area is 
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examined below. High scores on this index indicate that there are relatively few 
families with high disadvantage and low scores indicate a relatively large number 
of highly disadvantaged families. Figure 2.9 orders the areas in terms of their index 
score and presents this score for each area together with the proportion of families 
who were bulk billed. 

Fig.Je29: Relative Socio-Economic Disadvantage Index and percentage of families bulk 
billed for each study area 
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The four least disadvantaged areas - Werribee, Berwick, Ryde, and Box Hill - had 
the lowest apparent bulk billing rates, while three of the four most disadvantaged 
areas - Elizabeth/Munno Para, South Sydney and Campbelltown - had high bulk 
billing rates. (The same trends appeared when bulkbilling rates were based on 
percentages of services bulk billed by doctors who practised in the study area.) 
There were two anomolies: Melbourne, which had a moderate bulk billing rate, 
appeared to be the third most disadvantaged area, while Penrith, which ranked fifth 
in terms of disadvantage, had a high bulk billing rate. A problem with the RSED 
index is that some areas have high rates of poor and wealthy families. In the 
present sample, 39 per cent of Melbourne families had incomes of at least twice the 
poverty line while 31 per cent were poor. 

The effect of stereotypes of sodo-economic disadvantage 

Deeble (1991) maintained that most doctors bulk bill routinely 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. Overall, 63 per cent of those 
whose equivalent household incomes were below the poverty line were DSS families, 
and 55 per cent of all DSS families and only 6 per cent of other families had 
incomes at this level. Another 24 per cent of DSS families and 9 per cent of other 
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families had equivalent household incomes of between 100 and 120 per cent of the 
poverty line. 

The greater tendency for DSS families to be bulk billed did not simply result from 
their poverty line status. Of families with incomes below the poverty line (described 
as "very poor" by the Commission of Inquiry into Poverty 1975), average household 
incomes of DSS and non-DSS families were 89 per cent and 80 per cent of the 
poverty line respectively. Yet 89 per cent of these "very poor" DSS families and 63 
per cent of non-DSS families who were "very poor" were bulk billed. Virtually the 
same results applied to DSS and non-DSS families who had equivalent household 
incomes between 100 and 119 per cent of the poverty line: 92 per cent of the DSS 
families and 64 per cent of other families were bulk billed. Again, of those with 
incomes of 121 to 199 per cent of the poverty line, 90 per cent of DSS families were 
bulk billed, with the proportion of non-DSS families who were bulk billed falling to 
52 per cent. 

In Figure 2.10, the three eqUivalent household income groups are subdivided 
according to DSS family status and residential location, with study areas grouped 
according to bulk billing rates. For each group of families who were poor, DSS 
families were significantly more likely to be bulk billed than their non-DSS 
counterparts (p<.ool for each comparison). The same trends were apparent for each 
group with incomes of 121 to 199 per cent of the poverty line (p<.OOl for each 
comparison). In fact, for each of the three study area groups taken separately, non
DSS families who were financially poor were less likely to be bulk billed than DSS 
families with incomes of 121 to 199 per cent of the poverty. 

Rg..Je21O: Per cent bulk billed by DSS status, equivalent household income (as per cent of 
poverty line) and study area 
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Such trends are consistent with Deacon and Bradshaw's (1983) concept of "passport 
benefits": these authors noted that pensions/benefits are used by some service 
providers in Britain as a passport for eligibility to a range of free services, obviating 
the need for a separate means test. Poverty, per se, did not necessarily enable access 
to bulk billing. 

Family type also appeared to be related to payment arrangements independently of 
equivalent household income level, except for those with incomes of at least twice 
the poverty line (Figure 2.11). For the two lower income levels, comparisons 
between apparent bulk billing rates and family type were significant at the one per 
cent level or better for each study area grouping taken separately. For example, of 
the financially poor families, bulk billing applied to over 90 per cent of sole mothers 
and 46 to 83 per cent of couple families. (The overlap between family type and 
DSS status will be controlled for in a later analysis.) 

R~211: Per cent bulk billed by family type, equivalent household income (as per cent of 
poverty line) and study area 
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Compared with DSS family status and family type, occupational status did not 
appear to have such a strong effect upon payment arrangements (Figure 2.12). For 
example, of families who were financially poor, bulk billing rates varied little 
according to occupational status for those who lived in the low bulk billing areas (52 
per cent versus 50 per cent) and for those who lived in the high bulk billing areas 
(87 per cent versus to 80 per cent), while only a small but significant relationship 
was apparent for those who lived in moderate bulk billing areas (76 per cent versus 
62 per cent, p<.05). 

However, for the two lower income groups for which comparisons were possible, 
payment arrangements were related to work status independently of income level 
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Rg..re212: Per cent bulk billed by occupational status of father/sole mother, equivalent 
household income (as per cent of poverty line) and study area 
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Fig..re213: Per cent bulk billed by work status of father/sole mother, equivalent 
household income (as per cent of poverty line) and study area 
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(Figure 2.13). That is, for the financially poor and for those with incomes of 121 to 
199 per cent of the poverty line, families in which the father or sole mother did not 
have a job were more likely than other families to be bulk billed (p<.OI or better). 

Finally, with the exception of those in the high bulk billing areas, NESB families in 
each income grouping were significantly more likely to be bulk billed than their ESB 
counterparts (p<.OI or better, Figure 2.14). 

Ag.Je214: Per cent bulk billed by NESB/ESB status, equivalent household income (as per 
cent of poverty line) and study area 
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Thus, while bulk billing varied significantly with residential location, families 
belonging to groups which are typically considered to be disadvantaged were more 
likely than other families of the same income level to be bulk billed. There were 
some exceptions to these trends however. For example, where comparisons were 
possible, sole mother families with incomes of at least twice the poverty line were 

• 

• 

• 

• 

• 

• 

• 

no more likely to be bulk billed than couple mothers with similar incomes. Further, • 
some lower status groups with incomes of at least twice the poverty line (e.g. DSS 
families and families in which the father or sole mother did not have paid work) 
were not represented in sufficient numbers to compare their bulk billing rates with 
their higher status counterparts. 

These various SES measures overlapped in obvious ways. For example, DSS clients 
were more common amongst sole mother families than couple families (61 per cent 
versus 8 per cent), and families in which the father or sole mother did not have paid • 
work compared with other families (75 per cent versus 3 per cent). Further, lack of 
paid work was more likely to apply to sole mothers than to fathers in couple 
families (51 per cent versus 11 per cent). 

• 
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The extent of overlap between these SES indicators also varied with residential 
location, and was greatest in Elizabeth/Munno Para and smallest in Ryde. Thus, 
DSS clients included 86 per cent of sole mothers in Elizabeth/Munno Para and 33 
per cent of sole mother families in Ryde. Families in which the father or sole 
mother did not have paid work represented 90 per cent of DSS families in 
Elizabeth/Munno Para and 57 per cent of such families in Ryde. Again, 72 per 
cent of sole mothers in Elizabeth/Munno Para and 27 per cent of sole mothers in 
Ryde did not have paid work. 

Table 2.5 illustrates the importance of DSS status for payment arrangements. The 
first two columns show the bulk billing rates for families who varied in terms of 
both DSS and NESB/ESB statuses. These groups are further divided according to 
low, moderate or high bulk billing areas. The results suggest that the chances of 
bulk billing increases little for DSS families if they are also NESB rather than ESB 
families, while for non-DSS families, bulk billing is twice as likely for NESB families 
than ESB families who lived in the low bulk billing areas, and 1.6 times as likely 
for NESB families than ESB families who lived in the moderate bulk billing areas. 

Table 2.5: Percentage of families bulk billed by bulk billing rate of area, DSS 
status, NESB/ESB status, and family type 

English 
speaking 

Low Bulk Billing Areas 
Not DSS family 23 
DSS family 75 

Moderate Bulk Billing Areas 
Not DSS family 43 
DSS family 87 

High Bulk Billing Areas 
Not DSS family 72 
DSS family 95 

Non-English 
speaking 

49 
85 

68 
91 

77 
93 

Couple Sole mother 

27 33 
71 86 

47 59 
82 94 

72 
93 

81 
95 

Table 2.5 also shows the difference in bulk billing rates for DSS and non-DSS 
families who are also sole mother or couple families. For DSS and non-DSS families 
alike, the chances of being bulk billed were only 1.02 to 1.26 times as great for sole 
mother as couple families in each of these three bulk billing areas. That is, DSS 
status was the main factor affecting bulk billing. Chances of being bulk billed 
seemed to improve only slightly for sole mother families over couple families, and 
this increase in bulk billing chances for sole mother families is much the same for 
DSS and non-DSS families taken separately. 

Are the chances of being bulk billed greater in some study areas than others when 
SES level of families are taken into account? Logit modelling was employed to 
estimate the relative contribution of study area and some indicators of SES status. 
Residential location affected bulk billing rates over and above the effects of the 
specific SES indicators. In the process of developing a simple model, occupational 
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status, work status and equivalent household income were eliminated owing to their 
overlap with other factors or limited effect net of other factors. Dummy variables 
were created for low bulk billing (versus other) areas, and for moderate bulk billing 
(versus other) areas. The final model included five factors, three of which were 
direct effects: DSS status; whether or not families lived in low bulk billing areas; and 
whether or not they lived in moderate bulk billing areas. In addition two nested 
effects were included: whether or not the families were sole mother families in low 
or moderate bulk billing areas versus other families, or NESB families in low or 
moderate bulk billing areas versus other families. These specifications concerning 
residential location were added because bulk billing rates did not appear to vary 
according to family type and NESB/ESB status in areas where most people were 
bulk billed. 

All factors were significant (p<.OOl in each case). Consistent with Deacon and 
Bradshaw's (1983) concept of "passport benefits", DSS families were 2.5 times as 
likely as other families to be bulk billed, net of other factors. Again, when the other 
factors were controlled, sole mother families in low bulk billing areas were 1.4 times 
as likely as other families to be bulk billed, while NESB families from low bulk 
billing areas were 1.7 times as likely as other families to be bulk billed. A key 
result for the present study, however, concerns the strength of the independent 
effects of residential location on chances of being bulk billed: net of these various 
indicators of sodo-economic disadvantage, families from low bulk billing areas were 
1.6 times less likely than other families to be bulk billed, while those from moderate 
bulk billing areas were only 1.2 times less likely to be bulk billed compared with 
other families (from either high or low bulk billing areas). 

In short, residential location appeared to affect payment arrangements independently 
of whether or not families appeared to be soda-economically disadvantaged. Even 
if not poor, families with characteristics typical of the impoverished were more likely 
to be bulk billed than families who were poor but did not possess these 
characteristics. Further, of three indicators of SES - family type, ESB/NESB status 
and DSS status - bulk billing varied most according to DSS status. Unless 
otherwise stated, the concept ''bulk billing rates" in this and subsequent chapters will 
refer to the proportion of families who reported that their doctor did not charge 
them for a basic consultation. 

Proximity to service and modes of transport used 

As McClelland (1991) noted, level of equity in access is difficult to quantify, and 
other forms of costs bear upon this issue, including travelling and child care costs 
and lost wages. Unless there was evidence of unmet need for care, families were 
not asked about the direct or indirect costs incurred for travelling or child care, 
when visiting their medical centre. However, information was derived about 
proximity to services and modes of transport used. 

Over 70 per cent of all families reported that the main medical service they used 
was either within walking distance or within the same suburb, with 34 per cent 
stating the former (Table 2.6). Use of a service within walking distance was most 
likely for families in the inner areas, particularly those in South Sydney (66 per cent 
of families in South Sydney and 48 per cent in Melbourne), and least likely for 
families in the outer study areas of Melbourne (22 per cent in both Berwick and 
Werribee). 

Werribee families were particularly likely to attend a service within the same suburb 
but not within walking distance (63 per cent) and were particularly unlikely to 
attend a service in another suburb (14 per cent). Of all families, those in Berwick 
were the most likely to attend a service in another suburb (39 per cent). 
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Table 2.6: Distance of families from basic medical service mostly used by study area: percentage distribution 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para 

At home 0 0 0 0 0 0 0 0 
Within walking distance 22 22 28 33 36 31 35 48 

45 38 19 Within same suburb/town 39 63 41 45 34 
In another suburb/town 39 14 31 21 30 24 27 33 

Total N 419 465 402 385 420 507 365 403 

Given the above trends, South Sydney families were the most likely to indicate that 
some family members walked to their basic medical centre (63 per cent), followed 
by Melbourne families (44 per cent), while only 14 to 15 per cent in Berwick and 
Werribee reported this (Table 2.7). In total, 48 per cent of those who indicated 
"walking only" also reported "car/motorcycle only". Presumably different family 
members opted for one of these two forms of transport. The results concerning 
modes of transport are thus not mutually exclusive. 

Sydney 

1 
65 
13 
22 

258 

Table 2.7: Means by which families arrived at basic medical service by study area: percentage distribution 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para 

Walk only 15 14 23 23 30 19 26 44 
Bicycle 2 4 1 1 3 3 2 3 
Car or motorcycle 82 87 80 76 73 81 80 49 
Public transport & car 19 15 18 16 18 16 14 15 
Public transport only 5 4 9 4 7 5 4 12 
Other transport 0 1 1 1 1 0 0 1 

Per cents do not add to 100 because families could endorse more than one alternative 

Table 2.8 shows that, of those who stated that they lived within walking distance, 
walking to the centre remained most common for families in the inner study areas 
(89 per cent in South Sydney and 83 per cent in Melbourne), followed by 
Elizabeth/Munno Para families (72 per cent), and least common for Werribee and 
Box Hill families (50 and 53 per cent respectively). Of families in the other study 
areas who lived within walking distance, 60 to 68 per cent indicated walking. 

Table 2.8 also shows that differences in car ownership did not fully account for the 
above trends. For example, of families whose medical service was within walking 
distance, around 80 per cent of Melbourne and South Sydney families with two or 
more cars and 83 to 86 per cent of those with one car walked to their service, while 
40 per cent of Werribee families with at least two cars and 64 per cent with one car 
walked. POSSibly, traffic congestion and parking problems acted as incentives to 
walk for Melbourne and South Sydney families. 
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Table 2.8: Percentage of families with a car who walked to basic medical service by study area 

Berwick Werribee CampbeU Penrith Elizabeth Box Hill Ryde Melbourne South 
-town IMunno Para Sydney • 

One car 
Two or more cars 

65 
54 

64 
40 

72 
55 

64 
58 

There were too few families without a car in some areas to provide percentages 

73 
53 

58 
47 

66 
55 

83 
81 

Not surprisingly, most families in all study areas except South Sydney and 
Melbourne indicated that some family members relied upon a car or motorcycle to 
get to their main medical service (Table 2.7). In addition, 13 to 19 per cent of 
families in all study areas reported that both public transport and car/motorcycle 
was used by some members. Reliance on a car/motorcycle by some members was 
greatest in families with at least two cars (reported by 67 per cent of Melbourne 
families, 73 per cent of relevant South Sydney families, and 86 to 90 per cent of 
relevant families in other study areas). Of families with only one car, 53 to 54 per 
cent in Melbourne and South Sydney reported reliance on a car by some family 
members, while this applied to 69 per cent in Penrith, and 76 to 84 per cent in 
Berwick and Werribee. Possibly some inner city parents walked for personal 
consultations but drove when their young children needed to see their doctor. 

Relatively few families indicated that some members relied exclusively on public 
transport: 10 to 13 per cent in Melbourne and South Sydney, nine per cent in 
Penrith, seven per cent in Elizabeth/Munno Para and only four or five per cent in 
other study areas. "Other" forms of transport were reported by no more than three 
per cent in any study area, with two of these families referring to ambulances, and 
the others referring to taxis. 

Most families in all study areas managed to arrive at their centre in less than 10 
minutes. This was most commonly reported by Box Hill and Penrith families (72 
to 73 per cent), and least commonly reported by families in Campbelltown (59 per 
cent) and Melbourne (61 per cent). Between 80 and 94 per cent indicated that they 
could get to their basic medical service in less than 20 minutes, with Melbourne 
families being the least likely to indicate this and Box Hill families being the most 
likely. 

Of families who indicated that all members walked and never drove to the centre, 
journeys of less than 10 minutes were reported by close to 70 per cent in Werribee 
and Elizabeth/Munno Para, 78 per cent in Ryde and South Sydney, and over 80 per 
cent in the other areas. However, of those who used a car only, Melbourne and 
South Sydney families were the least likely to arrive in 10 minutes (56 to 59 per 
cent), while Box Hill and Penrith families were the most likely to do so (around 73 
per cent). 

Allied to these trends, Figure 2.15 indicates that families which did not own a car 
were less likely than other families to report journeys of less than 10 minutes, 
particularly if they lived in the outer Melbourne and Sydney areas (p<.OOl). 
Athough a similar direction of trends was apparent for South Sydney families, the 
results were not significant. 
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R{JJe215: Per cent who can get to service 'l'lithin 10 minutes 
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Given the small number of families without a car in some areas (e.g. 10 to 18 
families in Berwick, Werribee and Penrith), some study areas are grouped together 
in Figure 2.15. In terms of percentages, families in the inner study areas were the 
most likely to be without a car (21 per cent in South Sydney and 18 per cent in 
Melbourne), followed by Elizabeth/Munno Para families (12 per cent), then Penrith 
families (9 per cent). Only two to five per cent of families in the other areas were 
without cars. 

Of families without cars, journeys of less than 10 minutes applied to around 38 per 
cent of those who lived in the outer Melbourne and Sydney areas and in the 
Melbourne study area, 46 per cent in Elizabeth/Munno Para, and 57 per cent of 
families in South Sydney and the two middle areas. The majority of families with 
cars reported journeys of less than 10 minutes. However, much the same 
proportions of Elizabeth/Munno Para families with one car and of Box Hill, Ryde 
and South Sydney families without a car reported journeys of less than 10 minutes. 

Overall, sOdo-economically disadvantaged families were less likely than other families 
to report that their medical service was within 10 minutes from home. This was 
mentioned by: 58 per cent of the poor and around 68 per cent of other families; 55 
per cent of sole mother families and 67 per cent of couple families; and 54 per cent 
of NESB families and by 67 per cent of other families. However, differences were 
not Significant for all study areas, and those which were significant depended on the 
nature of the SES indicator used (Figures 2.16 to 2.21). None was significant for 
Penrith and South Sydney families, while four of the six SES indicators were 
significant for Melbourne and Elizabeth/Munno Para. 
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Differences between SES groups in car ownership played an important role in these 
trends. Length of journey (less than 10 minutes or longer) for families without a car 
did not vary significantly according to the above-mentioned SES indicators. For 
those with at least one car, the greater tendency for the higher SES groups to report 
journeys of less than 10 minutes reached statistical significance given the large 
sample sizes, with the greatest difference in proportions reporting such relatively 
short journeys derived for NESB and ESB families with cars (56 per cent and 69 per 
cent respectively, families in all study areas combined). These trends could not be 
explained by differences between NESB and ESB families' modes of transport used. 
For example, for these families with cars, journeys of less than 10 minutes were 
reported by 51 per cent of NESB families who used a car/motorbike exclusively to 
get to their medical service and by 67 per cent of their ESB counterparts (p<.OOI). 
POSSibly, the longer journeys of some NESB families reflect decisions to venture 
further afield in order to meet certain priorities specifiC to these families. 

Rg..re216: Per cent who can get to service within 10 minutes by DSS family or non-DSS 
family 
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Journeys of at least 20 minutes were reported by only eight per cent and 17 per cent 
of ESB and NESB respectively, with journeys of at least 30 minutes reported by two 
per cent and five per cent respectively. Only two to four per cent of all families in 
each study area reported journeys of at least 30 minutes. The latter were asked to 
indicate their reasons for such long journeys. Some reported that they made these 
trips in order to see a doctor who could speak their language, who was of the same 
ethnic background, or who understood the family's culture. For example: 

They are Cambodian dodors and easy to talk to; 
We want to see a doctor who we can talk to and who knows our culture; 
We have common language and culture. 
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Rg.Je217: Per cent who get to service within 10 minutes by equivalent househdd incane (as per 
cent of poverty line) 
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Rg.re218: Per cent who can get to service within 10 minutes by family type 
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Rg..Je2'S Per cent who can get to the service within 10 minutes by NESB/ESB 
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Rg.Je22t Per cent who can get to the service within 10 minutes by number of cars 
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However, the most common reasons offered for such long trips covered knowing, 
liking and trusting the doctor, perceiving this doctor as a friend, maintaining 
continuity of high quality care after moving residence, and seeing this doctor as their 
family doctor, for example: 

We have been going to this doctor for around 12 years and trust him; 
This doctor knows all the family and he is very good; 
He's a very good doctor - we trust him; 
Our family doctor is there and he knows us personally; 
It's a long established relationship; 
The doctor is a very good 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; 
He has been our family doctor for about 30 years; 
We like the doctor and he has all our records; 
I trust the doctor - he is thorough. 

Rg.re221: Per cent who can get to service within 10 minutes by whether they had a job 
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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 experienced by a 
family member, while others indicated that they sought out a female doctor, a doctor 
who was good with children, or said that they had not found a "good" local doctor. 

Other explanations included use of public transport, proximity of service to work or 
school, and choice of a centre which bulk bills, or a centre which is usually open 
and has a low waiting time. Five families in outer areas who travelled for at least 
30 minutes reported that the service they used was the closest to home. 
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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. 
Nevertheless, while the majority of families attended a service which was less than 
ten minutes from home, it was expected that reports of longer journeys would be 
more apparent for those who reported a free service and who lived in areas in 
which bulk billing appeared to be less common. Length of journey (less than 10 
minutes or longer) varied significantly with payment arrangements (bulk billing or 
not) for Box Hill and Ryde families only - the study areas with the lowest and 
third lowest bulk billing rates (based on families who reported no fees). Consistent 
with expectations, journeys of 10 minutes or longer were more likely to be reported 
by families in these two areas who were bulk billed than by their counterpars who 
paid fees: (36 per cent versus 24 per cent of Box Hill families: p<.Ol; 43 per cent 
versus 30 per cent of Ryde families: p<.05). Berwick families ranked second lowest 
in terms of bulk billing rates. Journeys of at least 10 minutes were reported by 39 
per cent of families who were bulk billed and 35 per cent of families who were 
charged fees. 

R!JIe222 Per cent of families who report service within walking distance by study area 
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Of those who were b~lk billed, families in the inner study areas - particularly 
South Sydney families - were the most likely to have their medical service within 
walking distance from home (70 per cent and 56 per cent of South Sydney and 
Melbourne families respectively). South Sydney families ranked second in terms of 
bulk billing rate and in terms of concentration of GPs, while Melbourne families had 
the highest concentration of GPs but ranked fifth in terms of bulk billing rates. For 
each of these areas, Figure 2.22 shows that families who were bulk billed were more 
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likely than other families to report that their service was within walking distance 
from home (70 per cent versus 51 per cent of South Sydney families, p<.05; 56 per 
cent versus 36 per cent of Melbourne families, p<.OOl). In other study areas, 
relationships between payment arrangements and having a service within walking 
distance were not significant. Regardless of payment arrangements, less than one 
quarter of those in Werribee and Berwick reported having a service within walking 
distance. 

In short, most families managed to arrive at their medical service within 10 minutes 
from home, although this was more commonly reported in some study areas than 
others. Some of the factors relating to these differences include the joint effects of 
car ownership and locality (outer areas or not), and various preferences including 
walking to the centre, use of a free service, or being treated by a doctor who meets 
other priorities of families. 

N on-use of basic medical services 

Another important consideration in the assessment of access to services concerns 
failure to use a basic medical service when needed. Although "need" will be defined 
differently by different groups, it appears that for most people, the decision to seek 
medical attention is not made lightly (see Pitts 1991). Some may simply adjust to 
their health problems and no longer perceive a need to see their doctor. 
Furthermore, while many people may agree that they ought to have periodic check
ups for preventive health purposes, those who procrastinate about this matter 
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. 

In total, only seven per cent of families 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. Campbelltown families were the most likely to report such unmet need 
(13 per cent), followed by those in Elizabeth/Munno Para (10 per cent), while 
families in the middle study areas (Box Hill and Ryde) were the least likely to do 
so (4 per cent). Given the large sample size, such locational differences were 
statistically significant (p<.OOl). 

Reports of unmet need were nearly three times as common for families who 
attended as out-patients at public hospitals only (20 per cent) compared to families 
who visited private doctors only or community health centres only (7 per cent for 
each type of service, p<.Ol). While relatively few families indicated unmet need, 
such reports tended to be more common amongst families exhibiting socio-economic 
disadvantage other than NESB status (Table 2.9). 

However, with the exception of Melbourne-based families, few if any Significant 
relationships between SES status and reports of unmet need were derived for each 
study area taken separately. For families living in Melbourne, reports of unmet need 
applied to marginally higher proportions of the financially poor than to other 
families, DSS families than other families, sole mother than couple families, and 
families in which the father or sole mother did not have paid work compared with 
other families. 

For families in Berwick, Campbelltown, Box Hill and Ryde, relationships between 
SES indicators and reports of unmet need were Significant for only one or two SES 
indicators, while in other areas, no such relationships were significant. 
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Table 2.9: Percentage of families who needed basic medical service but did not use 
it by selected characteristics 

Selected characteristics % 

Family income 120 % or less of poverty line 9 
Family income 121 to 199 % of poverty line 7 

Family income 200 % or more of poverty line 5 

Not DSS family 6 
DSS family 11 

Couple 6 
Sole mother 11 

Parents current/last job professional 5 
Parents current/last job not professional 9 

Parents in paid work 6 
Parents not in paid work 10 

English speaking 7 
Non English speaking 7 

Overall 13 per cent of families without a car and 7 per cent of those with a car 
reported unmet need (p<.OOl), but at the study area level, unmet need varied 
significantly with car ownership for Melbourne families only (where 17 per cent of 
those without a car and 4 per cent of those with a car reported unmet need). 

In short, most families indicated that their family members had received medical 
treatment when required in the previous 12 months. However, reports of unmet 
need were more common for families who used outpatients services at public 
hospitals than for families who used a private doctor or community health centre, 
and were slightly more common for the sodo-economically disadvantaged (but not 
NESB families), including those without a car. At the study area level, such effects 
tended to be apparent for families in Melbourne only, although one or two SES 
effects were apparent in some of the other areas. 

Family members experiencing unmet need 

Families who reported that a household member had not used a basic medical 
service when needed were asked to indicate which members were in this position. 
The data in Table 2.10 refer to percentages of applicable families only. Parents 
appeared to look after their children first; of these families, unmet need was more 
likely to apply to parents than to any of the four age groups of children. Only 10 
per cent with other household members (e.g., grandparents, aunts, uncles etc.) who 
reported unmet need indicated that such need applied to these people. 
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Table 2.10: Family members who needed to use a basic medical service but did not 
do so: per cent of those reporting unmet need 

Family member 

Father 
Mother 

Child under 5 
Child aged 5 - 11 
Child aged 12-17 

Childe aged 18-19 
Other 

% 

51 
51 
28 
29 
22 
18 
10 

Given the small number of relevant families in some study areas who indicated 
experiences of unmet need, the results concerning Iocational differences are presented 
for families in five study area groupings: the inner areas, the middle areas, outer 
Sydney areas, outer Melbourne areas, and Elizabeth/Munno Para. Further, the 
children are grouped into two ages: under 12 years old and 12 to 19 years old. The 
results are presented in Figure 2.23. 

f9Je2.Zi: Family members for whom unme1 need for basic medical services were reported 
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No significant differences were apparent across study areas in the proportions of 
families reporting that the father or the two groups of children failed to receive 
treatment, but the incidence of unmet need for mothers varied significantly (p<.05): 
of relevant sole mother or couple families, mothers were nominated as having 
experienced unmet need by two thirds in the inner study areas and 
Elizabeth/Munno Para and just over one third in Berwick or Werribee. 

Reasons for not using a basic medical service 

Table 2.11 shows that the most common reasons offered for not using a basic 
medical service when needed were that families could not afford it (26 per cent) and 
the service has long waiting periods (25 per cent). Nineteen per cent referred to 
travel difficulties and 20 per cent indicated that there was some reason for non-use 
other than those listed in the questionnaire, for example: unavailability of an 
appointment at a suitable time, the service was closed, inability to get an 
appointment with the doctor of choice, being too sick to attend the service, inability 
to afford the costs of medicines or after-hours visits, embarrassment, and fear of 
being asked to give up work. Of all reasons listed, the least commonly endorsed 
concerned lack of a service which suited the family's culture or ethnic background 
(3 per cent). These proportions refer to families who reported unmet need - a 
minority of families. 

Table 2.11: Reasons for not using a needed basic medical service: per cent of those 
reporting unmet need 

Reason 

Couldn't afford it 
Long waiting periods 

Other 
Travel difficulties 

Unable to get time off work 
Unwilling to use service 

Dissatisfied with local services 
No-one to look after children 

No local service available 
Service unsuited to culture/ethnic background 

% 

26 
25 
20 
19 
17 
17 
16 
16 
12 
3 

Families in the outer study areas were twice as likely as those in middle or inner 
study areas (taken together) to report travel difficulties (22 per cent versus 11 per 
cent) - a trend which approached significance (p = .05). The proportions of outer 
study area families with unmet need reporting travel difficulties ranged from 15 per 
cent in Werribee to 27 per cent in Campbelltown. 

Of those who reported unmet need, Werribee families were the most likely to state 
that no local service was available (26 per cent), followed by families in the other 
outer study areas (combined; 13 per cent). Only 6 per cent of those in the middle 
or inner study areas combined endorsed this reason (p<.05). In addition, another 
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five of the nine Werribee families who endorsed the "other" category referred to the 
service being closed, the hospital emergency service being on strike, lack of 
availability of beds and so on. 

Statistically significant locational differences were also apparent for reports of 
inability to afford the service, with those in Berwick being the most likely to endorse 
this reason (48 per cent), followed by families in either Box Hill or Ryde (38 per 
cent). That is, failure to receive treatment when needed because of inability to afford 
the service was reported by families in the three study areas with the lowest 
apparent bulk billing rates. Families in these study areas were also the most likely 
to report fees of $25.00 or more. Only 18 per cent of families reporting unmet need 
who lived in the high bulk billing areas (as defined earlier) reported inability to 
afford the service. The relationship between high, moderate and low bulk billing 
areas and endorsement of this reason was significant at the one per cent level. 

Nevertheless, reports of inability to afford the service did not vary significantly with 
the family's actual payment arrangements for basic medical services: 24 per cent of 
those who were bulk billed and 28 per cent of those who paid fees gave this as 
their reason underlying unmet need. Other costs, such as foregone wages, travelling 
costs and costs of any medications, may operate as important disincentives to seeking 
treatment for low income families (see Tayler, 1994). 

Given the small number of families reporting unmet need, analysis of the 
relationship between reports of inability to afford the service and equivalent 
household income for those bulk billed and not bulk billed taken separately required 
re grouping of income data into two levels. Since the patterns of responses on this 
issue appeared similar for the two lowest of the three income groups, the responses 
of these 54 families taken together were compared with those provided by the 
highest income group: those with incomes of at least 200 per cent of the poverty 
line, of whom half were bulk billed and half payed fees. 

For both payment arrangement groups taken separately, families with incomes of less 
than 200 per cent of the poverty line who reported unmet need were more than 
twice as likely as their counterparts with higher incomes to report inability to afford 
the service as a reason for not seeking treatment when needed (32 per cent versus 
15 per cent of those not bulk billed and 27 per cent versus 11 per cent of those bulk 
billed). However, given the small sample size, these results were not significant 
(p<.10 for the bulk billed and privately billed groups taken separately). 

Occupational status was the only other SES indicator which had sufficient numbers 
in each category to allow comparisons to be made for those who were charged fees 
or bulk billed, taken separately. Of those who were charged fees, 
professional/managerial families were less likely than other families to give inability 
to afford the service as the reason underlying unmet need (36 per cent versus 15 per 
cent, p<.05), while endorsement of this reason was not related to occupational status 
for those who were bulk billed (21 per cent of professional/managerial families and 
26 per cent of other families endorsed this reason). 

Not surprisingly, reports of travel difficulties as a reason for unmet need varied 
significantly with car ownership (p<.OOl). Of those indicating unmet need, this 
reason was provided by 42 per cent of those without a car, 23 per cent of those with 
one car, and only 8 per cent of those with two or more cars. 

In addition, reports of child care difficulties varied significantly with age of youngest 
child (p<.Ol), and applied to 24 per cent of those with preschoolers, 14 per cent of 
those whose youngest child was 5 to 11 years old, 10 per cent of those whose 
youngest child was 12 to 15 years old, and none of those with older children. 
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Finally, lack of a service suitable for the family's culture or ethnic background was 
reported by 13 per cent of NESB families and only one per cent of ESB families 
(p<.OOl). Again, it is important to point out that these percentages are based on all 
those who indicated that a family member experienced unmet need - a minority 
of families in each study area. 

After-hours medical care 

Health problems can strike at times which are very inconvenient for both patient and 
doctor. Indeed, minor and major accidents often occur during weekends, outside the 
normal surgery hours of the family's usual doctor. Assessment of access to basic 
medical care thus requires examination of they ways people manage when 
confronted with "after-hours" need for medical attention. 

Families were asked to indicate the 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. The majority indicated that they visited services 
rather than received home visits. Visits to an after-hours or 24 hour service were 
most commonly mentioned (45 per cent of all families). While such clinics provide 
a range of services, the NHS 0992, Background Paper No.lO) points out not all these 
services would be available after hours (e.g. X-ray services). 

While only two per cent of families indicated that they usually attended a public 
hospital for basic medical care in general, 30 per cent reported that they visited a 
public hospital for after-hours care. The important contribution public hospitals 
make in providing access to after hours care has been noted by the NHS (1991, 
Issues Paper No.l). Of those using hospitals for these exceptional circumstances, 
over 90 per cent attended a private doctor at other times. 

Sixteen per cent reported that their usual doctor "will take us or will make after
hours home visits", and 10 per cent indicated that a 24 hours medical service would 
visit their home. Three per cent of families said that they made some other 
arrangement when after-hours medical care was required. For example, they waited 
until the next day to see a doctor, they already had a doctor in the family, or they 
contacted a pharmacist, homoeopath or some other health professional. It thus 
seems that after-hours medical treatment was usually achieved when required. 

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 four per cent). 

The state governments bear some of the cost burdens of funding hospitals but not 
health services provided by medical practitioners in the community. The latter 
services include not only the family's usual medical centre, but also 24 hour clinics. 
It is thus in the interests of the state governments to divert patients to such general 
practice services for basic medical care (see NHS 1992, Background Paper No.lO). 
The financial incentive to use public hospitals (which provide services free of charge) 
would no longer be as great in metropolitan areas with the growth of 24 hour clinics 
which often advertise that they are bulk billing services. A disincentive relating to 
use of public hospital use concerns the long waiting period typical of many hospitals 
(see NHS 1992, Background Paper No.lO). 

The type of service used varied significantly with study area. As Table 2.12 
indicates, Penrith families were particularly likely to use an after-hours/24 hour clinic 
(69 per cent). Only 18 per cent of families in Penrith used a public hospital. 
Penrith not only has a public hospital in the municipality (the Penrith District Health 
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Service which incorporates the Nepean Hospital and the Governor Philip Special 
Hospital), but also has the Westmead Hospital in a nearby suburb. 

Visits to an after-hours/24 hour service were mentioned by more than half the 
families in Berwick, Campbelltown and Ryde, and by only 29 per cent of those in 
Melbourne and Werribee. A public hospital was the most commonly used service 
for Werribee and Melbourne families, particularly the former group (51 per cent and 
37 per cent respectively). At the time of the survey, there was a public hospital 
with 60 beds in Werribee which has since been replaced with a new hospital with 
127 beds. The original hospital offered a restricted after hours service, while the 
new hospital provides a 24 hour service for medical emergencies. The closest 
alternative public hospital is the Western Hospital in Footscray, some 25 km away. 
Melbourne is relatively well serviced with public hospitals (e.g., Royal Melbourne 
Hospital, Royal Women's Hospital, Royal Children's Hospital, Mercy Hospital for 
Women, and St. Vincent's Hospital). 

Table 2.12: Percentage of families using after hours medical services by study area 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para Sydney 

After hours / 24 hr clinic' 56 29 58 69 34 41 54 29 41 
Public hospital' 22 51 25 18 24 26 25 37 39 
Usual doctor 19 15 13 11 17 23 20 13 15 
House calls bv after 

hours medical service' 7 7 4 4 35 8 4 12 8 
Other 4 2 1 1 2 3 2 5 5 

NOTE: This was a multiple response question. Some familes indicated that they used more than one type of service, thus the sum 
of percentages in each column is greater than 100. 

I P < .05 
2 P < .01 
, P < .001 

As for Melbourne, South Sydney also has several public hospitals within or close to 
its boundaries (e.g. Royal South Sydney Hospital in Zetland, Royal Hospital for 
Women in Paddington, Rachel Forster hospital in Redfern, St Vincent's Hospital in 
Darlinghurst, and the Royal Prince Alfred Hospital and Royal Alexandra Hospital 
for Children in Camperdown). Much the same proportions of South Sydney and 
Melbourne families reported use of a public hospital (37 to 39 per cent), but South 
Sydney families were more likely than Melbourne families to visit an after-hours/24 
hour service (41 per cent versus 29 per cent). 

Public hospitals were visited by 22 to 26 per cent of families in Campbelltown, 
Elizabeth/Munno Para, Box Hill, Ryde, and Berwick, and by only 18 per cent in 
Penrith. Berwick is the only study area without a public hospital. The closest 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 attended 
the more distant Monash Medical Centre in Clayton (Brownlee 1993). 

Of all study areas, treatment by the family's usual doctor was mentioned most 
commonly by those in Box Hill (23 per cent), Ryde (20 per cent) and Berwick (19 
per cent), but for families in these study areas, visits to an after-hours/24 hour 
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service were most commonly mentioned, and visits to a public hospital seemed more 
likely, or as likely as, treatment by the family's usual doctor. 

Elizabeth/Munno Para families were atypical in that 35 per cent mentioned that they 
arranged house calls by an after-hours medical service. Such home visits were 
reported by only 4 to 12 per cent of families in all other study areas. There was 
one public hospital in Elizabeth (the Lyell McEwin Health Service), and another in 
Gawler, north of Munno Para (Hutchinson Hospital). Use of an after-hours medical 
service for home visits varied significantly with DSS status but remained greater for 
both DSS families and other families in Elizabeth/Munno Para compared with other 
study areas: 49 per cent of DSS families and 27 per cent of non-DSS families in 
Elizabeth/Munno Para arranged such home visits (p<.OOl). Trends in car ownership 
did not explain the disproportionate numbers of DSS families using such a service: 
58 per cent of DSS families without a car and 45 per cent of DSS families with a car 
called up such a service (p>.10). (Only five non-DSS families without a car 
answered this question.) 

Equivalent household income 

The overall patterns of after-hours service use by families in the three equivalent 
household income groups were similar: 40 to 47 per cent of the three income groups 
indicated that they visited a 24 hour service, 27 to 33 per cent used a public 
hospital, 14 to 17 per cent were treated by their usual doctor, 8 to 15 per cent were 
visited by an after-hours service and 2 to 4 per cent referred to some other 
arrangement. These figures are based on all families, and include families who 
indicated more than one type of service. The growth of 24 hour bulk billing services 
provides access to after hours care for the non-DSS families who were poor and who 
might otherwise need to rely on a public hospital. 

NESB/ESB status 

A public hospital was the most commonly used service by NESB families in which 
at least one parent had little if any command of English ("NESB/poor English" 
families). This service was mentioned by 46 per cent of NESB/poor English families, 
34 per cent of other NESB families ("NESB/ good English" families), and 28 per cent 
of ESB families. An after-hours/24 hour service was used by 47 per cent of ESB 
families, 44 per cent of NESB/ good English families, and 26 per cent of NESB/poor 
English families. 

These results are consistent with some previous research outlined by the NHS, 
although the NHS found that NESB people were not over-represented in a sample 
of patients attending emergency departments (the first point of contact) at public 
hospitals. The availability of interpreter services together with cultural factors linked 
with perceptions of the type of services which should be used have been advanced 
as reasons for earlier trends concerning the disproportionately high numbers of NESB 
people using public hospitals for primary medical care (see NHS 1992 Background 
Paper No.10). Both these issues are relevant to accessibility of suitable services for 
NESB families. 

Only 34 per cent of NESB families indicated that one or both parents had poor or 
no command of English. There were thus too few NESB / poor English families in 
some of the study areas to examine trends in after-hours service use for these 
families. However, differences between study areas were apparent in the types of 
services used by all NESB families. The following analysis is based on those who 
used only one of the four main types of services listed in Table 2.10 (86 per cent of 
all families). 
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Use of a public hospital by NESB families was particularly likely in Melbourne, and 
was mentioned by nearly twice as many NESB than ESB families in this area (60 per 
cent versus 32 per cent). In Ryde and Box Hill, NESB families were also more likely 
than ESB families to use a public hospital, although the proportions doing so were 
lower in these areas than in Melbourne (36 per cent versus 19 per cent in Ryde; 40 
per cent versus 23 per cent in Box Hill). In some areas, use of a public hospital did 
not vary with NESB/ESB status, particularly in Werribee where this type of service 
was the most commonly mentioned. service for both groups (48 to 52 per cent), and 
in Campbelltown and Penrith where an after hours/24 hour service was the 
preferred service. Use of a public hospital was reported by 24 to 26 per cent of 
NESB and ESB families in Campbelltown, and by 15 to 16 per cent in Penrith. 

It is difficult to interpret these results, for no information was derived about the 
number of alternative after-hours services available, the availability of interpreters 
and so on. In Werribee, a public hospital was most commonly service, regardless 
of NESB/ESB status and income level, either suggesting that the local public hospital 
was exceptionally good or alternative services were very limited. The former 
suggestion seems unlikely given the relatively unfavourable evaluations of Werribee 
families, as outlined below. 

Evaluations of the availability of after-hours services 

The opinions of families about the availability of after-hours services provide further 
insight into level of access. Families were asked to rate the availability of after
hours medical care in their "area", using a four point rating scale (where 1 = 
"Excellent"; 2 = "Good"; 3 = "Fair"; and 4 = "Poor"). Alternatively, families could 
endorse the response options "No after-hours service exists" or "Don't know". The 
concept "area" was not defined for families. Some may have been referring to their 
immediate neighbourhood; others may have been referring to their suburb, 
municipality or a wider area. 

Only three per cent of the total sample, and one to six per cent in each study area 
indicated that no such service was available. Thirteen per cent of all families 
endorsed the "don't know" option, including 5 to 9 per cent of families in 
Elizabeth/Munno Para, Penrith and Campbelltown, and 11 to 17 per cent in all other 
study areas except Melbourne. In Melbourne, 25 per cent of families indicated such 
uncertainty. Research by the NHS into patients attending hospital emergency and 
outpatients services suggests that other families may have had poor knowledge of 
the alternatives available to them (NHS 1992, Background Paper No.10). Level of 
accuracy of knowledge concerning the availability of such services represents an 
important factor relevant to level of access. 

The mean rating for all those who provided ratings was 2.3, between "good" and 
"fair". Forty-two per cent of families felt that the availability of after-hours services 
in their area was "good", 26 per cent described it as "fair", 19 per cent as "very 
good", and 14 per cent as "poor". 

In this analysis, the higher the mean rating, the more negative was the evaluation. 
The mean ratings of the five outer areas ranked highest, followed by those for South 
Sydney and Ryde, while the means for Box Hill and Melbourne areas ranked lowest. 
However, the significqnce of differences between means suggests a more complex 
picture. 

Werribee families provided the most negative evaluations (mean = 3.03, between 
"fair" and "poor:"). This mean rating was significantly higher than those for all other 
areas. While Campbelltown families appeared to be less disparaging about after
hours services than Werribee families, the mean rating for Campbelltown families 
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(2.65) was significantly higher than the means for the other seven areas, suggesting 
that Campbelltown families also viewed the availability of after-hours medical 
services in a relatively negative light. The lowest mean ratings were derived for 
Melbourne (2.00) and Box Hill (2.03), and these mean ratings were significantly lower 
than those for all other areas except Ryde (2.15) and South Sydney (2.16). 

Evaluations of the availability of after-hours services also varied significantly with 
type of service used, when differences between study areas were controlled. This 
analysis was based on families who used one type of service exclusively. Those who 
visited public hospitals provided the least favourable ratings (mean = 2.67), followed 
by those who arranged for home visits by an after-hours service (mean = 2.47), then 
those who visited an after-hours/24 hour service (mean = 2.24). Families who were 
seen by their usual doctor provided the most favourable evaluations (mean = 2.00). 
While all these means are significantly different from each other, all fall between 
the ratings, "fair" and "good". 

In Table 2.13, families who used one of the four main types of after-hours medical 
service exclusively and who provided ratings about the availability of after-hours 
services are subdivided according to study area and type of service used. The 
proportions who rated the availability of after-hours services as "fair" or "poor" are 
presented. Regardless of type of service used, Werribee families were the most likely 
to describe after hours services as fair or poor, but this was particularly the case for 
those who used a public hospital (85 per cent) - the most common service used for 
after hours medical care. Such relatively negative evaluations were provided by 74 
per cent of Campbelltown families who used a public hospital and by 34 to 41 per 
cent of the Campbelltown families who used other types of services. 

With the exception of Box Hill families, those using a public hospital were more 
likely than those who visited an after-hours/24 hour clinic to rate the availability of 
after-hours medical services as fair or poor. This is not surprising given the long 
waiting hours which tend to apply in public hospitals (see the NHS 1992, 
Background Paper No.10). Nevertheless, only 28 per cent of Box Hill families who 
used a public hospital provided such negative evaluations. 

Table 213: Percentage of families evaluating after hours medical services used as only "poor" or "fair", by study area 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para 

After hours / 24 hr clinic 38 54 41 33 
Public hospital 53 85 74 60 
Usual doctor 10 65 32 38 
House calls by after 

hours medical service 38 

Note: This table is based on families which used one type of service exclUSively . 
. less than 20 families using this service provided ratings 

32 
58 
15 

50 

27 28 20 
28 43 36 
13 10 18 

29 32 

Finally, for each type of service used, less than half of those living in the inner and 
middle areas considered the availability of after-hours services to be "fair" or "poor". 
For the outer areas, more than half of families in at least one of these "service-user" 
groups provided such relatively negative evaluations, while as noted above, the 
majority of Werribee families in each of the three. main service user groups 
considered the availability of after-hours services in this light. 
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Summary and conclusion 

Nihas (1994) describes the Commonwealth Government's Social Justice Strategy as 
a "sheltering umbrella" which has Access and Equity as one of its key "spokes". 
Removal of barriers to access to health services is an important goal for both spoke 
and umbrella. The present chapter focused on some potential barriers: financial 
difficulties, proximity to services and modes of transport, including car ownership. 
In addition, the incidence of, and reasons for, failure to receive basic medical services 
despite perceived need were examined. The extent to which these indicators of 
levels of access varied with residential location formed a major question shaping the 
analysis. 

Most families in all study areas attended a private doctor, although use of a public 
hospital or community health centre was more common for families in some study 
areas than in others. Few families attended other types of services for basic medical 
care. Since all members of most families attended a private doctor, there was the 
potential for GPs to be seen as "family doctors" and to provide continuity of care. 
However, community health centres may also provide continuity of care and a 
shared view of health care needs of families. 

The majority of families used a service within the same suburb or within walking 
distance from home, with families in the inner areas (Melbourne and South Sydney) 
being the most likely to use a service within walking distance. Not surprisingly, 
these two groups - particularly in South Sydney - were the most likely to walk 
to their medical centre. Most families in all other areas relied upon a car (or 
motorcycle), and this was particularly so for families with two cars. Few families 
relied on public transport. 

Whatever the mode of transport, most families in all study areas managed to arrive 
at their medical centre in less than 10 minutes, although differences between areas 
were apparent: journeys of less than 10 minutes were particularly likely for Box Hill 
and Penrith families and least likely for those in Campbelltown and Melbourne. Not 
surprisingly, families which did not own a car - especially those in the outer 
Melbourne and Sydney areas - were less likely than other families to report such 
short journeys. Journeys of less than 10 minutes were also less commonly reported 
by some socio-economically disadvantaged families, although differences were not 
significant for all study areas and those which were significant depended on the 
indicator of disadvantage used. 

For some families, use of a nearby service which charges fees may be cost-effective; 
travelling time may incur additional expenses in the form of petrol costs, lost wages 
or child care costs. For others, the most cost-effective strategy may involve relatively 
long travelling times to enable consultation with a doctor who bulk bills for them. 
However, the comments of those who reported journeys of more than 30 minutes 
highlighted the potential importance of other aspects of access, including having a 
doctor who provides a "family orientation", is trustworthy and seen as a friend, or 
can speak the same language or has the same cultural or ethnic background. 

Considerable attention in this chapter was directed to financial aspects of equity of 
access. Other things being equal, equity in access would suggest that families with 
health problems which require many visits to their doctor and those in financial 
difficulties would manage to have a free service. However, receipt of a free service 
for the family was unrelated to whether or not a member had chronic or long term 
health problems, and levels of payment varied significantly according to study area. 
Box Hill and Berwick families were the least likely to report that they were bulk 
billed while such a service was reported by the majority of families in three of the 
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four Sydney areas (Penrith, Campbelltown and South Sydney) as well as in 
Elizabeth/Munno Para. 

The proportion of families who indicated that they paid no fees is lower than would 
be expected on the basis of Medicare data concerning the proportion of services 
which are bulk billed by non-specialist doctors who practised in the areas, with this 
difference being greatest for Berwick, Box Hill and Ryde. Regardless of the actual 
billing arrangements, perceptions are important to tap, for they shape personal 
evaluations and behaviour. Furthermore, these perceptions were consistent with the 
Medicare data in that they suggested that Box Hill and Berwick were the lowest 
bulk billing areas, while Elizabeth/Munno Para, Campbelltown, South Sydney and 
Penrith were the highest. 

The likelihood of a family reporting that it was bulk billed was greater for the socio
economically disadvantaged families in most study areas, and where this did not 
apply, relatively high rates of bulk billing were reported by the advantaged as well 
as disadvantaged. At the same time, socio-economically disadvantaged families from 
low bulk billing areas seemed less likely than their counterparts from high bulk 
billing areas to be bulk billed. Indeed, of the financially poor families, 50 per cent 
in Berwick, 44 per cent in Box Hill, and around one third in Ryde and Werribee 
paid fees. Further, the chances of being bulk billed continued to vary with 
residential location when differences in the socio-economic status of families were 
controlled. 

Two alternative explanations for locational differences in reported bulk billing rates 
were tested: that bulk billing rates vary inversely with socio-economic status of the 
area rather than of the individual family, and that bulk billing rates are influenced 
by competition for patients and hence vary positively with level of concentration of 
GPs relative to the population. There appeared to be some correspondence between 
socio-economic status of an area and bulk billing rates in the predicted direction, but 
conflicting evidence concerning a relationship between bulk billing rates and 
concentration of GPs. 

• 

• 

• 

• 

• 

• The chances of a free service for families who were poor seemed to depend partly 
on whether or not they exhibited characteristics which are typical of families in 
financial difficulties. For example, of those who were poor, bulk billing was less 
likely to be reported by non-DSS than DSS families, by families headed by couples 
rather than sole mothers, and by ESB than NESB families. When these three factors 
were considered together, being a DSS family was a particularly important predictor 
of bulk billing. Indeed, DSS pensions/benefits rather than poverty seemed to be • 
used as the criterion for eligibility for a free service in low bulk billing areas. The 
medicare system has been successful in ensuring that most DSS families manage to 
achieve basic medical care without paying fees, but some of those in greatest need 
were missing out on this service. 

It was not possible to determine whether families who were bulk billed attended a • 
service which bulk billed all clients or which selectively bulk billed for them. 
Further, it was not possible to determine the level of choice available for some 
families in financial difficulties who paid fees, although choice of a free service 
seemed more limited for families in some areas, particularly Box Hill and Berwick. 
At the same time, some families who were poor may have preferred to pay fees in 
order to attend a service which met a combination of other needs (for example, 
attending a doctor whose practice is seen as within reasonable distance from home, 
who is good with children, and who has the same cultural or ethnic background). • 

A small minority in each study area reported that a family member failed to seek 
medical treatment when required. This was more likely to apply to parents than to 
children, and was more common for families who usually attended public hospitals, 
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and for families who were without a car or exhibited most other forms of socio
economic disadvantage examined. Various reasons for experiencing unmet need 
were provided, and included costs of the service in general and travel difficulties, 
as well as failure to achieve other priorities such as an acceptable waiting period; a 
service which suited the family's culture or ethnic background; suitable hours of 
operation; and being able to see the doctor of choice; embarrassment; extra costs of 
after-hours visits or medication; being too ill to attend; and concern that the person 
in need may have to give up work. 

Some of the reasons offered were related to residential location. Werribee families 
were more likely than other groups to report that no local service was available, 
while families in the middle or inner study areas were the least likely to report this. 
Inability to afford the service was most likely to be mentioned by families in the 
three lowest bulk billing areas and least likely in the four highest bulk billing areas, 
although the proportions mentioning inability to afford the service did not vary with 
payment arrangments of the usual service attended. Reports of child care difficulties 
varied inversely with age of youngest child and cultural! ethnic issues were more 
likely to be mentioned by NESB than ESB families. These trends highlight the 
importance of taking into account both family and service characteristics when 
attempting to assess level of access, and the numerous factors which may operate 
as barriers to access. Patterns of priorities and level of satisfaction with several 
aspects of service delivery will be examined in Chapter 3. 

Ready access to a service implies that this service is available at times which are 
convenient to consumers and when receipt of help is critical, including evenings and 
weekends. While 93 per cent of families usually attended a private doctor for basic 
medical care and only two per cent relied on a public hospital, 30 per cent indicated 
that they attended a public hospital for after-hours non-emergency treatment, and 
only 16 per cent managed to receive treatment from their usual doctor. Such results 
are consistent with research undertaken by the NHS which suggests that more than 
half the patients who visit the hospital emergency departments (the first point of 
contact) for non-emergency ambulatory care do so between 5 p.m. and 9 a.m. (The 
NHS found that patients often present for injuries and in keeping with this, young 
males are over-represented: NHS 1992, Background Paper No.10.) 

The results also reinforce the argument advanced by the NHS concerning the 
valuable roles of public hospitals in providing after-hours primary medical care (see 
NHS 1991, Issues Paper No.1; NHS 1992, Background Paper No.10). Nevertheless, 
the NHS notes that little attention has been given to the role hospitals play in 
providing such services when hospital performance is measured and hospital budgets 
are established. In other words, there are incentives to focus resources on inpatient 
services at the expense of emergency and outpatient services. 

Not surprisingly, after-hours/24 hour clinics formed the most commonly used service 
for this (metropolitan) sample as a whole. While such clinics tend to provide a 
range of services, the NHS points out that some of these services may not be 
available after-hours. 

However, the type of after-hours service used varied with study area. Families in 
Penrith were the most likely of those in all areas to visit an after-hours/24 hour 
clinic, while Werribee families were the most likely to visit a public hospital. Home 
visits by an after-hours medical service were reported by around one third of 
Elizabeth/Munno Para families and by no more than 12 per cent of families in other 
areas. 

Type of services used did not vary significantly with equivalent household income. 
This is not surprising, given the growth of 24 hour bulk billing services in 
metropolitan areas. These services offer an alternative to public hospitals for those 
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who cannot afford to pay fees. However, public hospitals were more likely to be 
used by NESB families with a poor command of English than other families. In 
Melbourne, NESB families were particularly likely to use public hospitals, but type 
of after-hours services did not vary with NESB/ESB status in some areas. The 
availability of interpreters is an important access matter. Such services are 
particularly likely to be found in public hospitals. 

In short, although not specifically asked, most families appeared to find some after
hours service when required. Nevertheless, those in the outer study areas tended 
to provide less favourable evaluations concerning the availability of after-hours 
medical services, with Werribee families being the most critical followed by 
Campbelltown families. Since the time of the survey, the small public hospital in 
Werribee has been replaced with a new, larger hospital which provides a 24 hour 
service for urgent problems. Melbourne and Box Hill families tended to provide 
relatively favourable evaluations. 

An important factor contributing to level of access to services concerns knowledge 
of all the alternative services available,. Families in Melbourne were the most likely 
to state that they did not know about the availability of services in an area. 
However, many other families may have been unaware of the alternative services 
which were available. Indeed, the NHS has shown that patients who used hospitals 
for non-emergency care had limited knowledge of the availability of other services 
which could have been called upon to treat the presenting problem at the time 
(NHS 1992, Background Paper No.lO). Clearly, lack of awareness of the existence 
of a service can be interpreted as lack of access. 
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3 

Priorities and satisfaction 
levels of families 

One of the problems in attempting to assess level of equity in both access to services 
and outcomes is that different groups have different conscious needs and priOrities. 
For example, families with young children may be particularly concerned about 
finding a doctor who relates well to children, while NESB families may emphasise 
having a doctor who understands their culture - an aspect of service delivery which 
may be taken for granted by ESB families. Failure to find such a doctor may 
represent a barrier to access. 

The values and priorities of families concerning aspects of service delivery and their 
level of satisfaction with the service they use will be examined in this chapter. 
Particular attention will be given to the relationship between priorities and 
satisfaction and the following factors: study area, equivalent household income, 
payment arrangements, NESB/ESB status, family type, age of youngest child, and 
car ownership. 

Priorities 

Comparisons of the priorities of different groups highlights the aspects of service 
delivery which are important to certain groups, and which may need to be provided 
within reasonable proximity to areas in which such groups have settled. Such 
comparisons will also show the aspects of service delivery which tend to be 
important to all groups. These would be expected to be found in all localities. 

Command of English was therefore taken into account when examining the priorities 
and evaluations of NESB families. Thirty-four per cent of NESB families indicated 
that one or both parents had poor or no command of English (that is, they spoke 
English "not well" or "not at all"). Those families with a parent with poor or no 
command of English will be referred to as the "NESB/poor English" group, while 
other NESB families will be called "NESB / good English". The NESB / poor English 
group were more than twice as likely as NESB/ good English and ESB families to be 
DSS pensioners/beneficiaries (40 per cent versus 14 to 15 per cent), and were more 
likely to be bulk billed (83 per cent versus 65 per cent of NESB/good English 
families and 55 per cent of ESB families). 

Parents were asked to rate the importance they attached to 11 aspects of basic 
medical services in general, using a scale from 1 "Not at all important" to 5 
"Extremely important". In Table 3.1, the issues which were examined are ranked in 
order of their mean importance rating for the sample as a whole. These ratings 
represent "family-level" data, and the results will be discussed as though they refer 
to the family rather than to a parent or parents. Nevertheless, for families headed 
by couples, the extent to which the partners agreed on these issues was not 
ascertained. 

For the total sample, all average ratings were at the mid-pOint of the scale or higher, 
with the highest derived for respectful treatment. All except four per cent of the 
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sample provided ratings of 4 or 5 for this issue - hence the low standard deviation. 
Second in line was a doctor who is good with children, followed by a dodor you know, 
a service where the waiting time is low and no appointment delays. Means for all these 
issues were greater than 4.00, and standard deviations were less than 1.00. Over 85 
per cent of the sample provided ratings of 4 or 5 for these matters, indicating that 
they were considered to be very important. For the entire sample, the lowest • 
average rating was derived for a doctor who understands the family's culture or ethnic 
background ("cultural understanding"), followed by a number of doctors from which to 
choose, and having a female dodor. The largest standard deviation was derived for 
cultural understanding. Less than half the sample provided ratings of 4 or 5 for these 
issues. 

Table 3.1: Importance attached to aspects of basic medical services: mean ratings, standard 
deviations and per cent providing ratings of 4 or 5 

Issues rated 

A service where you are treated with respect? 
The doctor is good with children? 
A doctor that you know? 
A service where the waiting time is low? 
No delays in getting an appointment? 
A doctor who bulk bills/little or no cost to you? 
A wide range of skills available at the service? 
A service that is close to where you live (walking distance)? 
A choice of a female doctor? 
A number of doctors to choose from? 
A doctor who understands your culture or ethnic background? 

Study area 

Mean 

4.76 
4.53 
4.47 
4.36 
4.36 
3.96 
3.88 
3.64 
3.28 
3.25 
3.19 

Standard Per cent 
Deviation ratine 

"4" or YtS" 

0.56 96 
0.94 89 
0.89 87 
0.82 86 
0.86 85 
1.33 70 
1.17 66 
1.30 58 
1.50 48 
1.32 45 
1.61 48 

Given the large sample size, differences between residential location in mean 
importance ratings were statistically significant for each issue examined, although a 
female doctor only reached the five per cent level of significance, while number of 
doctors was significant at the one per cent level (Table 3.2). Nevertheless, the rank 
order of means was similar across study areas, and means above 4.00 were derived 
for all these groups for the following issues: respectful treatment, a doctor who is good 
with children, a dodor you know, low waiting time at the service and no appointment 
delays. 

In addition, the mean rating for a dodor who bulk bills/little cost was above 4.00 for 
families in the high bulk billing areas and was lowest for families in Box Hill, the 
study area which appeared to have the lowest bulk billing rate. Mean ratings for 
a wide range of skills were above 4.00 for families in the five outer study areas, and 
were significantly higher than those for families in the middle and inner areas. 
Melbourne families appeared to attach significantly lower importance to a wide range 
of skills than all other groups. 

South Sydney families were most likely to attend a service within walking distance 
from home (67 per cent versus 22 to 49 per cent). It is not surprising therefore that 
the mean importance rating for a service within walking distance was above 4.00 for 
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South Sydney families only, and this mean was significantly higher than those for 
all other families. 

Importance attached to aspects of basic medical services: mean ratings by study area 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para 

Respectful treatmentl 4.75 4.80 4.79 4.84 4.81 4.78 4.67 4.65 
Good with children3 4.60 4.61 4.59 4.72 4.69 4.47 4.43 4.38 
Doctor is known3 4.52 4.49 4.60 4.65 4.55 4.44 4.45 4.28 
Low waiting time there3 4.46 4.48 4.46 4.34 4.51 4.23 4.25 4.28 
No appointment delays3 4.50 4.48 4.46 4.32 4.49 4.26 4.22 4.22 
Bulk billing / low costs3 3.84 4.02 4.48 4.34 4.35 3.29 3.64 3.76 
Range of skills3 4.11 4.09 4.12 4.07 4.05 3.69 3.72 3.45 
Close / walking distance3 3.46 3.59 3.70 3.67 3.74 3.46 3.54 3.81 
Female doctor 3.08 3.41 3.20 3.23 3.29 3.24 3.33 3.47 
Number of doctors' 3.38 3.28 3.38 3.32 3.21 3.18 3.30 3.08 
Cultural understandini 3.18 2.90 3.28 3.26 3.28 3.06 3.24 3.42 

I P <.OS 
2 P < .01 
3 P < .001 

In order to assess the extent to which such trends could be explained solely by 
differences between study areas in characteristics of families already discussed, the 
average importance ratings of study area groups were compared when the following 
factors were controlled: equivalent household income, NESB/ESB status (with 
command of English taken into account), payment arrangement (bulk billed or not), 
family type, car ownership, and age of youngest child. The results were based on 
families for whom information on each of each of these factors was available 
(representing more than 90 per cent of all families). For comparability, each set of 
analysis concerning importance ratings was also based on this slightly reduced 
sample, although the means are virtually the same for the full sample. Occupational 
status was not introduced because its inclusion would have resulted in omission 
from analysis of more than 100 families, due to missing data. Job status and DSS 
status were not included because of their very close association with eqUivalent 
household income. 

Significant differences between study areas remained for all issues except number of 
doctors, with the most significant differences derived for a doctor you know, low waiting 
time at service, no appointment delays, bulk bills/little cost, range of skills, and close to 
home/walking distance (p<.OOl for each issue). 

The overall pattern of adjusted means (that is, mean ratings for each study area 
when adjusted for the effects of the other factors in the model) was similar to that 
provided in Table 3.2. For example, a wide range of skills remained most important 
to Berwick and Campbelltown families (adjusted means = 4.03 and 4.01 respectively) 
and least important to Melbourne families (adjusted mean = 3.41), while a doctor 
you know remained most important to those in Penrith (adjusted mean = 4.68) and 
least important to those in Melbourne (adjusted mean = 4.30). In addition, bulk 
bills/little cost remained most important to Campbelltown families (adjusted mean = 
4.30) and least important to Box Hill families (adjusted mean = 3.70). Thus, the 
mean ratings for the latter issue could not be explained simply in terms of 
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differences between areas in equivalent household income, payment arrangements 
experienced, or other factors in the model. 

In short, quality of doctor-family relationships and time factors were emphasised by 
families in all study areas. Some of the other aspects of service delivery tended to 
be emphasised in areas in which they were most likely to be found (e.g., a low 
cost/bulk billing service or a service which is within walking distance from home). 

Equivalent household income 

Figure 3.1 depicts the mean importance ratings provided by families in each of the 
three equivalent household income groups, before the effects of other factors 
mentioned above are controlled (e.g., study area, family type). The results should 
be presented as bar graphs rather than line graphs because each issue (listed on the 
left hand side of the Figures) represents a discrete variable rather than some pOint 
on a scale such as age, weight or time. However, line graphs provide a clearer 
picture of the issues upon which the groups differed the most. 

Fig..lelt Aspects of basic medical services: mean importance ratings by equivalent household 
income (as per cent of poverty line) , 

Respectful treatment .----------------~..-----, 

Good wth children 

Doctor is knCllln 

LCIII waiting at service 

No appointment delays 

Bulk tilling 

Range of ski 11 s 

Close/Walking distance 

Female doctor 
~<= 120% poverty line 

Number of cbctors -£ 121·199"k pO/erty line 

Cultural uno=rstanding '-B-........ ----'a-...l..-------'------'------' 
-0200% t poverty line 

3 3.5 

ALSS, metropdijan areas 

4 

Mean 

4.5 5 

The largest differences were apparent for bulk bills/liHle cost, wide range of skills, close 
to home/walking distance, and cultural understanding. The first three of these four 
issues were least important to the highest income group and most important to 
families who were poor (p<.OS or better for each comparison). These trends 
remained significant when the effects of the other factors (including study area) were 
controlled. The lowest income group appeared to attach significantly higher 
importance to cultural understanding than the other two groups, but this relationship 
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could be explained by other factors, notably the high proportion of poor families 
who included NESB parents with poor command of English. 

Payment arrangements 

Figure 3.2 shows the average importance ratings for families who were bulk billed 
and those who were charged a fee. Not surprisingly, the greatest difference between 
these groups concerned the importance attached to a doctor who bulk bills/little cost. 
When study area, equivalent household income, family type and the other factors 
mentioned above were controlled, the difference in mean ratings between these two 
groups of families remained highly significant (p<.OOl). In other words, compared 
with those not bulk billed, those who were bulk billed placed higher value on being 
bulk billed or having a low cost service net of their financial status, family type and 
other characteristics which were entered as predictors in the model. 

f9.1el2: Aspects of basic medical services: mean importance ratings by whether or not 
family is bulk billed 

Respectful treatment ,--------------------.l~---, 

Good \\lth children 

Doctor is known 

'-~I wainng at service 

No appointment delays 

Bulk blling 

Range of skills 

Close/Vlalking distance 

Female doctcr 

Number 01 cbctors 

..... -
/ 

/ 
.- .... 

~----

"-
"-----~ 

Cultural understanding ~f-----lIII.-----L------L----....L.-------! '--------' 
3 3.5 

ALSS, rnetr~~an areas 

4 

Mean 

4.5 5 

The mean rating for bulk bills/little cost ranked third highest for those bulk billed, and 
fourth lowest for those not bulk billed. This general pattern of ranking was to some 
extent influenced by financial status. For families with incomes of at least twice the 
poverty line, the mean for this issue ranked sixth highest for those bulk billed and 
last for those not bulk billed, while for all other families, this issue ranked third or 
fourth highest for the bulk billed and sixth or eighth highest for those not bulk 
billed. 

From a statistical perspective, families who were bulk billed also appeared to be less 
concerned than other families about two aspects of care related to the doctor-patient 
relationship: respectful treatment and having a doctor you know (p<.OS and p<.OOl 
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respectively). However, differences in means were small and do not necessarily have 
much practical meaning. Figure 3.2 depicts the mean ratings for these two groups 
in the absence of any adjustments for the effects of other factors. The difference 
between the unadjusted mean ratings for respectful treatment is particularly small and 
remains virtually the same when the means are adjusted for other factors in the 
model. However, the difference between the average scores for a doctor you knaw 
increases after such adjustments are made (adjusted means = 4.37 and 4.57; 
unadjusted means = 4.43 and 4.56). The importance of knowing the doctor may be 
lower for those who attended a service which bulk bills all clients than for those 
who attended a doctor who selectively bulk billed for them, but as explained earlier, 
it was not possible to distinguish between such families. 

In summary, it appears that a bulk billing or low cost service was valued by those 
who received it and was less important to those who did not receive it. There was 
some indication that the doctor-patient relationship may not be as important to those 
who were bulk billed - a trend which may possibly have applied to those who 
relied on services which bulk billed all patients. 

NESBIESB status 

Rg..relJ: Aspects of basic medical services: mean importance ratings by NESB/ESB status 
and cOOlmand of English 

Respectful treatment .--------------~3_-/:*;;~---, 
..... .... 

Good~th Children B" f 
......... I 

Doda' is known '::0 

Low wciti ng at service 

No appOintment delays 

Bulk billing 

Range of skills 

CloseNialking distance 

Female docta' 

Number of ooctors 

~r 
b. 

..... 

". ,,; 

.......... ;~ 
/ .... / 

0:::: /" 

... ~:::'.:::-."" .. "".;.;;;;~ 

/' 
/' 

Cultural understanding '----liil------:lIk'-------'-......;;,;,:=-8--'--------' 

3 3.5 

ALSS, ITlCIIfopd~an af"" 

4 

Mean 

4.5 5 

-El ESB 

... NESB, good Engish 

.a NESB, poor English 

Figure 3.3 depicts the mean importance ratings for ESB families and for the two 
NESB groups, differentiated according to parents' command of English. With the 
exception of choice of a female doctor, mean ratings on each issue varied significantly 
with NESB/ESB group membership (p<.05 or better).The NESB/poor English families 
appeared to attach greater importance than ESB families or both other groups to 
three issues - bulk bills/little cost, close to home/walking distance, and cultural 
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understanding - and lower importance to all other issues, apart from choice of a female 
doctor. 

When the effects of the other above-mentioned factors were taken into account (e.g. 
study area, financial circumstances, payment arrangements etc.), mean ratings for a 
doctor you know and number of dodors no longer varied significantly with this 
NESB/ESB status measure. Net of these other effects, significant differences between 
these three groups of families were apparent for eight issues: cultural understanding 
(p<.001), respectful treatment (p<.OO1), a doctor who is good with children (p<.001), low 
waiting time at seroice (p<.001), no appointment delays (p<.001), a wide range of skills 
(p<.01), close to home/walking distance (p<.01), and bulk bills/little cost (p<.05). 

For all issues except close to home/walking distance and bulk bills/little cost, the adjusted 
mean ratings followed the pattern shown in Figure 3.3. For the two exceptions, 
NESB/ good English families had the highest and most divergent adjusted mean 
ratings (4.12 versus 3.93 for the other NESB families and 3.86 for ESB families for 
close to home/walking distance; and 4.15 versus 3.94 for the other NESB families and 

. 3.96 for ESB families for bulk bills/little cost). 

Differences between these groups in financial status appeared to play an important 
role in the reduced explanatory power of NESB/ESB status for bulk bills/little cost in 
the multivariate analysis. Figure 3.4 shows the mean importance rating for this issue 
derived for the three NESB/ESB groups, subdivided according to equivalent 
household income. 

Rg.Jel4: Importance attached to bulk billingllittle cost by equivalent household income (as 
per cent of poverty line) and NESBjESB status 

5 

4.5 

4 

3.5 

3 
<= 120% 121·199% >=200% 

Household income as per cent rJ pOIJerty line 

There were only 8 farrilies in the hig,es: I1ceme g~whh a parent wilh ~Ino command of Engish • all dhers included 69 ex mae fami6es. 

ALSS, metropdaan areas 

.ESS 

Cl NESS, good Engish 

o NESS, poo! Engish 

No significant differences were apparent in the mean ratings of the NESB/ESB 
groups for families the two lowest income groups (taken separately). However, ESB 
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families in the highest income group attached significantly lower importance to bulk 
bills/little cost than the NESB/good English group (the only group of NESB families 
represented in sufficient numbers to undertake such a comparison). 

Furthermore, as income level increased, the fall in importance attached to this issue 
was greatest for ESB families (p<.OO1). That is, income level appeared to make the 
greatest difference to importance ratings for ESB families: the mean rating derived 
for each ESB income group differed significantly from the means of the other two 
ESB income groups. On the other hand, NESB/good English families who were 
poor attached significantly higher importance to bulk bills/little cost than their 
counterparts with higher incomes (p<.01), while no significant difference was 
apparent between the mean ratings of two NESB/poor English income groups 
represented in Figure 3.4. 

In short, the results highlight the importance of cultural understanding to NESB 
families, particularly to those with a parent with limited English. The results also 
suggest other differences between ESB and NESB families in patterns of priorities 
which need to be appreciated in order to maximise the success of service delivery 
in areas with a high concentration of NESB families. Although quality of doctor
family relationships and time factors seemed less important to NESB/poor English 
families than to other families, mean ratings on these issues were above 4.00 for all 
three groups. 

Family Type 

f9rel5: Aspects of basic medical services: mean importance ratings by family type 
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Figure 3.5 suggests that the largest difference between the priorities of sole mother 
and couple families concerned a doctor who bulk bills/little cost. As expected, sole 
mother families attached significantly greater importance than couple families to this 
issue (p<.OOl). The mean rating for bulk bills/little cost ranked fourth highest for sole 
mother families and seventh for couple families. Compared with the latter families, 
sole mother families also appeared to attach greater importance to a service close to 
home/within walking distance (p<.Ol), and lower importance to number of dodors from 
which to choose (p<.OS). 

Of the above three issues, only bulk bills/little cost varied significantly with family 
type when the effects of the other factors were controlled. On the other hand, the 
difference in mean ratings for a doctor who is good with children and for a doctor you 
know increased when adjusted for the effects of the other factors, with sole mothers 
placing greater emphasis on these matters compared with couple mothers (p<.OS and 
p<.Ol respectively). 

Age of youngest child 

Not surprisingly, the greatest difference in mean importance ratings for groups 
divided according to age of youngest child concerned a dodor who is good with 
children (p<.OOl). The mean rating for each group differed significantly from the 
mean ratings of the other two groups, with the importance attached to this matter 
decreasing as age of youngest child increased (Figure 3.6). 

Rg..Iel6: Aspects of basic medical services: mean importance ratings by age of youngest child 

Respectful treatment ,-------------------:-:IiIkt::!------. 

Good vMh children 

Doctor is known 
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Other differences between groups were relatively small. Families with a child of at 
least 12 years old appeared to place lower emphasis on bulk bills/little cost and 
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greater emphasis on respectful treatment than the other two groups, while also 
attaching significantly more importance to no appointment delays than those with pre
school age children (p<.OS in each case). Finally, cultural understanding appeared to 
be less important to those with pre-school age children, compared with the other two 
groups (p<.OS). 

When the effects of the other above-mentioned factors were controlled, mean ratings 
for bulk bills/little cost no longer varied significantly with age of youngest child. The 
relatively low importance attached to this issue by those whose youngest child was 
at least 12 years old could be explained in terms of their better financial status: these 
families were more likely than the groups with younger children to have incomes 
of at least 200 per cent of the poverty line (37 per cent versus 24 to 28 per cent), 
and less likely to be poor (18 per cent versus 28 per cent). Indeed, the effect of age 
of youngest child was no longer significant when equivalent household income was 
introduced as the only control. 

On the other hand, when means were adjusted for the effects of the other variables 
in the model, age of youngest child became a significant predictor for low waiting 
time at service (p<.OS) and wide range of skills (p<.OS) - in addition to the others 
mentioned earlier: respectful treatment (p<.OS), no appointment delays (p<.OS) and 
cultural understanding (p<.OS) and a doctor who is good with children (p<.001). With 
the exception of the latter issue, families whose youngest child was at least 12 years 
old attached the highest importance to these matters, while those with a pre
schooler attached the lowest importance. 

However, the strongest difference concerned a doctor who is good with children which 
remained most important to those with a pre-schooler and least important to those 
whose youngest child was 12 years of age or older. In other words, the emphasis 
on "children friendly" medical consultations would be particularly strong in areas 
with a high concentration of young families. 

Car ownership 

According to Figure 3.7, having a service close to home/walking distance and a doctor 
who bulk bills/little cost and provides cultural understanding were more important to 
those without a car, compared with other families (p<.001 for each comparison), 
while the opposite applied for a doctor you know (p<.OS) and number of doctors from 
which to choose (p<.01). 

For both groups, the highest mean rating was derived for respectful treatment, while 
the mean rating for bulk bills/little cost ranked second highest for those without a car 
and sixth highest for other families. However, those without a car were three times 
more likely than other families to be poor (67 per cent versus 22 per cent), and 
NESB/poor English families were more likely than other families to not own a car 
(26 per cent versus 11 per cent of other NESB families and 7 per cent of ESB 
families). 

When income, NESB/ESB status and the other above-mentioned factors were 
controlled, car ownership was no longer significantly related to bulk bills/little cost, 
cultural understanding, and number of doctors, but the importance attached to two 
issues remained statistically Significant. Compared with other families, those without 
a car attached higher importance to having a service close to home/within walking 
distance (p<.001) and slightly lower importance to having a doctor you know (p<.OS). 

Use of a service within walking distance from home was more common for those 
without a car than for other families (62 per cent versUS 32 per cent, p<.001). Use 
of a service close to home may enhance appreciation of the importance of having 
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such a service. However, the different emphasis that those with and without a car 
placed on having a service close to home/walking distance could not be explained solely 
in terms of actual proximity of service to home (within walking distance or not). 
That is, when proximity of service to home was controlled along with all the other 
factors mentioned above, car ownership remained a significant factor relating to the 
importance attached to this issue. 

f9,1e17: Aspects of basic medical services: mean importance ratings by whether or not family 
has a car 
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As a matter of interest, those with a service within walking distance from home 
attached significantly higher importance than other families to having a service close 
to home/within walking distance (unadjusted means = 4.45 and 3.24 respectively) - a 
trend which remained highly significant when the effects of all the other factors were 
controlled (p<.OO1). This issue ranked third highest in average importance for those 
who lived within walking distance from their basic medical service, and second 
lowest for other families. 

In conclusion, most families have a car, and hence the importance for those without 
a car of having a service close to home can be overlooked. At the same time, only 
four per cent of those without a car indicated that their service was further than 
walking distance from home. In these metropolitan areas this aspect of access 
appears to be adequate for the vast majority of families. 

Explanatory power of predictors 

So far, the results have suggested that doctor-family relationships and time issues 
tended to be the most important of the matters assessed for the sample as a whole 
and for most sub-groups, with a low cost or bulk billing service being very 
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important to some sub-groups. Characteristics of the families studied were also 
strongly related to importance ratings for some issues, with the expected trends 
being the strongest trends. 

The characteristics examined formed a set of predictors which explained more than 
10 per cent of the variation in importance ratings for two issues. Given that most 
predictors were related to SES, it is not surprising that a dodor who bulk bills/little cost 
was best explained by the joint effects of these predictors. Twenty-seven per cent 
of the variation in ratings on this issue was explained by this set of predictors, with 
the most important being equivalent household income, actual payment arrangements 
(bulk billed or not), and study area (p<.OOl in each case). Ratings for this issue no 
longer varied significantly with age of youngest child and car ownership when these 
other factors were controlled. Nevertheless, given their poorer financial status, 
having a doctor who bulk bills or charges little was more important to relatively 
young families and to those without a car than to other families. 

The set of seven predictors explained 14 per cent of the variation in importance 
ratings for a doctor who is good with children, with age of youngest child and 
NESB/ESB status being highly significant predictors (p<.OOl in each case). This issue 
appeared to be most important to families with pre-school age children and least 
important to those whose children were at least 12 years old. In addition, 
NESB/poor English families tended to attach lower importance to this issue than ESB 
or other NESB families. 

The importance attached to issues throws light on the sensitivities of different groups 
which may affect use and choice of basic medical services as well as the 
successfulness of medical consultations. Indeed, Chapter 2 showed that some 
families made long journeys in order to visit a doctor who best met their priorities. 
Allied to this issue, level of satisfaction or dissatisfaction with aspects of service 
delivery - examined in the next section - can also affect selection of services and 
outcomes. 

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, appropriate care, anticipatory care, 
advocacy, efficiency, and equitable 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 others, then access would 
seem to be inequitable. That is, equitable access involves more than just costs and 
geographic location. As noted earlier, Nihas (1994) pointed out that the concept 
"access and equity" would be better termed "equity of access and outcomes". Some 
groups may have a free service nearby but biases or preconceived ideas held by 
these groups or by service providers may lead to inequitable outcomes. 

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

The situation is even more complex than so far described. To some extent, people 
may 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, 

Access to Basic Medical Care in Nine Urban Areas 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of Human Services and Health 67 

satisfaction with the main medical service may well be influenced by generalised 
beliefs about social support (or "sense of support"). According to Sarason, Pierce and 
Sarason (1990), sense of support influences not only expectations and appraisals of 
specific relationships, but also actual social interactions which take place, and their 
interpreta tion. 

People also have preconceived 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 
angry 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, dissatisfaction with 
medical services represents a potential barrier to seeking treatment and may lower 
the chances of successful progress of any consultation which does take place. 
Indeed, it appears that compliance with advice stemming from the consultation is 
positively related to patient satisfaction with the doctor and negatively related to 
time spent waiting at the surgery (see Pitts 1991). Level of satisfaction is thus 
relevant to the issue of equity of access and outcomes. 

Like importance ratings, satisfaction ratings were derived from one parent, or both 
parents responding jointly, with the author known for sole parents only. The data 
will be discussed as "family" results to highlight the fact that only one set of 
measures was derived for each family. 

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

Expressions of indifference 

Table 3.3 ranks the issues examined according to average satisfaction level for those 
expressing concern about the issue, and shows mean ratings, standard deviations, 
and the proportions of families indicating no concern with each issue. 

In line with the overall pattern of results for importance ratings (Table 3.1), only one 
or two per cent expressed no concern with the following issues: respect received, ease 
of travel to the service, the time taken to get an appointment, and the time required to wait 
at the service. In addition, only one per cent expressed no concern with quality of 
treatment - an issue which was not listed amongst those rated for importance. Four 
to five per cent expressed no concern with the billing arrangements, cost of the service, 
and range of skills available, and 11 per cent reported indifference to the number of 
doctors from which they could choose. While six per cent of the total sample indicated 
indifference to how good the doctor is with children, this was more commonly expressed 
by those whose youngest child was at least 12 years old (21 per cent versus 1 or 2 
per cent of the two younger groups). 
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Table 3.3: Satisfaction with main medical service used: mean ratings, standard deviations and per cent expressing 
no concern 

Mean Standard Per cent 
Deviation "no concern" 

Respect you are given as a person 
How good the doctor is with children 

Extent to which the doctor understands your culture and ethnic background 
How easily you can travel to service 

Quality of treatment 
Billing arrangements 

The time taken to get an appointment 
Cost of the service 

Range of skills available at the service 
Number of doctors you can choose from 

The time you wait at the service 
Provision of services for persons whose first language is not English 

8.14 
7.89 
7.87 
7.75 
7.73 
7.70 
7.48 
7.37 
7.31 
7.16 
6.79 
6.72 

1.40 
1.45 
1.58 
1.69 
1.55 
1.95 
1.85 
2.14 
1.67 
1.89 
2.15 
2.20 

The highest incidence of indifference for the total sample concerned prOVISlon of 
services for persons whose first language is not English (reported by 71 per cent). For 
simplicity, this issue will be called NESB service provision. Cultural understanding was 
not considered as a concern by 35 per cent of the total sample. Not surprisingly, 
NESB/poor English families were the least likely to indicate indifference to these 
issues (Table 3.4). While ESB families were around twice as likely as the 
NESB/ good English group to report indifference to these matters, the NESB/ good 
English group were six times more likely than the NESB / poor English group to 
express such lack of concern. 

Table 3.4: Percentage of NESB and ESB families expressing no concern with cultural 
understanding or NESB service provision 

ESB NESB, NESB, 
good English poor English 

NESB service provision 79 42 7 
Cultural understanding 39 19 3 

It is important to pOint out, however, that while higher proportions of NESB than 
ESB families were sufficiently concerned about cultural understanding or NESB service 
provision to complete the relevant ratings of satisfaction, those who provided ratings 
were predominantly ESB families. That is, given the greater number of ESB than 
NESB families in the total sample, ESB families outnumbered NESB families in the 
sample which provided satisfaction ratings on these issues. Table 3.5 presents the 
"NESB/ESB profile" of families who completed these scales. 
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Table 3.5: NESB/ESB status of those who completed satisfaction ratings concerning 
cultural understanding and/or NESB service provision: percentage 
distribution 

ESB 
NESB, good English 
NESB, poor English 

Cultural 
understanding 

79 
13 
8 

Overall trends in satisfaction 

NESB service 
provision 

61 
21 
18 

Both 

61 
21 
18 

Families tended to express clear or high satisfaction with the various aspects of the 
service examined (Table 3.3). They were particularly satisfied with respect received 
- the issue which was most important to them. Second in both importance and 
satisfaction was how good the doctor is with children. The smallest standard deviations 
(indicating the lowest variation in scores from the mean) were derived for these two 
issues. The 65 per cent who showed some concern about cultural understanding also 
tended to be highly satisfied with this issue. This item ranked lowest in importance 
overall (but second highest for the NESB/poor English group). These three issues 
were viewed positively by 85 to 90 per cent of those who provided evaluations, with 
only two per cent indicating clear dissatisfaction. 

Given that most urban-based residents have the opportunity to "shop around" for a 
medical service, deviations from clear or high satisfaction are worth noting. While 
low waiting time at service ranked fourth in overall importance, the mean satisfaction 
rating for waiting at the service was the second lowest, with the lowest mean derived 
for NESB service provision (which was not rated for importance). These were the only 
two issues with mean ratings below 7.00, and along with cost of the service, these 
issues had the largest standard deviations. Nevertheless, only 7 to 10 per cent 
expressed clear dissatisfaction about these three matters. Clear or high satisfaction 
was expressed by 58 per cent in relation to NESB service provision, by 66 per cent in 
relation to waiting at the service, and by 72 per cent in relation to cost of the service. 

Comparison with other domains of life 

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 as well above "average" (Headey and Wearing 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). 

In line with these trends, parents in this study tended to express clear or high 
satisfaction with a broad range of issues including themselves, relationships within 
their immediate family, their employment situation (if employed), their independence 
or freedom, the respect or recognition they receive, their personal or emotional lives, 
their health, hOUSing, transport, and their children's wellbeing. While there were 
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some issues which were viewed with mixed feelings (e.g., pressures experienced and 
family income), clear dissatisfaction was unusual. For fathers, the mean rating for 
activities of the State and Federal Governments respectively fell within or close to 
the "clear dissatisfaction" area of the scale (below 3.50), while the means for mothers 
were a little higher but below 4.00. In addition, those who were looking for work 
or who had given up looking were clearly dissatisfied with being unemployed and 
with their financial circumstances. 

In other words, evaluations of the main medical service used are consistent with 
evaluations of several aspects of life, and are by no means viewed with the 
disfavour which fathers in particular allocated to activities of the State and Federal 
Governments. 

Satisfaction with these various domains of life and with life as a whole was asked 
of each parent, and hence such data are derived at the "person-level" rather than 
"family-level". Thus, direct comparisons of satisfaction ratings for these matters and 
for basic medical care 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 satisfaction with aspects 
of any emergency treatment received and aspects of dental services for the adults 
and for the children in the family. Some of these aspects examined were virtually 
identical to those concerning satisfaction with the main medical service used by the 
family. Of those aspects which could be compared, the greatest difference in 
wording occurred for the following pairs of items: the quality of treatment was rated 
for basic medical services and the quality of the service you received was rated for 
emergency treatment received; the time you wait at the service was rated for basic 
medical services and the time you had to wait before treatment was given was rated for 
emergency treatment received. 

Emergency medical treatment 

Between 17 and 23 per cent of families in each study area indicated that a family 
member had a medical emergency or major accident at home in the previous 12 
months. Such reports varied significantly with only one of the SES indicators 
examined: fewer NESB than ESB families indicated experienCing such emergencies 
(14 per cent versus 21 per cent, p<.OOl). The majority used a public hospital 
exclusively (70 per cent), while 17 per cent used a private doctor or specialist, 9 per 
cent mentioned use of a doctor then (unspecified) hospital, and 4 per cent used a 
private hospital. Two thirds of families who used a private hospital lived in 
Berwick. 

Figure 3.8 depicts the mean satisfaction ratings for aspects of basic medical and 
emergency services, for those who had experienced a medical emergency. Each pair 
of means is based on the satisfaction ratings of families who responded to both items 
in the pair. Because some of these issues were of no concern to some families, the 
number of families which completed each pair of items varies. The pairs of items 
concerning respect, travel, quality and cost were completed by 584 to 715 families, 
while only 249 families completed the cultural understanding items and 108 families 
completed the NESB service provision items. 

With the exception of NESB service provision, all mean differences between the pairs 
of ratings were significant, with the strongest differences derived for respect received, 
ease of travel, treatment/service quality and cost of the service (p<.001). Figure 3.8 
suggests that, compared with the emergency medical services, these families appeared 
to be more satisfied with their basic medical service in the areas of respect received, 
treatment/ service quality, ease of travel, waiting time at service, and to some extent 
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cultural understanding, but were less satisfied with the cost of the service. The 108 
families who indicated their views about the provision of NESB services at both 
centres tended to be equally satisfied about this aspect of each centre. 

The relatively high satisfaction with the cost of the emergency medical service and low 
satisfaction with some of the other aspects can be explained by the disproportionate 
number of families who used a public hospital. The latter were significantly more 
content than the small group which used a private hospital with cost of treatment 
(means = 8.18 versus 6.24, p<.Ol). As expected, no significant difference was 
apparent in ratings of costs of medical and emergency services provided by families 
who were bulk billed for basic medical services and who attended a public hospital 
for emergency treatment (232 families). 

The public hospital users were less content than private hospital users with respect 
received (means = 7.15 versus 8.16, p<.Ol), quality of treatment (means = 7.08 versus 
8.19, p<.Ol), and time waiting for treatment (means = 6.08 versus 7.63). On the other 
hand, evaluations concerning ease of travel did not vary according to the type of 
hospital used (means = 7.12 and 7.35 for public and private hospital users 
respectively). Fewer than 10 private hospital users indicated their feelings about 
cultural understanding and NESB service provision. 

Many of the complaints about the emergency treatment received at public hospitals 
concerned delays, for example: 

He was at the hospital for four hours before they decided to set the arm; 
The waiting time was long and the child was disoriented; 
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There was no doctor on the premises initially, so we had to wait. The second time the 
one doctor was busy, so we had to wait; 
Emergency cases should be immediately attended to by a doctor; 
The long wait for treatment is especially hard when children require treatment; 
We had to wait three hours in casualty. 

However, delays at private hospitals were also reported by one of the few users of 
this service: 

I was gasping for breath but had to wait 10 minutes to be seen for treatment. 

Basic dental seroices 

Use of basic dental services by adults and by children during the previous 12 
months varied significantly with SES and study area. Not surprisingly, use of basic 
dental services for children was also related to the age of children in the family. For 
example, only 20 per cent of families whose oldest child was less than five years of 
age and 67 per cent of those whose oldest child was at least 12 years of age 
indicated that a child had been to a dentist. 

Reports that an adult visited a dentist were most common amongst families with 
incomes of 200 per cent of the poverty line (80 per cent) and least common for 
families who were poor (61 per cent). A similar pattern was apparent in relation 
to children's visits for those families with at least one child of school age or post
school age: such visits were most likely to be reported by the highest income group 
(72 per cent) and least commonly reported by the poor (45 per cent). 

Use of a dental service by adults in the family was most commonly reported by 
those in Box Hill (82 per cent), Ryde (81 per cent), and South Sydney (79 per cent), 
then Werribee (76 per cent) and Melbourne (74 per cent). Elizabeth/Munno Para 
families were the least likely to report this. Such differences could be partly but not 
fully explained in terms of systematic differences in equivalent household incomes 
of families in these study areas. For each of the three income levels taken 
separately, families in Elizabeth/Munno Para were the least likely to report use of 
such a service. 

Similarly, of families with at least one child of school age or older, children's visits 
to the dentist for basic services were reported most commonly by families in Box 
Hill and Ryde (77 per cent and 71 per cent respectively) and least commonly by 
families in Elizabeth/Munno Para (26 per cent). Such visits were mentioned by 67 
to 68 per cent of families in South Sydney, Berwick and Werribee and by 54 to 58 
per cent in Campbelltown, Penrith and Melbourne. For each of the three equivalent 
household income groups taken separately, Elizabeth/Munno Para families with 
children of school age or older were the least likely of families in all study areas to 
indicate that a child had visited the dentist. 

In addition, NESB/poor English families were under-represented amongst families 
with primary school age or older children who used a dentist for their children (44 
per cent versus 61 to 62 per cent of ESB and NESB/good English families). Between 
65 and 72 per cent of all the NESB /ESB groups reported that an adult family 
member had visited a dentist for basic services. 
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Figure 3.9 presents mean satisfaction ratings concerning basic dental services for • 
children and adults and concerning basic medical services. The three means 
provided for each issue are based on families who provided all three ratings. Those 
who had not visited dental services in the previous 12 months were more likely than 
other families to express no concern about the various aspects of dental services 
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examined, and hence to refrain from providing ratings. For example, no concern 
with respectful treatment was expressed by 29 per cent of families who had not used 
a dental service for adults, and by only three per cent of other families. Thus, the 
mean ratings of satisfaction are based on a sample which contains some under
representation of poor families, families with pre-schoolers only, Elizabeth/Munno 
Para families and NESB/poor English families, and some over-representation of 
families from Box Hill and Ryde. 

The patterns of mean ratings concerning dental services for adults and children were 
similar. While families provided much the same evaluations concerning time waiting 
at each of these services, for all other issues, significantly lower satisfaction was 
expressed for dental than medical services. Although statistically Significant, 
relatively small differences were apparent for respect received and quality of treatment. 
Nevertheless where differences were apparent, basic medical services were viewed 
more positively than dental services. 

fOJel~ Satisfaction with basic medical services and dental services: mean ratings 
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The most deviant average ratings concerned costs of dental services, which were seen 
in the least favourable light. Not surprisingly given Medicare, the significantly 
higher satisfaction expressed about costs of basic medical services than dental services 
applied to both those who were privately billed and bulk billed for medical services. 
Of the privately billed who provided all three ratings concerning costs of the service, 
mean difference scores (i.e., ratings for medical service costs compared with those 
for adults' and children's dental service costs) were 1.59 and 2.32 for the privately 
billed group, and 3.78 and 4.88 for those bulk billed (p<.OOl for each analysis). 

These comparisons between evaluations of basic medical services and dental and 
emergency services suggest that basic medical services are looked upon relatively 
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favourably. It is not surprising that poor families were less likely to use dental 
services than wealthier families, given that the predominantly better off families who 
used such services tended to express dissatisfaction or mixed feelings with costs of 
dental services. These results highlight the importance Medicare has had in 
improving access to basic medical services for poor families. 

The structure of satisfaction scales 

Principal components analysis (with varimax rotation) was applied to the satisfaction 
data. This procedure is often used for the development of multi-item scales. It 
simplifies interpretation of variables which go "hand-in-hand", and provides insight 
into the nature of underlying dimensions. In addition, the results of this analysis 
provided a guide for organising the assessment of locational trends in satisfaction 
(presented in the next section). 

The items concerning satisfaction with cultural understanding and NESB service 
provision were not included in the initial analysis (outlined below) owing to the large 
numbers expressing no concern about these issues. (With the statistical package 
used, the ratings of all other issues provided by those who failed to indicate their 
satisfaction with cultural understanding or NESB service provision would have been 
excluded from the entire analysis.) Three clear factors were derived from principal 
components analysis. In order to differentiate these factors from individual items, 
the former will be emboldened, while individual items will continue to be presented 
in italics. 

The first factor concerned the quality of the service, and included the following 
issues: quality of treatment, range of skills, number of doctors, and how good the doctor is 
with children. All items had factors loadings of at least 0.74. A scale representing 
each family's average rating for these items was derived (alpha reliability = .84). 

The second component concerned service availability, and included: the time taken 
to get an appointment, the time you wait at the service, and how easily you can travel to 
the service. Factor loadings for these items ranged from .62 to .84. The third 
component referred to billing matters, and included two items with factor loadings 
above .90: the cost of the service and billing arrangements. Scales representing each 
family's average rating for these two components were derived. These scales 
appeared to have sound internal reliability (alpha reliability for the former scale = 
.72; Pearson product-moment correlation between the pair of items in the latter scale 
= .81). 

The most satisfactory and most important aspect of the medical service used (respect 
received) had fairly strong loadings on both quality of the services and service 
availability, particularly the former (loadings = .68 and .41 respectively). It seems 
likely that satisfaction with respect received derives from the extent to which families 
are satisfied with aspects of these broad matters. Indeed, Pearson product-moment 
correlations (r) indicated that satisfaction with the respect received varied most strongly 
with satisfaction with: the quality of the treatment (r = .66), followed by: cultural 
understanding and how good the doctor is with children (r = .59); the time taken to get an 
appointment (r = .46); the range of skills available at the service (r = .48); the time you 
wait at the service (r = .43); and the number of doctors you can choose from (r = .42). 
Correlations between other items and respect received were no more than .33, with the 
lowest concerning the cost of the service (r = .24). 

The same general structure was derived when cultural understanding and NESB service 
provision were included in a subsequent analysis of the structure of the scales (based 
on a reduced sample of families). These additional items had loadings of .58 and 
.43 respectively on the first factor (quality of service), while the other above-
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mentioned items in this factor (quality of treatment, range of skills, number of doctors and 
how good the doctor is with children) had loadings of .75 to .82. Because so many 
respondents did not provide ratings on cultural understanding and NESB service 
provision, these items were not included as part of the quality of service scale. In 
other words, the scale is considered in its more narrow form in keeping with the 
views of those for whom the cultural and NESB issues were of no concern. For all 
those who provided ratings, the Pearson product-moment correlation for these two 
cultural and NESB issues was moderately high (.54), and these items will thus be 
considered together. 

For families which provided all three ratings, respect received held a higher 
relationship with cultural understanding than with NESB service provision (r = .59 and 
.33 respectively for ESB families, .61 and .37 for NESB/good English families, and 
.51 and .24 for NESB/poor English families). All three groups may tend to interpret 
cultural understanding as a reflection of respectful treatment, but accept that there 
will be communication problems unless they either attend a doctor who shares the 
same language, provide their own interpreter, or use a Government-provided service 
with such facilities. 

In fact, feelings about respect received held a stronger relationship with satisfaction 
with both cultural understanding and NESB service provision for those who mostly 
attended a community health centre or public hospital out-patients' service, than for 
those who mostly attended a doctor in private practice or in a private medical centre 
(Table 3.6). For example, the correlations between respect received and cultural 
understanding for ESB families attending the public versus private services were .81 
and .53 respectively, while the relevant correlations for NESB families were .71 and 
.52 respectively. (Unlike the correlations derived for ESB and NESB families 
attending private doctors, those for ESB families attending the public services were 
higher than those for their NESB counterparts.) 

Table 3.6: Correlation between satisfaction with respect received, cultural understanding and NESB 
service provision for NESB and ESB groups attending different basic medical services. 

CHS or OP: 
ESB families (n=41) 
NESB families (n=43) 

Private doctor: 
ESB families (n=558) 
NESB families (n=342) 

Respect received & 
cultural understanding 

.81 

.71 

.53 

.52 

Respect received & 
NESB service provision 

.70 

.52 

.32 

.30 

This analysis is based on those who provided satisfaction ratings for all three items. 
CHS = Community Health Centre 
OP = Outpatient service/ casualty at public hospital 

Cultural understanding & 
NESB service provision 

.79 

.69 

.46 

.62 

Possibly, families expect that the public-funded centres would provide additional 
services for those whose first language is not English and would ensure that staff 
members are trained to understand patients' cultural! ethnic background. Failure of 
these centres to meet these expectations (particularly cultural understanding) may be 
taken as an indicator of lack of respect, whereas families may not expect the vast 
majority of private doctors to offer these benefits, especially NESB service provision. 
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The NHS (1993) pointed out that while New South Wales, Victoria and South 
Australia (along with the Australian Capital Territory and Western Australia) have 
developed formal bilingual staffing policies, the little information available suggests 
considerable variation between hospitals in responsiveness to these policies. 

The following sections examine the relationship between satisfaction with these 
various aspects of the basic medical service used and those factors already assessed 
for their relevance to importance ratings: study area, equivalent household income, 
payment arrangements, NESB/ESB status, family type, age of youngest child, and 
car ownership. 

Study area 

Table 3.7 presents the mean ratings for each item and for the three scales (derived 
through principal components analysis), according to residential location. The 
individual issues are ordered from most to least satisfactory for the sample as a 
whole. This table shows that the generally rosy picture for the sample as a whole 
prevailed for families living in each area. 

Most mean scores for each study area fell in the "high satisfaction" section of the 
scale (above 7.00), and only four ratings fell in the "mixed feelings" section (below 
6.50): the cost of the service for Box Hill families, and NESB service provision for 
Werribee, Campbelltown and Elizabeth/Munno Para residents. Of the derived scales, 
all except two means (for billing matters) were above 7.00. Time waiting at the 
service was the only issue which had a mean rating of less than 7.00 for all study 
areas. 

With the exception of time waiting at the service, significant differences between study 
areas were apparent for all means, although some differences would be unlikely to 
have much practical meaning, particularly those for quality of treatment, cultural 
understanding and NESB service provision (p<.05 in each case). 

In general, South Sydney residents appeared to be especially satisfied and Melbourne 
and Werribee residents seemed the least satisfied. For the 11 individual issues for 
which satisfaction varied significantly with study area, South Sydney families had 
the highest mean rating of all groups for five issues and the second highest for 
another two, and had the second lowest mean for one issue (number of doctors from 
which to choose). On the other hand, six mean ratings for Werribee and Melbourne 
formed the lowest or second lowest of those for the nine study areas, and none was 
the highest or second highest. However, these trends refer to differences in ranking 
of means regardless of statistical significance. 

The most important issue - respectful treatment - ranked highest or second highest 
of all mean ratings for all study areas, while the time you wait at the service, which 
was also deemed relatively important by all study area groups, was one of the least 
satisfactory issues across all groups. NESB service provision (which was not examined 
for importance) also ranked relatively low in satisfaction. 

Although the mean for respectful treatment ranked highest of all means for Werribee 
families, these families were significantly less satisfied than all other groups with this 
issue (Newman-Keuls test). The relationship between respectful treatment and study 
area remained Significant when the effects of the other above-mentioned factors in 
the model were controlled (p<.OOl), with Werribee families continuing to appear the 
least satisfied of all groups. 

Access to Basic Medical Care in Nine Urban Areas 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of Human Services and HeaIJh 77 

Table 3.7: Satisfaction with main services used: mean ratings by study area 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para 

INDIVIDUAL ITEMS: 

Respectful treatmenf 8.23 7.88 8.26 8.17 8.09 8.25 8.22 8.03 
Good with children3 8.13 7.81 8.11 8.11 7.99 8.11 7.89 7.70 
Cultural understanding] 7.85 7.85 7.69 7.86 7.78 8.08 7.90 7.78 
Ease of traveP 7.68 7.56 7.53 7.86 7.81 7.81 7.72 7.79 
Treatment/ service quality] 7.89 7.54 7.73 7.83 7.66 7.85 7.77 7.59 
Billing arrangements2 7.18 7.59 8.05 8.30 8.08 7.03 7.47 7.82 
Getting appointments2 7.61 7.34 7.34 7.16 7.66 7.63 7.42 7.45 
Cost of service3 6.67 7.28 7.86 8.15 7.86 6.44 7.03 7.56 
Range of skills2 7.53 7.14 7.32 7.43 7.23 7.37 7.41 7.02 
Number of doctors3 7.46 7.26 7.16 7.29 7.04 7.30 7.11 6.69 
Time waiting for service 6.74 6.69 6.71 6.69 6.94 6.74 6.90 6.81 
NESB service provision] 6.84 6.19 6.49 6.69 6.39 6.80 7.07 7.01 

SCALES: 

Quality of serviceJ 7.75 7.45 7.59 7.68 7.50 7.65 7.58 7.27 
Service availability 7.33 7.19 7.19 7.24 7.47 7.39 7.35 7.35 
Billing matters3 6.94 7.42 7.95 8.22 7.94 6.72 7.22 7.69 

1 P < .05 
1 P < .01 
3 P < .DOl 

A similar pattern emerged when the analysis was restricted to families who used one 
type of service exclusively (either a community health centre, public hospital out
patients' service or private doctor), with Werribee families remaining the least 
satisfied with respectful treatment, net of type of service used and the other above
mentioned factors. Thus, the lower satisfaction of Werribee families cannot be 
explained in terms of the type of service they used. However, it is important to 
point out that 85 per cent of all Werribee families expressed clear or high satisfaction 
with the respect they received and only 2 per cent indicated clear dissatisfaction. 

Respectful treatment appeared to be a higher order issue linked with perceived quality 
of treatment and time kept waiting. In order to simplify examination of other study 
area trends, the issues represented in each of the scales derived from principle 
components analysis will be depicted in Figures, and the statistical analyses will be 
applied to the scales derived, rather than to the individual items. 

The greatest differences between study areas in mean ratings concerned the two 
billing matters items: costs of the service and billing arrangements. Figure 3.10 depicts 
the relevant mean ratings for each area with the areas ordered from lowest to 
highest in terms of bulk billing rates (that is, percentage of families apparently bulk 
billed). 

The relationship between the billing matters scale and study area was highly 
significant (p<.OOl). Figure 3.10 suggests that, in general, these matters were most 
appreciated in the areas with the highest bulk billing rates, and least appreciated in 
the low bulk billing areas. 
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Rg.rel1Q Satisfaction with main medical service used: mean rating concerning cost and 
billing arrangements by study area 

Box Hill r--------lif----;k------------, 
\ 
\ 

Berwick ~ 
"-

"-
Ryde , 

\ 

Werribee ~ 
"-

Melboume 
\ 
~ 

\ 
\ 

Elizabelh I Munno Para '+ 
I 

Campbelltown ~ 

South Sydney 

Penrith '-----'---'-----'-----'----'-----'-.. ....... ....1...-----' L---:::J 

Where bah ralilg; were IJGllided 
ALSS, m;tropdaan areas 

5 5.5 6 6.5 7 7.5 B B.5 9 

Mean 

Furthermore, the lower the bulk billing rate for a study area, the larger was the 
difference in mean ratings for billing arrangements and cost of the service. This may 
suggest that the actual payment system experienced affected perceptions of costs 
more than perceptions of billing arrangements - an issue which will become clearer 
in the section below which categorises families according to payment system rather 
than study area. 

Given the close relationship between satisfaction with billing matters and the bulk 
billing rate apparent for study areas, it was expected that average satisfaction scores 
on this measure would no longer vary significantly with study area when the effects 
of billing arrangements of each family were controlled. In fact, the importance of 
study area as a predictor of satisfaction with billing matters weakened but remained 
marginally significant with introduction of this factor (from p<.OOl to p<.OS). 
However, satisfaction scores on this scale no longer varied significantly with study 
area when the effects of the other five factors were also included in the modeL 
Thus, differences between study area groups in satisfaction with billing matters 
could be explained by some of the other differences between study areas introduced 
in this modeL 

Figure 3.11 displays the mean ratings for the four issues which formed the quality 
of service factor, for those families who completed all four ratings. The order of 
study areas represented in Figure 3.10 is duplicated here to simplify comparison 
between Figures. 
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Rg.re311: Satisfaction with main medical service used: mean rating concerning how good the 
doctor is with children, quality of treatment, range of skills, and number of doctors 
by study area 

Berwick 

Ryde 

Werribee 

Meltx:>ume 

Elizabeth I Munno Para 

Campbelltown 

South Sydney 

I 

• \ • I 

~ 

-lOf Good v.ith chilcten 

... Quality r:J tremment 
El Range of skills 
.() Number r:J doctors 

Penrith '----'------'---'-----'--":B-'--..-.1.-f;l----'-----' '------' 

5 5.5 

Where raling; for all faJr issues were pi'eMci!d 
JlLSS. rnetrcpcUan areas 

6 6.5 7 7.5 8 8.5 9 

Mean 

In general, a doctor who is good with children formed the highest of the four mean 
ratings, followed by quality of treatment. The lowest mean rating concerned number 
of doctors for Melbourne families, and the average score for Melbourne families on 
the total quality of service scale was significantly lower than that for families in all 
other areas except Werribee, Elizabeth/Munno Para and South Sydney. Nevertheless, 
families in all localities tended to indicate high satisfaction with these issues. 
Whenthe effects of the other six factors were controlled, satisfaction scores for quality 
of service continued to vary significantly with study area (p<.Ol), with the lowest 
adjusted mean scores derived for Melbourne and Werribee families (6.97 and 6.99 
respectively) and the highest for those living in Berwick (mean = 7.32). 

Locality trends for items in the service availability scale are depicted in Figure 3.12. 
The means for time waiting at the seroice were significantly lower than those for the 
other two items in this scale (and ranked lowest or second lowest of all 12 means 
for each study area). Between 9 and 12 per cent in each study area were clearly 
dissatisfied with this issue, while around one quarter indicated mixed feelings. As 
explained earlier, views about this issue did not vary significantly with study area. 
However, for the overall service availability measure, the Newman-Keuls test 
indicated that South Sydney families were significantly more satisfied than families 
in Werribee, Penrith and Campbelltown. 
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f19,Iel12: Satisfaction with main medical service used: mean rating concerning time to get 
appointments, ease of travel, and waiting time at service by study area 

Box Hill r----------B----~ ..... ----____, 
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5 5.5 

VlMe ralings lor all Ihreeissues Wl!Ie pra;ided 
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6 6.5 7 

Mean 
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Figure 3.13 provides the mean satisfaction ratings for families who indicated their 
feelings about both NESB service provision and cultural understanding. The highest 
means for both these issues were derived for South Sydney families and when these 
issues were combined into a scale (here called "cultural/ethnic matters"), South 
Sydney families appeared to be significantly more satisfied than families in Werribee, 
Elizabeth/Munno Para and Campbelltown. None of the other mean ratings differed 
significantly from each other. 

Cultural/ethnic matters continued to vary significantly with study area when the 
effects of the other six factors were controlled (p<.OS), and the same overall pattern 
of means was derived when adjusted for these other factors. Thus, differences 
between study area groups in satisfaction with these matters could not be explained 
in terms of differences in the proportions of NESB /ESB families in these study areas. 
POSSibly, a greater range of ethnic backgrounds are represented in the population of 
doctors in South Sydney compared with some of the other areas, or the ethnic 
backgrounds of South Sydney doctors are particularly appropriate for their clientele. 

In summary, high satisfaction was expressed about most of the issues examined, in 
keeping with the generally positive view parents held about most other domains of 
life. The top priority for families in all study areas concerned respectful treatment and 
this formed the most satisfactory aspect of the medical service they used. In 
metropolitan areas, where some choice of doctors is available, it would seem unlikely 
that families would be unable to find a doctor who provides them with respect. 
However, other important priorities may have to be compromised to achieve 
respectful treatment. Time waiting at service was also a key priority for families in 
all study areas and was the only issue with average ratings below 7.00 for all study 
area groups. 
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f9Jel13: Satisfaction with main medical service used: mean rating concerning 
cultural/ethnic understanding and NES8 service provision by study area 
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South Sydney families appeared to be particularly content about three of the four 
broad aspects of service delivery examined: billing matters, service availability, and 
cultural/ethnic matters. South Sydney families expressed significantly higher 
satisfaction with these aspects than families in some of the other areas. 

Compared with at least some of the other areas, Penrith and Berwick families 
expressed significantly higher satisfaction with one broad aspect of service delivery 
(billing matters for Penrith families and service quality for Berwick families) and 
significantly lower satisfaction with another aspect (service availability for Penrith 
families and billing matters for Berwick families). 

Finally, compared with families in some of the other areas, significantly lower 
satisfaction was expressed by Elizabeth/Munno Para with one broad aspect of service 
delivery (cultural/ethnic matters), by Campbelltown with two aspects (service 
availability and cultural/ethnic matters), and by Werribee with three aspects (respect 
received, service availability, and cultural/ethnic matters). 

However, it is important to reiterate that families in all areas tended to express clear 
or high satisfaction with all the various aspects of service delivery which were 
examined. This is not surprising in metropolitan areas where most families have the 
resources to "shop around" for a service which best meets most of their priorities. 
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Equivalent household income 

In Figure 3.14, issues are once again ordered according to their mean values for the 
total sample. The overall slope of each line representing the mean values of the 
three equivalent household income groups roughly approximates that for the total 
group. The most obvious deviations refer to items in the billing matters scale: 
billing arrangements and cost of the service, which were viewed more favourably by 
families who were poor than by other families (p<.OOl). Further analysis indicated 
that this trend could be explained in terms of the higher bulk billing rate for poor 
families compared with other families. That is, when this factor alone was taken 
into account, average satisfaction scores for the billing matters scale no longer varied 
significantly according to equivalent household income. Furthermore, while the 
better off were less satisfied than the poor with billing matters, having a doctor who 
bulk bills or charges little was less important to these families than to the poor (see 
Figure 3.1). 

No significant differences between income groups were apparent for the other 
derived scales (quality of the service, service availability and cultural/ethnic 
matters), nor for respect received - the item which did not form part of any derived 
scale. 

Rg..re3.1t Satisfaction with main medical service used: mean ratings by equivalent household 
income (as per cent of poverty line) 
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Such trends highlight the successfulness of Medicare in enabling most families in • 
metropolitan areas to find a service which they can afford without compromising 
other priorities. However, families who were poor and who were charged fees were 
no less satisfied with cost of the service than higher income groups who were charged 
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fees, and were significantly more satisfied than those with incomes of twice the 
poverty line with billing arrangements. 

Payment arrangements 

Like the trends in satisfaction for household income groups, the most obvious 
difference between those bulk billed and other families concerned the two items in 
the billing matters scale (Figure 3.15). Of all aspects examined, billing arrangements 
and cost of the service appeared to be the most satisfactory for the bulk billed, and 
two of the three least satisfactory of aspects for those who were charged fees (the 
other being NESB service provision). Both before and after the effects of the other 
factors were controlled, the relationship between satisfaction scores on the billing 
matters scale and actual payment arrangements was highly significant (p<.OOl). 
However, those who paid fees attached lower importance than the bulk billed to 
ha ving a service which bulk billed or charged little. 

Compared with those who paid fees, bulk billed families also indicated significantly 
higher satisfaction with service availability (p<.OOl) and cultural/ethnic matters 
(p<.Ol), but lower satisfaction with quality of the services (p<.Ol). Indeed, bulk 
billed families were significantly more satisfied than other families with each of the 
three issues in the service availability scale (the time taken to get an appointment 
(p<.Ol), the time waiting at the service (p<.OOl), and ease of travel (p<.OOl». Although 
no difference emerged in the importance these groups attached to low waiting time 
at service and no appointment delays, those who paid fees attached lower importance 
than the bulk billed to having a service close to home/walking distance. 

Fig..le3.15: Satisfaction with main medical service: mean ratings by reported payment 
arrangements 

Respect given ~-------------...e-----. 
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The higher satisfaction of the bulk billed with service availability, and with each of 
the components of this scale remained highly significant when the effects of study 
area and the other five factors were controlled (p<.OOl for each analysis). Those who 
were bulk billed also expressed somewhat higher satisfaction with cultural/ethnic 
matters - particularly NESB service provision - both before and after the effects of 
the other factors were controlled (p<.Ol). On the other hand, satisfaction with 
service quality no longer varied significantly with payment arrangements net of 
these other factors, although one individual item in this scale - treatment quality -
remained significant (p<.Ol), with those who were charged fees expressing higher 
satisfaction than those who were bulk billed. 

Thus, the differences in satisfaction of bulk billed families and those who paid fees 
concerning service availability and cultural/ethnic matters and the single item 
treatment quality could not be explained in terms of other factors which were 
examined. Further research which differentiates between families who attend bulk 
billing services and those who attend services which bulk bill selectively for them 
would throw light on reasons underlying these trends. For example, such trends 
may arise from true differences between bulk billing and other centres in the 
delivery of services, from differences in the perceptions or expectations of users of 
bulk billing and other services, or from other differences in characteristics of those 
who attend bulk billing and other services. 

NESBIESB status 

Figure 3.16 suggests several areas of differences in perceptions of NESBjESB groups. 
Both before and after the effects of other factors were controlled, ESB families 
expressed Significantly higher satisfaction than NESB families with respect received, 
and with all items in the service quality scale (good with children, treatment quality, 
range of skills, number of doctors). The two NESB groups provided similar ratings on 
these issues. 

Before the effects of the other factors were controlled (the univariate analysis), neither 
item in the billing matters scale and only one item in the service availability scale 
(ease of travel) varied significantly with NESBjESB status. However, when the effects 
of other factors were controlled (the multivariate analysis), NESB/poor English 
families expressed significantly lower satisfaction than the other groups with both 
billing matters items and with two of the three service availability items (ease of 
travel and appointment delays). 

It appears that differences between groups in bulk billing rates contributed to the 
contradictory results for the univariate and multivariate analyses concerning billing 
matters. In the univariate analysis, the NESB/poor English group appeared to be 
no less satisfied than other groups with billing matters because relatively high 
proportions were bulk billed. Although highly satisfied if bulk billed, they did not 
seem as content as other families with a free service - a trend which may stem 
from other associated cost considerations such as travel expenses and costs of 
prescribed medication, or other sources of low satisfaction which coloured their view 
of service delivery. The same pattern of NESB/ESB trends was apparent for families 
who were charged fees. (For those who were bulk billed, means for the billing 
matters scale were 8.04 for NESB / poor English families and 8.25 to 8.56 for other 
families; for those who were charged fees, the relevant means were 5.67 versus 6.30 
to 6.50.) 

Finally, the direction of trends for the two issues which formed the cultural/ethnic 
scale differed. The ESB families expressed significantly higher satisfaction than the 
two NESB groups with cultural understanding, while the NESB/poor English group 
expressed significantly higher satisfaction than the other two groups with non-English 
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Rg.rel16: Satisfaction with main medical service used: mean ratings by NESBJESB 
status and command of English 
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service provlSzon. It is difficult to reconcile these trends. The majority in each group 
attended a private doctor. Some of the NESB/poor English families may have 
expressed relatively high satisfaction with NESB service provision because they 
sought out a doctor with the same language and ethnic background, but presumably, 
this would also lead to relatively high satisfaction with cultural understanding. 
Although each of these trends was significant before the effects of other factors were 
controlled, only cultural understanding remained significant, net of the other factors. 

In short, all three groups tended to be clearly or highly satisfied with most issues. 
Where differences were apparent, ESB families were more content than one or both 
NESB groups, except in the area of provision of services for those whose first 
language is not English. The ESB families were more satisfied than both NESB 
groups with quality of the service, the respect they received, and the extent to which 
the doctor understood their culture or ethnic background. 

Both the bulk billed NESB/poor English families and those who paid fees were 
inclined to express lower satisfaction with billing matters compared with their ESB 
and NESB / good English counterparts, but this effect was masked because 
disproportionate numbers of NESB/poor families were bulk billed and thus relatively 
satisfied. Compared with their ESB and NESB / good English counterparts, the 
NESB/poor English families also appeared to express lower satisfaction with service 
availability - a trend which was also largely masked until the effects of other 
factors were controlled. 

On face value, these results would suggest that service delivery in most of the areas 
examined is most compatible with the expectations of ESB families. An area for 
future research concerns identification of the relative importance of factors 
contributing to these differences in levels of satisfaction, including an examination 
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of the expectations and behaviours of staff at medical centres and their ESB/NESB 
patients. However, such differences are relative only; all three groups tended to look 
upon their basic medical services in a favourable light. 

Family type 

Figure 3.17 depicts the mean values on each issue for sole mother and couple 
families. The main area of differences concerned billing matters with sole mother 
families expressing significantly higher satisfaction with this matter. However, a 
higher proportion of sole mothers were bulk billed, and when this factor alone was 
taken into account, family type was no longer significantly related to satisfaction 
with these matters. 

R~l17: Satisfaction with main medical service used: mean ratings by family type 

Respect given 

Good wth children 

Understands aJlture 

Ease of travel 

Q,Jality of treatmEflt -... -... -... 
Billing arrangements --~ .---Getting appdntments -... -... -... 

Cost of service 
-... 
~ -----

Range of skills 

Number of doctors 

Time waiting at service 
/ 

NESB service provision 
5 5.5 6 6.5 7 7.5 8 8.5 9 

Mean 

.4LSS. m&lrcpa~an aRIas 

Age of youngest child 

In general, the slope of the lines joining the means for each of the groups 
represented in Figure 3.18 is similar. Of the four derived scales, only service 
availability was significant before the effects of other factors were controlled. 
A verage satisfaction scores for each group differed significantly from the other two 
groups, with those with pre-school age children being the least satisfied (mean = 
7.19) and those whose youngest child was 12 or more years being the most satisfied 
(mean = 7.59). Differences between these groups remained significant when the 
effects of the other factors were controlled. The largest differences between mean 
ratings concerned time 
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Rgel18: Satisfaction with main medical service used: mean ratings by age of 
youngest child 

Respectgiven ,---------------~B_--___, 

Good v.ith chil dren 
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Ease of travel 

Quality of treatment 
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taken to get appointments and time waiting at the service, possibly reflecting the 
difficulties experienced by parents with young children in knowing what is wrong 
when their child appears to be ill, and in keeping their child amused while in the 
waiting room. 

Car ownership 

There were several differences in the evaluations of those with and without a car 
(Figure 3.19). Families without a car were significantly more satisfied with each of 
the two billing matters items (p<.001) - and these difference could be explained 
in terms 
of the higher proportion of families without a car who were bulk billed. Other 
significant trends suggested relatively low satisfaction for those without a car: respect 
received (p<-01) and each of the four issues in the service quality scale, particularly 
quality of treatment (p<.OOl). The trends for respect received and the overall service 
quality scale remained significant when the effects of the other six factors were 
controlled. 

In other words, other differences between car ownership groups such as NESB /ESB 
status failed to explain the lower satisfaction of those without a car in the area of 
service quality and respect. However, like all the other above-mentioned 
comparisons, those with and without a car tended to express clear or high 
satisfaction with the medical service they used. 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of Human Services and HealJh 88 

R~l ~ Satisfaction with main medical service used: mean ratings by car ownership 

Respect given r--------------f<~_*---__, 

Goodwth children 

Understands culture 

Ease of travel 

Quality of treatment 

Billing arrangements 

Getting appc:intments 

Cost of service 
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Type of service used 

Some aspects of non-emergency services provided by public hospitals have been seen 
as important community assets, while others have been criticised. For example, the 
NHS pointed to the valuable roles provided by public hospitals in the areas of free 
services for low income people, the availability of qualified interpreters, and after 
hours private medical care, but also referred to the long delays in receiving 
treatment at public hospitals (NHS 1992, Background Paper No.10). Rosenman and 
Mackinnon (1992), on the other hand, referred to the argument that outpatients 
services are both "overstretched" and "impersonal". Community health services also 
provide free basic medical care, as well as offering other health services such as 
dental and psychiatric services. 

As noted in Chapter 2, the vast majority of families attended a private doctor, but 
some families used other types of services or more than one type. Of those who 
used one type of service exclusively, the most commonly used were private doctor 
(more than 3 000 families), followed by a community health service (around 150 
families), then an outpatients or casualty department of a public hospital (46 
families). How satisfied were these families with the type of service they used? To 
what extent can any differences in evaluations be explained by systematic variation 
in the type of families who attend these different services, including the area in 
which they live, their equivalent household income, NESB/ESB status and other 
above-mentioned factors? 
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Figure 3.20 presents the mean ratings for families who visited one of the three most 
commonly used service exclusively. The range in mean ratings for these various 
aspects of service delivery was lowest for those who used a private doctor (6.73 to 
8.19) and greatest for those who used a public hospital (5.69 to 7.76). (The mean 
rating for those who used community health centres ranged from 6.31 to 8.15.) 
However, the numbers of families on which these mean ratings were based varied 
for each aspect of the service delivery examined. 

In the areas of cost of the service and billing arrangements, those who went to a 
community health centre or public hospital were significantly more satisfied than 
families who visited a private doctor. Despite .the apparent variation between groups 
in mean rating concerning NESB service provision, the differences were not significant, 
owing to the variability in responses and the small number of families who provided 
ratings (including only 23 public hospital users). 

For all other issues, those who used a private doctor were significantly more satisfied 
than public hospital users at least. There were three issues which generated 
significant differences between all three groups, with the private doctor users being 
the most satisfied and the public hospital users being the least satisfied: respect 
received, cultural understanding and quality of treatment. When the effects of all the 
other factors were controlled, satisfaction with cost of the service, billing arrangements, 
and range of skills available no longer varied significantly with type of service used. 

Ag..rela:t Satisfaction with main medical service used: mean ratings by type of service used 
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Net of these other factors, the most significant differences between these service user 
groups concerned respect received, good with children, quality of treatment items (which 
formed part of the service quality scale), getting appointments and time waiting at 
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service (which from part of the service availability scale), and cultural understanding 
(p<.OOl in each case). 

Time waiting at seroice formed one of the least satisfactory aspects of service provision 
for all groups, but particularly for those who attended public hospitals. Despite the 

• 

fact that the NHS listed the provision of qualified interpreters as an asset of public • 
hospitals in the area of primary medical care, all three groups indicated relatively 
low satisfaction with NESB seroice provision, and those who used a public hospital 
were significantly less satisfied that the other two groups with cultural understanding 
- an effect which could not be explained by any variation in the types of services 
used by ESB and NESB families. However, the free service provided by public 
hospitals and community health services and by private doctors who bulk billed was 
very much appreciated. • 

Summary and Conclusions 

In the interests of avoiding over-burdening respondents, the issues examined for 
importance in this study represented a highly restrictive list of aspects concerning 
the delivery of basic medical services. For example, it was simply taken for granted 
that virtually all people would attach high importance to their doctor's expertise in 
diagnosis and treatment of presenting problems. The issues listed in the 
questionnaire which were closest to receipt of expert treatment in these areas 
concerned attributes of the medical centre rather than the family doctor: number of 
doctors from which to choose and a wide range of skills available at the service. 

For the sample as a whole and for most sub-groups examined, the most important 
of the issues examined concerned the following aspects of the doctor-family 
relationship and time factors: respectful treatment, a doctor who is good with children, a 
dodor you know, low waiting time at service, and no appointment delays. All groups 
examined had mean ratings of above 4.00 for these issues relating to quality of 
doctor-family relationships and time. Cultural understanding ranked second in 
importance for the NESB/poor English group and relatively low for other families, 
while a female dodor and number of dodors from which to choose ranked relatively low 
for all groups examined. 

A doctor who bulk bills/little cost tended to rank amongst the highest in importance for 
low income groups - particularly the poor and sole mother families - as well as 
for those who were bulk billed, whether poor or with incomes of less than 200 per 
cent of the poverty line. Thus, this issue tended to be emphasised relatively strongly 
by those living in high bulk billing areas and relatively weakly by those in Box Hill 
which had the lowest bulk billing rate. 

Nevertheless, a doctor who bulk bills/little cost along with all other issues except number 
of doctors continued to vary significantly with study area when the effects of the six 
other factors were controlled (equivalent household income, payment arrangements, 
NESB/ESB status, family type, age of youngest child, and car ownership). Thus, 
there appear to be locational differences not examined here which are partly 
responSible for the trends outlined. These may include differences in the profile of 
families in these study areas or in other characteristics of the study areas. That is, 
residential location represents a "proxy" for some of those factors affecting 
importance ratings other than those introduced in the model. For example, 
opportunities for having a doctor who provides cultural understanding or low waiting 
time at service may be greater in some localities than in others and these 
opportunities may affect the extent to which relevant families value such services. 

Net of all other effects, eight significant differences in mean ratings were derived for 
NESB/ESB status, six for age of youngest child, five for equivalent household 
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income, three for family type and payment arrangements, and two for car ownership. 
Command of English emerged as an important factor relating to some of the values 
of NESB families. For example, while cultural understanding was rated higher in 
importance by NESB than ESB families, those NESB families with a parent who had 
poor or no command of English were partirularly likely to emphasise cultural 
understanding. 

However, compared with all other families, the NESB/poor English group tended 
to attach lower importance to various other issues relating to the doctor-family 
relationship such as respectful treatment, good with children, and a doctor you know. 
While NESB families in general appeared to place higher emphasis on having a 
doctor who bulk bills/little cost, additional analysis suggested that this effect was 
restricted to those with household incomes of at least 200 per cent of the poverty 
line. Furthermore, parents in almost all NESB families with incomes at this level 
had a sound command of English. 

Equivalent household income was related to the level of importance attached to bulk 
bills/little cost and a service close to home/walking distance in the expected directions, but 
was also related to a wide range of skills, a dodor who is good with children and a dodor 
you know, among other matters. In a similar vein, other factors were linked in 
expected ways to importance ratings for some issues, but also related significantly 
to ratings for other issues. However, not all relationships which reached the 
conventional five per cent level of statistical significance would have much practical 
meaning. Further, the expected trends tended to be the largest trends. For example 
a doctor who is good with children appeared to be particularly important to those with 
pre-school age children and least important to those with children aged 12 or more 
years. 

The factors in this analysis are introduced as predictors of values, implying a one
way direction of causation. However, a reciprocal relationship may exist for some 
of these matters, for example, the importance attached to a doctor who bulk bills/little 
cost and use of a service which bulk bills or privately bills. That is, those who 
emphasise bulk billing or low fees may seek out such a service, while appreciation 
of such a service may be enhanced if the doctor happens to bulk bill for them. 

Figures 3.1 to 3.3 and 3.5 to 3.7 do not take into account the effects of other 
variables, but they suggest important ways in which priorities of families with 
certain characteristics are most likely to differ. The multivariate analysis, on the 
other hand, suggests some explanations for such trends. For instance, Figures 3.6 
and 3.7 suggest that families without a car and families whose youngest child is less 
than 12 years old are likely to attach greater importance than other families to 
having a doctor who bulk bills/little cost. It appears that such variation can be 
explained by other differences between these groups, in particular, their financial 
status. 

Thus, community access to medical services in areas which have predominantly 
young families may be curtailed unless there is ready availability of doctors who 
bulk bill or charge little. At the same time, the needs for such services by young 
families in municipalities with predominantly older families may be overlooked. 

As explained earlier, level of satisfaction with basic medical services has an 
important bearing on the issue of equity of access and outcomes. For example, it 
appears that level of compliance with advice stemming from consultations is 
positively related to satisfaction with the consultation and negatively related to time 
spent waiting at the surgery. Consistent with such trends, the NHS described 
patient satisfaction as a criterion of "good general practice" (NHS 1992 Issues Paper 
No.3). Nevertheless, level of satisfaction is based on a complex set of interacting 
factors, including interpretations of events in the light of expectations and aspiratiOns. 
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Families tended to be clearly or highly satisfied with the various aspects of service 
delivery which were examined. They were particularly content with the respect they 
received - the issue which was most important to them - but they were relatively 
less content with the time they had to wait at the surgery, an issue which was also 
perceived as very important. 

In other words, evaluations of the main medical service used were consistent with 
parents' evaluations of most general aspects of life, and are by no means viewed 
with the disfavour allocated to the activities of State and Federal Governments. 
There was certainly little evidence of "doctor bashing" when families were asked 
about their own medical service. 

Indeed, these evaluations tended to be more favourable than those provided for 
dental services and any medical emergency services used. Not surprisingly, the 
largest deviation from this trend applied to evaluations of costs for families who 
used a public hospital for emergency treatment and who were privately billed for 
basic medical services: such families were more satisfied with the costs of their 
emergency service than basic medical service. 

However, both families who were bulk billed for basic medical services and those 
who were charged fees were considerably more satisfied with the cost of medical 
than dental services. Such trends highlight the importance of Medicare in reducing 
inequities of access to basic medical services. Not surprisingly, poor families were 
under-represented amongst consumers of dental services. 

Families who were bulk billed were more satisfied with billing arrangements and the 
cost of their medical service compared with families who paid fees, but having a free 
or low cost service was less important to those who paid fees than to those who 
were bulk billed. Families who were bulk billed also indicated significantly higher 
satisfaction with service availability and cultural/ethnic matters but lower satisfaction 
with the quality of treatment, net of the various other factors examined. There was 
some indication that the doctor-patient relationship may be less important to some 
families who were bulk billed. Comparison of the priorities and evaluations of 
families who attend bulk billing services and those who attend services which bulk 
bill selectively would throw further light on levels of access. 

Given the above relationships between payment arrangements and satisfaction with 
billing matters, some groups which were particularly likely to be bulk billed - the 
poor, sole mother families and those without a car - were more content with billing 
matters than other families. Furthermore, sole mothers and low income families 
were just as satisfied as their counterparts with all the other aspects of service 
delivery examined. 

However, although a free service was particularly common amongst NESB/poor 
English families, these families who did not pay fees were less satisfied with costs 
and billing arrangements than other families with a free service. A similar pattern 
of results emerged for those who paid fees. Although compared with ESB families, 
NESB families attached greater importance to a service which understood their 
culture or ethnic background - an issue which was particularly important to the 
NESB / poor English group - the two groups of NESB families were significantly less 
satisfied than ESB families with the level of cultural understanding they received. 

There was some evidence to suggest that doctor-patient relationships were less 
important to NESB than ESB families. Nevertheless, both before and after the effects 
of other factors were controlled, NESB families were significantly less satisfied with 
the respect they received and with each aspect of service quality examined (how 
good the doctor is with children, quality of treatment, range of skills at the service, 
and the number of doctors from which to choose). In addition, the NESB/poor 
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English group seemed less content with ease of travel and the time required to 
receive an appointment, net of the other factors (including car ownership). 

Despite their lower satisfaction with the level of cultural understanding received 
compared with ESB families, NESB/poor English families were the most satisfied 
with the provision of services for those whose first language is not English. It 
therefore appears that their relatively low satisfaction with other aspects of their 
service did not simply stern from a general tendency to provide less positive 
evaluations, regardless of the issue. 

Thus, NESB/ESB status emerged as an important factor linked with levels of 
satisfaction with several aspects of service delivery. Such trends may stern from 
differences in expectations, the flow of events which take place when NESB and ESB 
families seek treatment and/or in the ways in which such events are interpreted. 
Each of these sets of factors may result in inequities in access and outcomes. 

Pre-schoolers are often unable to articulate aspects of their discomfort, leading 
parents of such children to worry about the nature and severity of any apparent 
illness. Pre-schoolers can also be more fractious and more difficult to keep amused 
while waiting at the surgery, compared with older children. It is not surprising 
therefore, that families with pre-schoolers tended to be less satisfied with service 
availability, particularly with the time taken to get appointments and the time they 
were required to wait at the surgery. That is, the differences in evaluations of 
parents with young children and those with older children may stern not so much 
from any systematic differences in waiting times and appointment delays of the 
services they used, but rather from differences in the needs of these families. 

For basic medical care, those who used private doctors exclusively were more 
content with several aspects of service delivery than those who used public hospitals. 
Where differences were apparent between the three most common types of services 
used exclusively, clients of private doctors were more satisfied than clients of 
community health services, and public hospital clients were the least satisfied. 
However, clients of private doctors who were not bulk billed were significantly less 
satisfied than the other groups with billing matters. 

None of the above-mentioned trends could be explained in terms of loeational 
differences in service delivery or characteristics of families. Families in each study 
area tended to express clear or high satisfaction with most of the aspects of basic 
medical services which were examined. This is not surprising, given the 
concentration of doctors in metropolitan areas and hence the ability of most families 
to "shop around" to find a service which best meets their needs. The length of time 
spent waiting at the service was the only issue which generated an average 
satisfaction rating below 7.00 for all study areas. On the other hand, families in all 
study areas expressed particularly high satisfaction with the level of respect they 
received - the issue which tended to be emphasised by families in all areas. 

Significant differences between families in these areas were apparent, with South 
Sydney families being particularly content about the greatest number of issues, and 
Werribee families being the least content. South Sydney families appeared to be 
particularly content about costs and billing arrangements, service availability and 
cultural/ethnic concerns, while Werribee families appeared to express relatively low 
satisfaction with the respect they received, service availability issues and 
cultural! ethnic concerns. The latter families also provided less favourable 
evaluations of the availability of after-hours medical services (see Chapter 2). 
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Despite the above-noted differences between groups, the overall picture is one of 
clear or high satisfaction with the various aspects of the basic medical service used. 
It seems that all groups examined other than those who used public hospitals 
exclusively had managed to find a service with which they were mostly satisfied. 
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4 

Personal Visits To General 
Practitioners: Separate 
Analysis Of Associated 
Factors 

Key questions for this analysis concern factors linked with frequency of visits to 
the general practitioner (GP) and their relevance to equity of access. Previous 
studies have suggested that socio-economically disadvantaged people tend to visit 
their doctor more frequently than other people, the most obvious reason being 
that they experience poorer health (e.g. NHS, 1992, Research Paper No.l). Low 
SES also appears to be related to less healthy lifestyles including smoking, limited 
physical exercise and overweight, as well as limited use of health preventive 
services (see NHS 1992, Research Paper No.l; Powles and Salzberg 1990). 

A complex variety of other reasons has been offered for the poorer apparent 
health or socio-economically disadvantaged groups. For example, Powles and 
Salzberg (1990) critically evaluate arguments concerning inequalities in access to 
basic health-promoting resources (e.g. adequate housing, nutritious diet), factors 
linked with health-related lifestyle differentials, and the possible existence of 
selection factors which may lead the healthy to advance in SES terms or to avoid 
retrenchment. 

Much is yet to be learned about reasons underlying frequency of service use. As 
McClelland (1991) noted, equity of access is difficult to quantify, and most 
Australian studies have measured the 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 account differences in the health status of these 
groups. However, an understanding about level of service use by 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 
clientele, for example, young families, NESB families, or families living in outer 
areas. Chapter 4 examines various characteristics (including health status) of 
relatively frequent and infrequent attenders. 

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. According to the study of 
McCallum et al (1993) which compared self-report data with Medicare 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. 
Under-reporters were inclined 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 previous 12 
months, and most of the parents in this study were aged less than 50 years. It 
thus seems likely that under-reporting was not such a major problem in the 
present study. 
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Frequency of visits to the GP 

Children's Visits 

Figure 4.1 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, 5 to 11 years, 
12 to 15 years and 16 to 19 years. 

R~4.1: Number of children's GPs visits in the last 12 months by age and gender 
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Up to age 15 there was no significant difference between boys and girls in the 
frequency of visits to the doctor. Three to six visits seemed to be the most 
common for the two youngest groups represented (38 to 41 per cent of children). 
However, the pre-school age children were more likely than those aged 5 to 11 
years to attend at least seven times (around 34 per cent versus 24 per cent) and 
less likely to attend once or twice (around 19 per cent versus 29 per cent). 

The 12 to 15 year old children were most likely to have visited the doctor once 
or twice (around 38 per cent) or three to six times (around 37 per cent). 
Approximately 12 per cent of the 12 to 15 year old group, and 8 per cent of the 
two youngest groups had not seen a GP at all. 

Among 16 to 19 year" oIds, girls were more likely than boys to have attended the 
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doctor three to six times (43 per cent versus 34 per cent) and less likely than • 
boys to have made fewer than three visits to the doctor (41 per cent versus 54 
per cent). 

• 
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In general, the two youngest groups of children were more likely than the two 
oldest groups to have visited a GP at least seven times (around 34 per cent of 
the 0 to 4 year olds, 23 per cent of the 5 to 11 years olds, and 12 to 17 per cent 
of the two older groups). 

The pattern of visits to the doctor by 16 to 19 year old boys is similar to that 
found for fathers, with 35 to 39 per cent attending once or twice and 34 to 37 per 
cent attending three to six times. On the other hand, girls aged 16 to 19 years 
were more likely than mothers to have attended the doctor fewer than three 
times (42 per cent versus 32 per cent) and less likely than mothers to have made 
seven or more visits (17 per cent versus 28 per cent). 

Parents' Visits 

According to Figure 4.2, much the same proportion of fathers seemed to visit 
their GP once or twice or three to six times (35 to 37 per cent), while three to six 
visits were most commonly reported for mothers (41 per cent), followed by once 
or twice (26 per cent). Fathers seemed more likely than mothers to have made 
no visits in the previous 12 months (13 per cent versus 6 per cent), while mothers 
seemed almost twice as likely as fathers to have made seven or more visits (28 
per cent versus 15 per cent). Indeed, from age 16 years onwards, females tended 
to visit a doctor more frequently than males. These trends are consistent with 
those for the nation as a whole (AlliW 1992). 

Rg.re42 Number of parent's GP visits in the last 12 months by gender 
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Despite the more frequent visits reported for mothers and fathers, there was a 
significant relationship in couples between the frequency of husband's and wife's 
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visits to the doctor (Spearman rho = .37). A positive relationship suggests that if 
the husband attended frequently relative to other men, then his wife was also 
likely to be a frequent attend er relative to other women. However, a correlation 
of .37 suggests that only 14 per cent of the variance in the behavioUI of one 
partner could be predicted from the variance in the behaviour of the other 
partner. 

The following sections will examine relationships between parents' visits to the 
GP and other family or parental characteristics. Attention will be 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. 

For simplicity, frequency of visits will be reduced to three categories: fewer than 
three visits, 3 to 6 visits and 7 or more visits, and the results will be compared 
with general trends for all fathers and mothers. These trends suggest that fathers 
were most likely to visit their doctor fewer than three times (48 per cent), and 
least likely to make seven or more visits (16 per cent). For mothers, three to six 
visits were most commonly reported, with fewer than three visits being only 
marginally more common than seven or more visits (32 per cent versus 28 per 
cent). 

Factors linked with parents' visits 

The relevance to GP use of various circumstances such as study area, payment 
arrangements, SES, health risk behaviours and perceived health status will be 
examined below. 

Study area 

The more frequent use of the doctor by mothers than fathers was apparent for 
each of the nine study areas (Table 4.1). 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 possibly, the introduction of 
bulk-billing for competitive pUIposes). It has already been shown that Box Hill 
and Penrith 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, families from these areas might be expected to visit their GP more 
frequently than other families. 

Table 4.1, however, shows that fathers in Box Hill indicated the lowest attendance 
at doctors (p<.OOl): 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). Mothers in the 
foUI middle or inner areas (which had the highest number of GPs per population) 
were the most likely to state that they had visited the doctor no more than twice 
(33 to 41 per cent p<.OOl). Reports of seven or more visits were most likely in 
some of the outer areas, particularly Penrith for mothers (41 per cent). Overall, 
seven or more visits were reported for 18 per cent of fathers and 32 per cent of 
mothers in the outer areas, and 11 per cent of fathers and 23 per cent of mothers 
in the middle or inner areas (p<.OOl for each gender). 
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Table 4.1: Number of visits to General Practitioners in the last 12 months by mothers and fathers in the nine 
study areas 

Berwick Werribee CampbeU Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para 

% % .. % % % % % % 

FATHERS: 
0-2 times 51 46 44 40 39 61 47 54 
3-6 times 33 38 38 39 40 32 39 34 
7 + times 16 15 18 21 21 7 13 13 

MOTHERS: 
0-2 times 31 29 26 20 27 39 33 41 
3-6 times 42 46 43 39 39 42 43 32 
7 + times 28 25 32 41 35 19 24 27 

The general pattern for fathers as a whole was not apparent in Penrith and 
Elizabeth/Munno Para. In these areas, much the same proportion of fathers 
attended fewer than three times or three to six times (39 to 40 per cent). The 
pattern for mothers in Penrith also varied from that for the total sample, for 
much the same proportions of Penrith mothers attended three to six times or 
seven or more times (39 to 41 per cent). In the middle and inner areas, 
particularly Melbourne and Box Hill, mothers seemed more likely to visit fewer 
than three times than the total sample of mothers. 

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 4.3). Although 
the trend for both mothers and fathers was statistically significant (p<.OS), 
differences are very small and unlikely to reflect meaningful differences in 
everyday life.· Further, the slight differences were contrary to predictions: the 
shorter travelling period was associated with marginally fewer visits. However, 
around 48 per cent of both sub-groups of fathers and 31 per cent of both sub
groups of mothers had made no more than two visits. Furthermore, the pattern 
of visits for each male or female sub-group was similar to that for all fathers or 
mothers. 

The number of GP visits was not related significantly to whether or not the 
medical service was within walking distance from home. Thus, parents who 
lived near their doctor did not seem to use their doctor more frequently than 
other parents . 
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Rg.Je43: Number of parent's GP visits in the last 12 months by gender and time required 
to arrive at the ser~ce 
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Payment arrangements 

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 propitious visits for some families, Figure 4.4 
suggests that parents who were bulk billed were more frequent attenders than 
those who were charged a fee (p<.OOI for fathers and mothers). 

Compared with their counterparts who were charged fees, fathers and mothers 
who attended a bulk billing service were more likely to report at least seven 
visits (19 per cent versus 12 per cent of fathers; 32 per cent versus 24 per cent of 
mothers), and less likely to report up to two visits (44 per cent versus 53 per cent 
of fathers; 28 per cent versus 35 per cent of mothers). 

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 
40 to 41 per cent in each group), while fathers' most common response was fewer 
than three visits (44 to 53 per cent). 

When the relationship between fees charged and GP visits was assessed for each 

• 

• 
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• 

• 

• 

• 

study area, the greater attendance of those bulk billed reached statistical • 
significance for the two middle study areas for fathers (Ryde p<.OI and Box Hill: 
p<.OOl), and the middle and inner Sydney areas for mothers (Ryde p<.Ol and 
South Sydney: p<.05). Specifically, at least seven visits were reported for the 
following bulk billed and privately billed groups respectively: 15 per cent and 5 
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Rg..re44: Number of parent's GP visits in the last 12 months by gender and payment 
arrangements 

Fathers Mcthers 
BO .-------------------~--------------------. 

60 

40 

20 

o 
0-2 visits 3-6 visits 7+ visits 0-2 visits 3-6 visits 7+ visits 

ALSS, metropdian area 

per cent of fathers in Box Hill, 21 per cent and 8 per cent of fathers in Ryde, 32 
per cent and 18 per cent of mothers in Ryde, and 29 per cent and 10 per cent of 
mothers in South Sydney. 

Thus, the hypothesis that bulk billing encourages GP visits was not consistent 
with the data for all nine municipalities. Further, other factors affecting both GP 
visits and use of a bulk billing service may explain the (restricted) relationship 
observed here between bulk billing and GP visits. For example, the possible 
confounding effects of health status and financial status on GP visits have not 
been taken into account in this analysis, but will be explored in Chapter 5. 

Parents' age 

Figure 4.5 shows the proportions of parents in different age groups who reported 
visiting the doctor no more than twice or at least seven times in the previous 
twelve months. At each age level, fathers were more likely than mothers to 
indicate making no more than two visits. Such low frequency was reported for 
46 to 52 per cent of fathers aged less than 50 years and 37 per cent of older 
fathers. 

The proportion of mothers making seven or more visits declined somewhat up to 
age 44 years - when child bearing years were over - and then increased. For 
fathers, the proportions making seven or more visits remained relatively steady 
for the first five age groups (from less than 30 years to 45 to 49 years) and then 
increased for the oldest group (13 to 17 per cent versus 26 per cent). 
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Rg..re45: Number of parents \lisiting the GP, less than 3 or more than 6 times, in the last 
12 months by gender and age 

BO .-------------------------------------~ 
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Thus, below the age of 50 years, mothers seemed more likely than fathers to have 

• 

• 

• 

• 

• 

attended the doctor seven or more times (22 to 37 per cent of mothers and 12 to • 
17 per cent of fathers), with the greatest gender discrepancy being apparent for 
those aged less than 30 years (37 per cent versus 17 per cent). This difference 
tended to narrow with increasing age, and for those aged 50 years or more, 
virtually the same proportions of mothers and fathers appeared to attend their GP 
at least seven times (26 or 27 per cent). 

Child under twelve months 

Underlying some of the discussions of the legitimacy of frequent GP use is the 
question concerning whether or not the patient is sufficiently sick to warrant 
frequent visits. Yet visits which are not instigated by illness form important 
aspects of many GPs' work. Such visits would include those linked with 
pregnancy and neonatal care. It is not surprising, therefore, that mothers with a 
child under the age of 12 months tended to visit their GP more frequently than 
other mothers, while no such pattern was apparent for fathers (Figure 4.6). 
Indeed the overall trend for mothers with infants differed from that for all 
mothers: whereas three to six visits were more commonly reported for all 
mothers, seven or more visits were most commonly reported for mothers with 
infants (42 per cent). 

The trends for mothers continued to apply when their age was taken into 
account. For example, of mothers aged less than 30 years old, seven or more 
visits were reported by 48 per cent of those with infants and 32 per cent of other 
mothers (p<.Ol). 
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Number of parent's GP visits in the last 12 months by gender and the 
presence/absence of a child under 12 months 

Fathers Mcthers 
80 .---------~--------~--------------------_, 
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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 tended to visit their GP more 
frequently than mothers with partners (Figure 4.7). Seven or more visits were 
reported for 37 per cent of sole mothers and 21 per cent of mothers with 
partners, while 28 per cent of sole mothers and 40 per cent of mothers with 
partners apparently visited their GP fewer than three times (p<.OOl). 

Thus, the pattern of results for sole mothers deviated somewhat from that for all 
mothers: much the same proportions of sole mothers appeared to make three to 
six or at least seven visits, whereas three to six visits appeared most likely for the 
total sample. 

NESB/ESB status 

Also consistent with trends reported by the NHS (1992, Research Paper No.l), 
NESB fathers were likely to make more frequent visits to the doctor than their 
ESB counterparts. Figure 4.8 shows that slightly lower proportions of NESB than 
ESB fathers made fewer than three visits to the doctor (40 per cent of NESB with 
poor English and 44 per cent of NESB with good English, compared with 49 per 
cent of ESB fathers). On the other hand, NESB fathers were more likely than 
other fathers to have attended the doctor seven or more times (23 to 24 per cent 
versus 14 per cent, p<.OOI). However, the pattern of results for all three groups 
of fathers was similar to that for the total sample, with reports of fewer than 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of HUlTUln Services and Health 104 

Rg.re4.7: Number of mother's GP visits in the last 12 months by family type 
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Fig..re48: Number of parent's GP visits in the last 12 months by gender, NESB/ESB 
and command of English 
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three visits being the most common, and reports of at least seven visits being the 
least common. 

A much weaker relationship between NESB /ESB status was apparent for mothers 
(p = .05). For NESB parents, command of English was unrelated to frequency of 
visits. 

Educational attainment 

As mentioned earlier, previous studies have observed a negative relationship 
between socioeconomic status and use of medical services. For example, the NHS 
(1992, Research Paper No.l) reported that various disadvantaged groups, 
including low income and low education groups, are the highest users of services 
providing primary and secondary care such 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 fathers but not mothers (who are typically 
economically disadvantaged). 

Overall, educational attainment was negatively related to frequency of GP visits. 
Figure 4.9 shows that seven or more visits were reported most commonly for 
parents who had completed Year 10 or less of secondary schooling (21 per cent of 

Rg..Je49: Number of parent's GP visits in the last 12 months by gender and 
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fathers and 35 per cent of mothers), followed by those who had completed the 
senior years of secondary school or had a trade qualification (16 per cent of 
fathers and 27 per cent of mothers). Only 10 per cent of fathers and 21 per cent 
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of mothers who had tertiary qualifications had made seven or more visits. The 
reverse trend was apparent for fewer than three visits: the lower the educational 
attainment, the less likely were the parents to visit their GP fewer than three 
times. These trends were highly significant (p<.OOI for each gender). 

Whereas fewer than three visits was most commonly reported for fathers in 
general, much the same proportions of fathers with the lowest educational 
attainment attended fewer than three times or three to six times (38 to 40 per 
cent). For mothers in general, three to six visits were most commonly reported, 
while for mothers with tertiary qualifications, much the same proportions 
attended fewer than three times or three to six times (39 to 40 per cent). 

Occupational status 

Consistent with the above trends for educational attainment, there was a small 
but statistically significant tendency for those whose present or most recent job 
was professional/managerial to visit their GP less frequently than other parents. 
As Figure 4.10 shows, the professional/managerial groups seemed less likely than 
other parents to have visited the doctor seven or more times (11 per cent versus 
18 per cent of fathers and 20 per cent versus 30 per cent of mothers) and more 
likely to have made fewer than three visits to the doctor (54 per cent versus 44 
per cent for fathers, p<.OOI; 39 per cent versus 29 per cent for mothers, p<.OOl). 

'l: 
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Fq.re41O: Number of parent's GP visits in the last 12 months by gender and status of 
current/most recent job 
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However, the general pattern of visits for each group of fathers was similar to 
that for the total sample, with fewer than three visits being the most likely and 
seven or more visits being the least likely. Contrary to the general pattern for 
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mothers, much the same proportions of mothers with professional/managerial 
occupations attended three to six times or less frequently (39 to 41 per cent). 

Equivalent household income 

Figure 4.11 shows that parents who were poor were twice as likely as those with 
household incomes of more than 200 per cent of the poverty line to have made 
seven or more visits (for fathers: 24 per cent versus 12 per cent, p<.OOl; for 
mothers, 41 per cent versus 21 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 41 per cent of the lowest income group to 53 per 
cent of highest income group; for mothers: from 27 per cent of the lowest income 
group to 36 per cent of the highest income group). 

Rg..re411: Number of parent's GP visits in the last 12 months by gender and equivalent 
household income (as per cent of poverty line) 
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Despite these differences, fewer than three visits were most commonly reported 
for all three groups of fathers, while seven or more visits were the least 
commonly reported. The opposite was the case for mothers who were poor: 
these mothers were most likely to have attended their GP at least seven times (41 
per cent), and least likely to have attended no more than twice (27 per cent). For 
the other two groups of mothers, three to six visits were the most commonly 
reported. 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of Hut1Uln Services and Health 108 

Joint effects of fees charged and socio-economic status 

As noted earlier, low income families, NESB families and sole mother families 
were more likely to attend a service which bulk billed for them. In order to 
assess whether the greater GP attendance of sOdo-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 sodo-economic 
status indicators for those who were bulk billed and for those who were charged 
a fee. 

Figure 4.12 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 attend this frequently was statistically Significant 
regardless of whether these people attended a bulk billing service or a service 
which charged a fee (p<.Ol or better for each comparison). Thus, the tendency 
for parents in low income families to use a bulk billing service would have 
inflated the positive relationship between bulk billing and service use, noted 
earlier. 

Ag..re412: Proportion of parents who visited their GP 7 or more times by gender, payment 
arrangements, and equivalent household income (as per cent of poverty line) 
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The greater GP attendance of those with relatively low education levels (as 
defined earlier) applied to fathers and mothers who were bulk billed (p<.OOl for 
each gender) and to fathers who paid fees (p<.Ol), but not to mothers who paid 
fees. For these bulk billed parents, at least seven visits were reported for 25 per 
cent of fathers and 38 per cent of mothers with year 10 or less, 19 per cent of 
fathers and 31 per cent of mothers who completed senior years of secondary 
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school or had trade qualifications, and by 12 per cent of fathers and 23 per cent 
of mothers with tertiary education. For those charged a fee, at least seven GP 
visits were reported for 8 to 15 per cent of fathers and 21 to 27 per cent of 
mothers. 

The above-noted relationship between GP attendance and occupational status also 
applied to those who were bulk billed and those who paid fees. Although 
statistically significant (p<.01 or better), these trends did not seem particularly 
strong. For example, for those who were charged fees, 8 per cent of 
professional/managerial fathers and 15 per cent of other fathers attended at least 
seven times, while this number of visits was reported for 19 per cent of 
professional/managerial mothers and 26 per cent of other mothers. For those 
who were bulk billied, seven or more visits were reported by 15 per cent of 
fathers and 23 per cent of mothers with professional/managerial occupations, and 
by 20 per cent of other fathers and 34 per cent of other mothers. 

However, the relationship between GP visits and family type seemed to be 
affected by the issue of payment or non-payment of fees. Among mothers who 
paid fees, there was no significant 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, those without partners attended 
the doctor more often than other mothers (p<.OOl). Of the bulk billed groups, 41 
per cent of sole mothers and 29 per cent of mothers with partners visited their 
doctor at least seven times. Of those who were charged fees, 24 per cent of sole 
mothers and 23 per cent of mothers with partners attended their GP at least 
seven times. 

Figure 4.13 suggests that, whether they spoke English or not, NESB fathers were 
marginally more likely than other fathers to visit the doctor at least seven times 
regardless of whether their doctors charged fees for them or bulk billed. These 
results were significant at the five per cent level only. However, there was no 
significant relationship between frequency of visits and NESB/ESB status for 
mothers, regardless of payment arrangements. 

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 relationship between GP visits 
and sodo-economic indicators. Because of the controversy concerning whether or 
not bulk billing encourages GP visits, the pervasiveness of the positive 
relationship 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 and Ryde, and for Ryde and South Sydney mothers. The following 
discussion focuses on whether or not the positive relationship between bulk 
billing and GP visits applies to the above groups which vary in terms of socio
economic status. 

For both mothers and fathers, the positive relationship between bulk billing and 
visits was significant for those with incomes of 121 to 199 per cent of the poverty 
line (p<.01 or better). Reports of frequency of visits did not vary significantly 
with payment arrangements for the highest and lowest income groups for fathers, 
and only marginally significant trends were apparent for mothers in these two 
income groups (p<.05). 
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f9.re413: Proportion 01 parents who visited their GP 7 or more times by gender, NESB/ESB 
and canmand of English 
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The positive relationship between bulk billing and GP visits was significant for 
each educational attainment and occupational status group with the exception of 
mothers with tertiary education and mothers whose present or most recent 
occupation was professional/managerial. For example, of those with no more 
than Year 10, seven or more visits were reported for 25 per cent of fathers and 
38 per cent of mothers who were bulk billed, and for 15 per cent of fathers and 
27 per cent of mothers who paid fees (p<.05 for fathers; p<.OOI for mothers). Of 
those with professional/managerial occupations, seven or more visits were 
reported for 15 per cent of fathers who were bulk billed and 8 per cent of fathers 
who were charged fees (p<.OOI), and to 19 to 23 per cent of relevant mothers in 
these two payment arrangement groups. 

Reports of seven or more visits were also more likely for sole mothers and 
mothers who were bulk billed than for their counterparts who paid fees (41 per 
cent versus 24 per cent of sole mothers; 29 per cent versus 24 per cent of mothers 
with partners; p<.05 or better). However, frequency of visits did not vary 
significantly with payment arrangements for NESB parents: seven or more visits 
were reported by 29 to 25 per cent of mothers and 20 to 25 per cent of fathers in 
these two payment arrangement groups. 

Thus, the relationship between payment/non-payment of fees and GP visits 
appeared to be restricted when the above factors were taken into account. This 
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 
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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.) 

The following discussion is based on the sample of parents who completed the 
personal parent questionnaire which derived information about health risk 
behaviours and health and wellbeing, among other factors. In total, this 
questionnaire was completed by around 2 900 men and more than 3 400 women. 
It was expected that those who engage in health risk behaviours and those who 
experience poorer health would visit their doctor more frequently. 

Health risks 

For both fathers and mothers there was little difference between smokers and 
non-smokers in the frequency of visits to the doctor, as shown in Figure 4.14. 
For fathers, 48 to 49 per cent had fewer than three visits, and 15 to 17 per cent 
had seven or more visits. For mothers, 29 to 32 per cent had no more than two 
visits, and 27 to 31 per cent had seven or more visits. 

Rg..re4.1t Number of parent's GP visits in the last 12 months by gender and smoking 

Fathers Milhers 
80 ,--------------------.--------------------, 
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Parents were asked whether or not they consumed alcoholic drinks, and if they 
did, how many standard drinks they would have of beer, wine and spirits in an 
average week. The National Health and Medical Research Council (NHMRC: 
1987) define health risk levels of regular daily alcohol consumption as follows: 
low risk represents less than 50 millilitres (m!) for men and less than 25 ml for 
women; medium risk is taken as 50 to 75 ml for men and 25 to 50 ml for 
women; and high risk is defined as more than 75 ml for men and more than 50 
ml for women. These classifications were adopted here. 
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Assessment of risk level could only be attempted for regular drinkers, and some 
parents who were medium to high risk drinkers may have under-reported the 
amount of alcohol they consumed. Furthermore, irregular "binge" drinking may 
pose a risk to health, according to the NHMRC (1987). In the following analysis, 
teetotallers, irregular drinkers, low risk drinkers and medium to high risk drinkers 
are compared. 

Regardless or whether or not they appeared to be "safe" or medium to high risk 
drinkers, fathers who were regular drinkers seemed to visit their doctor less 
frequently than irregular drinkers or teetotallers. Although the relationship 
between drinking pattern and GP visits was highly significant for each gender 
(p<.OOl), Figure 4.15 shows that the patterns of results from all four groups of 
males and females are similar to the patterns for all men and women. Thus, 
fewer than three visits were most commonly reported for fathers - particularly 
the regular drinkers - while seven or more visits were the least commonly 
reported for fathers. Three to six visits were most commonly reported for all 
groups of mothers. 

Rg.Je415: Number of parent's GP visits in the last 12 months by gender and level of 
drinking 

Fathers M~hers 
80 .-------------------~------~~--------~ 
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Seven of more visits were reported by 18 to 22 per cent of fathers who were 
teetotallers or irregular drinkers and by 11 per cent of the regular drinking 
groups of fathers, and by 33 per cent of mothers who did not drink, and 21 to 26 
per cent of the other mothers. 

Body mass index (BM!) was derived from self-reports of height and weight (in 
light clothes and without shoes). In accordance with recommendations of the 
NHMRC, individuals with a BM! of at least 20 were classified as overweight. 
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There was a small but statistically significant trend for parents who seemed 
overweight to have more frequent visits to the doctor. Figure 4.16 shows that 
parents who were not overweight were more likely than overweight parents to 
have made fewer than three visits to the doctor (51 per cent versus 44 per cent 
for fathers and 34 per cent versus 24 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 (18 per cent versus 13 per cent for 
fathers, p<.Ol; 37 per cent versus 24 per cent for mothers, p<.OOl). 

Rg..re416: Number of parent's GP visits in the last 12 months by gender and weight 
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However, the overall pattern of results for these two groups of fathers was 
similar, with fewer than three visits being the most likely and seven or more 
visits being the least likely. For mothers, much the same proportions of 
overweight appeared to visit three to six times or seven or more times (37 to 39 
per cent), while three to six visits seemed most likely for the non-overweight 
mothers (41 per cent), followed by fewer than three visits (34 per cent). 

In summary, frequency of visits to the GP seemed to be unrelated to smoking 
behaviour, but varied with weight and alcohol consumption patterns. However, 
medium to high risk drinkers seemed no more likely than low risk drinkers to 
visit their GP, and for men, these two groups of regular drinkers seemed 
marginally less likely to visit their GP seven or more times, than irregular 
drinkers or teetotallers. For women, teetotallers appeared to be the most likely to 
visit their GP this number of times. Being overweight was positively related to 
GP visits for both mothers and fathers. Although statistically significant given the 
large sample size, such trends did not seem to be particularly strong. 
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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 masseur, homoeopath 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; others may avoid 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 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 
physiotherapist or chiropractor would be also be expected since these same health 
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 49 per cent of fathers and 56 per cent of mothers). An optometrist was seen 
by 24 per cent of fathers and 27 per cent of mothers; a physiotherapist, 
chiropractor or other paramedical service was used by nearly 20 per cent of 
fathers and mothers, while a medical or dental specialist was consulted by 24 per 
cent of mothers and only 12 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 8 per cent of fathers and mothers, and hence no 
analysis will be undertaken concerning such usage. 

Frequency of use 

Mothers were slightly more likely than fathers to have visited a dentist, with 36 
per cent of fathers and 41 per cent of mothers making one or two visits, and 10 
per cent of fathers and 13 per cent of mothers attending at least three times. 
Almost all those who had been to an optometrist, had made only one or two 
visits. Just over 80 per 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 six per cent visiting three to six 
times. Only three per cent made at least 12 visits. 

Frequency of use of up to three medical! dental specialists were derived 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 
nine 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 one 
per cent of fathers and nine per cent of mothers had seven or more visits. The 
remainder had not been to a specialist. 
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Visits to a GP and dentist 

At least one visit to a dentist was more likely for those who had been to a GP 
than for those who had not visited a GP in the previous 12 months, although this 
trend was stronger for mothers than fathers (57 per cent versus 38 per cent of 
mothers; 50 per cent versus 40 per cent of fathers, p<.OOI). 

Although relatively uncommon, Figure 4.17 shows that parents who visited a 
doctor at least seven times were the most likely of the three groups represented 
to have been to a dentist at least three times (around 20 per cent; p<.OOI for each 
gender). 

Rg..re417: Proportion of parents visiting a dentist 3 or more times in the last 12 months 
by gender and number of GP visits in the same pEJiod 
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Visits to a 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 9 per cent of mothers who had not 
been to a GP, and by 21 per cent of fathers and 18 per cent of mothers who had 
visited their GP. Figure 4.18 shows that the proportions using these paramedical 
services at least three times were lowest for those who attended a GP fewer than 
three times and highest for those who attended a GP at least seven times (p<.OOI 
for each gender). 
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Rg.re418: Proportion of parents visiting a physiotherapist 3 or more times in the last 12 
months by gender and number of GP visits in the same period 
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Visits to a GP and optometrist 

As mentioned above, most who visited an optometrist had made only one or two 
visits. Only 12 to 15 per cent of parents who had not visited a GP reported 
having seen an optometrist, while 25 to 28 per cent who had visited a GP also 
reported visiting an optometrist. Further, Figure 4.19 shows that the more 
frequent the visits to a GP, the more likely were the parents to report having 
visited an optometrist (p<.OO1). 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 a GP and medical! dental specialist 

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 
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• 

• 

• 

• 

• 

likely than those who had not visited their GP to have consulted a • 
medical/dental specialist (14 per cent versus 4 per cent of fathers; 25 per cent 
versus 14 per cent of mothers, p<.001 in each case). Further, of the groups 
represented in Figure 4.20, those who had visited their GP seven or more times 
were the most likely to have consulted a specialist. 
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Rg..re41t. Proportion of parents visiting an optometrist 3 or more times in the last 12 
months by gender and number of GP visits in the same period 
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Rg..re4at Proportion of parents visiting a medical/dental specialist 3 or more times in the 
last 12 months by gender and number of GP visits in the same period 
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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 health services. As explained above, the 
meanings underlying each of these relationships may vary. 

Sense of wellbeing 

Table 4.2 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 authors, all were derived on the basis of 
principal components analysis. 

The depression measure was a 8 item scale based on self ratings concerning: 
having trouble sleeping, feeling that life is pretty empty, feeling down-hearted 
and sad, hopeless, discouraged, worthless, resentful, 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 trends would suggest a positive relationship between depression and 
GP visits. On the other hand, social withdrawal - another symptom 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 interpretation, scores on 
the depression and positive outlook scales represent each person's average rating 
of items in these scales. The same approach was used for the other wellbeing 
measures described below. 

There have been several attempts to identify key factors associated with 
"psychological resilience" - factors which facilitate effective coping with life's 
demands both directly, and indirectly through their impact on the way 
circumstances are perceived (e.g. Antonovsky 1979 1987; Kobasa 1982; Rutter 
1987). Included amongst these attributes are self-esteem or sense of self-fulfilment 
or purpose in life, 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 wellbeing 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) "Strongly agree". Scoring was reversed for some statements, so that high 
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. 
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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 the people in this 
neighbourhood; I have little to do with people in this neighbourhood) 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-fulfilment was based on five items which were rated on a nine-point scale 
from "Extremely dissatisfied" to "Extremely satisfied". The items concerned 
satisfaction with the extent to which respondents felt they were the sort of person 
they would like to be, the respect or recognition they received, their 
personal! emotional life, their independence or freedom, and what they were 
accomplishing in life. 

The same nine point scale was used for the other satisfaction measures. The 
scale concerning satisfaction with financial concerns was based on ratings of 
family income, personal income, money personally available, and employment 
situation. In line with trends observed earlier for socio-economic status, a 
negative relationship between satisfaction with financial 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 personal 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. 

Visits to the GP varied significantly with all wellbeing measures except 
warmth/ sociability for both mothers and fathers, and neighbourhood belonging 
and satisfaction with time available for fathers. With the exception of depression, 
high scores represent positive sense of wellbeing. All significant relationships 
shown in Table 4.2 suggested that GP visits were inversely related to a sense of 
wellbeing. Thus, those who made seven or more visits to their doctor exhibited 
relatively low sense of wellbeing. 

Table 4.2:Sense of well-being: parents' mean scores by number of visits to the doctor in the last 12 
months 

Level of depression 
Sense of belonging to neighbourhood 
Satisfaction with finances 
Satisfaction with time available to self 
Having a positive outlook 
Sense of mastery 
Warmth/ sociability 
Personal fulfilment 

I P < .05 
2 P < .01 
3 P < .001 

Fathers' visits 
0-2 3-6 

1.32 1.39 
3.08 3.07 
5.50 5.15 
5.49 5.50 
2.74 2.67 
3.77 3.69 
3.38 3.39 
6.91 6.79 

7+ 

1.58 3 

3.00 
4.48 3 

5.25 
2.59 3 

3.52 3 

3.40 
6.50 3 

Mothers' visits 
0-2 3-6 7+ 

1.42 
3.23 
5.22 
5.52 
2.79 
3.73 
3.63 
6.86 

1.46 
3.20 
5.04 
5.54 
2.71 
3.65 
3.63 
6.78 

1.61 3 

3.10 3 

4.50 3 

5.29 2 

2.65 3 

3.55 3 

3.66 
6.52 3 
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Nevertheless, relevant correlation coefficients were quite small. The largest was 
between level of depression and GP visits (Spearman rho=.19 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 surprisingly, past research 
suggests ~hat socio-demographic factors are by no means as important as 
measures of health status in predicting use of health services, as mentioned in 
Chapter 1. 

Level of satisfaction with health does not simply reflect perceived health status, 
for as explained in Chapter 3 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 (Diener 1984; Emmons & Diener 1985; Headey 
and Wearing 1988; Michalos 1985, 1986). Michalos suggests that net satisfaction 
derives from "multiple discrepancies" people compare their current 
circumstances with those they want, with the best they have attained in the past, 
those which had been expected, those expected in the future, those other relevant 
people have, those deserved and those needed. It would seem that some of these 
standards (e.g. circumstances 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 Lichtman 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, 44 per cent of fathers and 40 per cent of 
mothers with an intermediate or serious illness expressed clear or high satisfaction 
with their health, as did 38 per cent of fathers and 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. 

As shown in Table 4.3, average satisfaction scores for fathers ranged from 5.54 for 
those making seven or more visits to the doctor to 7.10 for those making up to 
two visits, while average satisfaction scores for mothers ranged from 6.03 for 

Table 4.3: 

0-2 times 
3-6 times 
7 + times 

Sense of health: parents' mean scores by number of visits 
to the doctor in the last 12 months 

Fathers 

7.10 
6.80 
5.54 

Mothers 

7.30 
7.00 
6.03 
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those making seven or more visits to 7.30 for those making up to two visits. 
Thus, high average satisfaction was expressed by parents who apparently visited 
their GP fewer than three times, while mixed feelings tended to be expressed by 
those who made at least seven visits. ' 

However, the overall negative correlation between satisfaction with health and 
frequency of visits to the doctor was fairly small (Spearman rho = -.22 for fathers 
and -.24 for mothers), suggesting that only 5 per cent of the variance in GP visits 
could be explained by the variance in health satisfaction. 

Health status 

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, depression or psychological distress, or job 
satisfaction/ dissatisfaction, as well as cultural factors and external circumstances 
(Mechanic 1966, 1976). As explained in Chapter 1, there is considerable evidence 
suggesting that people who are inclined to perceive their lives as stressful or 
boring are prone to dwell upon negative aspects of themselves including bodily 
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, illness behaviour tends to be 
confounded with actual dysfunction for those symptoms whose measurement 
relies upon the respondent's 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 
symptoms they are experiencing. 

Self-reports of chronic 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 illnesses/disabilities 

Eighteen per cent of mothers and fathers indicated that they had an 
intermediate/ serious chronic or long-term illness or a disability (referred to below 
as "illness/disability"). 

Not unexpectedly, parents with such health problems were more likely to visit 
the doctor, as shown in Figure 4.21. Fathers with an illness/disability were over 
three times more likely than other fathers to have attended the doctor at least 
seven times (37 per cent versus 11 per cent; p<.OOl) and mothers with such a 
condition were more than twice as likely as other mothers to make this number 
of visits (51 per cent versus 23 per cent; p<.OOl). In fact, 12 or more visits were 
reported for 19 per cent of fathers and 28 per cent of mothers with an 
illness/disability and by only 4 per cent of fathers and 10 per cent of mothers 
without such a condition. 
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Ag.Je421: Number of parent's GP visits in the last 12 months by gender and long term 
illness 
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Fathers and mothers with an illness/disability were less than half as likely as 
those with no illness/disability to have attended the doctor fewer than three 
times (25 per cent versus 53 per cent for fathers; 15 per cent versus 35 per cent 
for mothers), and very few said that they had not visited the doctor at all. 

Other health measures 

The other health measures used in this analysis will bw outlined breifly, before 
their relationship with GP visits is discussed. 

Self-rating of general health. Parents also rated their general health on a five-point 
scale. The ratings and response distributions for fathers and mothers are 
presented in Table 4.4. Between 57 and 60 per cent of parents reported that their 
health was excellent or very good, while only 11 per cent described their health 
as fair or poor. 
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Table 4.4: Parents' report of their general health 

Fathers Mothers 
% % 

Excellent 18 20 
Very good 39 40 
Good 32 29 
Fair 9 9 
Poor 2 2 

Health impacts. Other measures for parents included ratings of the amount of 
time they experienced pain and health-related limitations on sodal 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 4.5 shows the response distributions of parents for each of these 
measures. 

While 57 to 61 per cent of parents reported the experience of pain at least some 
of the time, only 20 to 22 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 which will be used below in the assessment of the 
relationship between experience of health and GP visits. 

Table 4.5: Proportion of parents who reported experiencing pain and health related limitations on 
activities some of the time or more often 

Pain Health related limitations on: 
Social activities Concentration Work activities 

Father Mother Father Mother Father Mother Father Mother 

Rarely I never 43 39 79 79 80 78 79 80 
Some of the time 46 50 16 16 17 19 15 15 
Most of the time 8 8 3 4 2 2 3 4 
Almost all of the time 3 3 2 1 1 1 3 1 

Sick days. Finally, parents indicated how many days they had been sick in the 
last 12 months. Around 32 per cent of fathers and 22 per cent of mothers 
reported that they had not been sick, while 18 per cent of fathers and 30 per cent 
of mothers said they had been sick for more than one week, with 4 per cent of 
fathers and 8 per cent of mothers reporting being sick for more than three weeks. 

GP visits and other 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 Spearman correlation 
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health, and high scores indicating poorer health. The Spearman correlation 
coefficients for fathers and mothers were virtually identical: .27 for self ratings of 
general health; .26 to .27 for the health impacts (factor) score; and .36 to .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 predictor 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. 

Health status and study areas 

The modest relationship between health status and GP use is not surpnsmg, 
given that clients tend to visit their doctor for a variety of reasons in addition to 
not feeling well (e.g., check-ups, immunisations, prescriptions for contraceptive 
pill, pregnancy). Earlier in this chapter it was shown that parents in outer areas 
tended to visit their doctor relatively frequently, with Box Hill fathers and 
mothers being the least likely to report seven or more visits. Such reports were 
slightly more likely for parents in outer areas than other areas, particularly for 
mothers and fathers in Penrith and for fathers in Elizabeth/Munno Para. 
Although consultations may be instigated by matters other than the experience of 
poor health, the extent to which the experience of poor health also varied with 
study area was examined. Table 4.6 summarises these results. 

Table 4.6: Proportion of parents reporting the experience of health problems by study area 

Berwick Werribee Campbell Penrith Elizabeth Box Hill Ryde Melbourne South 
-town /Munno Para Sydney 

FATHERS 
Has illness/ disabiliti 19 17 15 18 23 13 17 19 22 
Health seen as fair/poor 13 9 11 12 17 6 10 10 13 
Experience of pain' 58 59 62 63 66 49 55 52 53 
Health interferes with: 

social life! 26 24 21 21 26 17 22 16 18 
ability to concentrate2 22 23 24 21 23 15 24 14 21 
amount/type of work' 23 20 22 19 28 16 25 16 24 

Sick days: 
nil 33 34 33 28 29 33 29 32 33 
3 weeks or more2 7 6 8 8 11 3 7 6 7 

MOTHERS 
Has illness/disability 16 20 18 23 19 19 14 16 18 
Health seen as fair/poor 9 10 12 11 14 8 8 12 12 
Experience of pain 64 59 61 61 65 59 57 61 62 
Health interferes with: 

social life 18 22 21 23 27 18 20 20 21 
ability to concentrate 20 19 18 23 21 20 23 24 27 
amount/type of work 19 17 18 21 23 21 19 20 22 

Sick days: 
nil 22 23 24 21 21 23 19 22 19 
3 weeks or more 14 13 15 17 19 11 11 12 14 

The percentages for experience of pain and health interference measures refer to those who report such experiences some of the 
time or more often. 

I p <.05 
2 P < .01 
3 P < .001 
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From a statistical perspective, reports of poor health varied significantly with 
study area for fathers only, although trends were quite small for these men. 
Consistent with their lower GP use, such reports were less common amongst 
fathers in Box Hill than in most other areas. On the other hand, 
Elizabeth/Munno Para fathers were amongst the most likely to indicate the 
experience of health difficulties. Nevertheless, with the exception of the 
experience of pain, such reports of health problems applied to less than 30 per 
cent of fathers. 

Summary and conclusions 

An examination of the characteristics of relatively frequent and infrequent visitors 
to GPs is an important step in any attempt to tailor services to better meet the 
needs of clients. Information was derived about the number of GP visits each 
family member made in the previous 12 months. Pre-school age children and 
mothers appeared to be the most frequent attenders, but like mothers, girls aged 
16 to 19 years were more frequent attenders than their male counterparts. Fewer 
than three visits were most commonly reported for fathers, while three to six 
visits were most commonly reported for mothers. However, a modest positive 
relationship existed between frequency of visits by husbands and wives. 

Overall, parents who lived in the outer study areas appeared to visit their doctor 
relatively frequently, while attendance for fathers in Box Hill appeared to be 
particularly low. Ease of access in terms of distance or travelling time did not 
appear to promote visits. In fact, a small but statistically significant trend in the 
opposite direction was apparent for travelling time: relatively infrequent visits 
were reported for those who attended a service within ten minutes from home. 

Below the age of 50 years, mothers seemed more likely than fathers to visit their 
doctor at least seven times, with this gender difference narrowing as age level 
increased. Visits which are not instigated by illness, such as those linked with 
pregnancy and neonatal care form important aspects many GPs work. Thus, 
mothers with a child under the age of 12 months tended to be more frequent 
visitors (in the previous 12 months) than other mothers - a trend which was 
apparent for each relevant age level. 

Consistent with past research, various indicators of socio-economic disadvantage 
were linked with relatively high GP use. This pattern of results was apparent for 
sole mothers, NESB fathers, those who were poor, and those who had completed 
Year 10 or less of secondary schooling. Parents with tertiary qualifications and 
those whose present or most recent job was profeSSional/managerial tended to 
visit their GP less frequently than other parents. However, although statistically 
significant, some of these trends seemed at best modest. 

Consistent with the argument that bulk billing promotes GP visits, parents who 
were bulk billed seemed to visit their GP more frequently than those who paid 
fees. However, although this trend applied for the sample as a whole, it was not 
apparent for all study areas. Furthermore, the overall pattern of trends for 
fathers and mothers was replicated for the two payment arrangement groups: the 
most common reports were fewer than three visits for fathers and three to six 
visits for mothers. 

Given the overall positive relationship between bulk billing and GP visits, is it 
appropriate to argue that the more frequent visits of these disadvantaged groups 
derives from the fact that they are more likely to be bulk billed? The more 
frequent GP use of sole mothers compared with mothers with partners applied 
for those who were bulk billed but not for those who paid fees. For other 
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comparisons, the lower SES groups tended to make more frequent visits to their 
GPs, regardless of whether they were bulk billed or charged fees. Thus, there 
was not as close a link between bulk billing and service use as first appeared. 

Visits to the GP seemed unrelated to smoking, but were more likely for the 
overweight. In addition, fathers who were regular drinkers appeared to make 
fewer visits than fathers who were teetotallers or irregular drinkers. For mothers, 
teetotallers seemed to visit their doctor more frequently than the irregular or 
regular drinkers. Although statistically significant, such trends were small. For 
the regular drinkers, frequency or GP visits did not appear to vary according to 
health risk levels of reported alcohol consumption. 

Visits to the GP related positively with visits to other health professionals: 
dentists, physiotherapists, chiropractors or other paramedical services, optometrists, 
and medical! dental specialists. In some cases, such visits would be directly 
linked, with parents consulting a GP first for a referral, or seeking alternative 
treatment from a GP and other health professional for the same health problem. 
Such an explanation is less likely for the positive relationship between visits to 
the GP and dentists. The trends may derive partly from'consistency of parents in 
either adopting or failing to adopt health promoting behaviours in both medical 
and dental spheres. 

Not surprisingly, GP visits varied with several measures of sense of wellbeing 
and experience of poor health. Consistent with their apparent patterns of GP 
visits, fathers in Box Hill were amongst the least likely of fathers to report health 
problems, while fathers in Elizabeth/Munno Para were amongst the most likely to 
indicate such difficulties. Although statistically significant, these relationships 
between health problems and GP use, and between health problems and study 
areas, were quite small. 

These various measures of health status would overlap. Chapter 5 will include 
an examination of the relative contribution of various health measures to GP 
visits. This will be followed by an assessment of the importance of some of the 
other characteristics of parents, including the study area in which they lived, in 
predicting high or low use of the doctor when health status is taken into account. 
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5 

Personal Visits To General 
Practitioners: A Two-Stage 
Multivariate Analysis 

A central issue of health policy concerns whether families and individuals have 
access to adequate primary care. To what extent can variations in GP use between 
sOcio-demographic groups be explained by differences in their health status? How 
does health status relate to frequency of visits to GPs and to the payment 
arrangements of the 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. 

The first stage of the analysis in this chapter 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 GPs seemed disproportionately high or low 
given their apparent health status. Included are study area and some characteristics 
which have been treated as "predisposing" or "enabling" factors in tests of the 
behavioural model concerning medical care use, as discussed in Chapter 1. 

Stage 1: The joint effects of various health status measures 

As explained in Chapter 4, information concerning visits to the GP was obtained in 
five categories. This information was reduced to three categories for the present 
analysis: up to two visits, three to six visits, and seven or more visits. Health status 
indicators formed the independent (or predictor) variables: presence/absence of an 
illness/disability, general health rating, whether or not sick days were reported for 
the previous 12 months, and health impacts score. These various measures have 
been described in Chapter 4. 

Multiple regression analysis is a common tool for assessing the relative contribution 
of various predictors in explaining the variance in a dependent measure which is in 
interval form. When the dependent variable is represented in the form of categories 
rather than interval data, then discriminant function analysis can be used. 
Discriminant function analysis shows the relative contribution 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. 

Table 5.1 shows the coefficients for each of these health status indicators for mothers 
and fathers, as derived from discriminant function analysis. Of these four measures, 
the coefficients for presence or otherwise of an illness/disability varied the most with 
frequency of visits, particularly for fathers. 
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Table 5.1: Discriminant function coefficients for fathers and mothers 

Father's visits Mother's visits 
0-2 3-6 7+ 0-2 3-6 7+ 

Health impacts score -0.72 -0.69 -0.45 -0.83 -0.83 -0.71 
General health rating 3.44 3.60 3.89 3.42 3.59 3.89 
Presence of chronic illness -0.01 0.52 1.60 -0.01 0.22 1.04 
Any sick days 2.31 3.11 3.25 3.53 4.23 4.44 

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 5.2 shows that the 
majority of fathers (61 per cent) and a minority of mothers (20 per cent) were 

• 

• 

• 

predicted to have visited the doctor no more than twice. In fact, 48 per cent of • 
fathers and 31 per cent of mothers reported making this number of visits. At least 
seven visits were made by 15 per cent of fathers and 28 per cent of mothers, while 
the predicted rate was 10 per cent and 18 per cent respectively. (The percentages 
of reported visits in Table 5.1 differ very slightly from those reported in Chapter 4, 
because the data in Table 5.1 are based on those who provided information about 
their health status.) 

Table 5.2: First stage discriminant analysis: observed and predicted group membership' 

Number of 
visits to GP 

0-2 times 
3-6 times 
7+ times 

Total 

Father'S visits 
Observed Predicted 

% % 

48 
37 
15 

100 

61 
29 
10 

100 

• Predicted on basis of health status measures 

Mother'S visits 
Observed Predicted 

% % 

31 
41 
28 

100 

20 
62 
18 

100 

Table 5.3 provides more detailed comparisons of actual and predicted group 
membership. According to this table, 73 per cent of fathers, and only 31 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 four to eight per cent of 

• 

• 

• 

• 

these parents would suggest that they attended the doctor at least seven times, but • 
for 61 per cent of mothers, their health status scores would suggest that they would 
have attended the doctor three to six times. 

• 
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Table 5.3: 

Observed 
(No. of visits) 

0-2 
3-6 
7+ 
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First stage discriminant analysis: proportion in observed groups predicted correctly 
(underlined) or incorrectly' 

Father's visits (predicted) Mother's visits (predicted) 
0-2 3-6 7+ Total 0-2 3-6 7+ Total 
% % % % % % % % 

73 22 4 100 31 61 8 100 
56 36 8 100 18 68 14 100 
34 36 30 100 11 55 34 100 

• Predicted on basis of health status measures 

Three to six visits were correctly predicted for 68 per cent of mothers and only 36 
per cent of fathers. Of those attending three to six times and whose visits were 
incorrectly predicted, the health data for the majority of fathers and just over half 
of the mothers suggested that they would have visited less frequently. Finally, for 
those who visited the doctor seven or more times, only 30 per cent of fathers and 
34 per cent of mothers were correctly classified. Of the incorrectly classified, health 
status scores of roughly half the fathers and the majority of mothers suggested that 
they would have attended three to six times. In total then, only around half the 
parents were correctly classified on the basis of the health measures (53 per cent of 
fathers and 47 per cent of mothers). This is not surprising given that no account has 
been taken of visits for health check-ups, as well as women's visits relating to 
pregnancy, childbirth, prescription for contraceptive pill and so on. 

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 variables examined in Chapter 4 for their 
relationship with visits to the doctor were considered as potential predictors of high 
versus low users (as defined above). These include study area, sodo-demographic 
variables, health risks, use of other services, characteristics of the medical service 
used, and psycho-soda I measures. 

If health is defined broadly to include mental health, then measures of depression 
may be included as measures of health status or need. On the other hand, 
symptoms of depression may have competing 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 social withdrawal 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 sense of self fulfilment and feelings of helplessness (and thus low sense 
of mastery) represent components of psychological depression, while sense of mastery 
is closely linked with self fulfilment. Pearson product-moment correlations between 
the depression measure and the other two measures were moderately strong (-.43 to 
-.52 for fathers; -.46 to -.56 for mothers). Thus, only one of these measures 
(depression) was retained. 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of Humen Services and HealJh 130 

Logit modelling with nested terms was employed to assess the extent to which the 
set of characteristics selected predicted those who seemed to visit their GP more 
frequently or less frequently than their apparent health status would suggest. 

Results 

The final models employed are presented in Table 5.4 (for fathers) and 5.5 (for 
mothers). The "likelihood ratio" was not significant for fathers or mothers. Although 
other factors not introduced in this model may have been important, non-significant 
results suggest that the models provided an adequate fit for the data. 

When the other factors were controlled, the significant trends for fathers were as 
follows: high users included those who did not consume alcohol regularly (p<.001), 
were non-smokers (p<.Ol) and visited the dentist at least three times in the previous 
12 months (p<.05). All such trends may reflect concern about maintaining a healthy 
lifestyle (although Cullen (1985) and others have argued that moderate consumption 
of alcohol at regular intervals may help protect health). Such fathers may be 
sensitive to early warnings of illness and concerned about having periodic health 
checks. 

The opposite trends applied to fathers who appeared to visit their doctor less 
frequently than their health would appear to dictate. Briefly, such fathers were 
inclined to be regular alcohol consumers, cigarette smokers and were unlikely to 
have visited a dentist three times, if at all. 

In addition, payment arrangements and level of depression had small "nested" effects. 
Fathers in inner or middle areas who were bulk billed tended to visit their doctor 
more frequently than their health status would suggest, while those in outer areas 
who indicated relatively high depression tended to visit their doctor less frequently 
than 

Table 5.4: Fathers' maximum-likelihood estimates of higher or lower than expected GP visits 

Parameter Standard Chi-
Estimates Error Square Probability 

Lives in outer study areas -0.10 0.13 0.61 ns 
Bulk billed (in inner and middle study areas) 0.20 0.10 4.05 < .05 
Over 25 years of age -0.53 0.28 3.58 « .10) 
Regular alcohol consumer -0.23 0.06 13.28 < .001 
Cigarette smoker -0.18 0.07 7.14 < .01 
Visited dentist 3 or more times 0.21 0.09 5.17 < .05 
High depression score (in outer study areas) -0.53 0.24 4.80 < .05 

expected on the basis of their health. (There was no evidence to suggest that those 
with high depression attended mental health professionals instead of GPs.) Bulk 
billing was not significant as a "main effect", and barely reached significance for 
those in middle or inner areas. 

Concerns about health promotion or illness prevention also appeared to be important 
in discriminating between mothers who used their GP more frequently or less 
frequently than their health status would appear to warrant. The strongest predictor 
of high or low GP use concerned whether or not mothers had an infant less than 
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12 months old. For mothers with infants, the period of GP use investigated would 
have overlapped with their pregnancy. The second strongest predictor for mothers 
concerned visits to the dentist. Like fathers, high GP users included mothers who 
had visited a dentist at least three times, while low GP users were unlikely to have 
visited a dentist this number of times, if at all. The third most significant factor 
concerned residential location. High GP users were likely to live in outer areas, 
while low GP users were unlikely to do so. 

The above three factors - particularly presence of an infant - were considerably 
more important than the others in the model. Three factors concerning SES status 
were significant: high GP users were unlikely to include mothers in 
professional/managerial families (as defined in Chapter 2), but included sole mothers 
and NESB mothers (particularly NESB mothers who were regular consumers of 
alcohol). Net of these other factors, mothers aged less than 25 were more likely 
than other mothers to be high GP users. Finally, while mothers from outer areas 
were more likely than other mothers to be high GP users, this was particularly the 
case for those who could get to their service within 10 minutes. 

Table 5.5: Mothers' maximum-likelihood estimates of higher or lower than expected GP visits 

Parameter Standard Chi-
Estimates Error Square Probability 

Lives in outer study areas 0.27 0.06 19.76 < .001 
Within 10 minutes from GP (outer study areas) 0.15 0.07 4.33 < .05 
Over 25 years of age -0.41 0.13 9.98 < .01 
Has an infant 0.54 0.08 42.97 < .001 
Sole mother 0.22 0.08 7.18 < .01 
In a professional/managerial household -0.19 0.06 10.51 < .01 
Regular alcohol consumer 0.21 0.12 3.05 « .10) 
Visited dentist 3 or more times 0.36 0.07 23.56 < .001 
NESB (regular alcoholic consumer only) 0.72 0.22 10.40 < .01 
NESB (not regular alcoholic consumer) 0.17 0.08 4.22 < .05 

Summary and conclusions 

Were parents who visited their doctor more than their health would appear to 
dictate "over-using" their doctors (the usual interpretation), or were they visiting for 
health promotion or illness prevention purposes? What are the characteristics of 
parents who did not visit their doctors as frequently as their health would appear 
to warrant? The present results suggest that health promotion or illness prevention 
may have been an important reason underlying higher than predicted GP visits. 

High GP users (relative to health status) included parents who visited their dentist 
at least three times, fathers who were non-smokers and irregular drinkers or 
teetotallers, and in particular, mothers with infants. For these mothers, the period 
investigated for GP use would have overlapped with their pregnancy. The opposite 
applied to parents who· apparently made fewer visits than their health status would 
predict. For instance, these "low users" included fathers who were cigarette smokers. 

Contrary to the view that people use their doctor as a morale booster when feeling 
"down", the reported visits for mothers with relatively high depression was 
commensurate with their experience of poorer health. The same applied to fathers 
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who lived in inner or middle areas. Preoccupation with health problems represents 
a symptom of depression, while physical health problems may lead to depression. 
However, fathers who were depressed and who lived in outer areas appeared to 
visit their doctor less frequently than their health would appear to suggest. This is 
consistent with other symptoms of depression, including lethargy and social 
withdrawal. Such "under-use" may have life threatening consequences for the 
seriously depressed. 

Neither payment arrangements (bulk billing or not) nor travelling time (within 10 
minutes or not) held any direct relationship with GP use, net of health status. 
Convenience in terms of short travelling held a restricted relationship with GP visits 
for mothers and no relationship for fathers, while bulk billing held a restricted 
relationship with GP visits for fathers but not mothers. 

Chapter 4 showed that the higher GP visits of those who were bulk billed could be 
partly explained in terms of the SES of parents who were bulk billed and who were 
frequent attenders. The present chapter suggests that health status is also important 
in explaining the GP use of parents who are bulk billed. Some parents with poor 
health may have sought out a doctor who bulk bills, or their own doctor may have 
selectively bulk billed for them, given their poor health. However, fathers who were 
bulk billed and who lived in inner or middle areas tended to use their doctor more 
frequently than their health status would appear to predict. Yet Chapter 4 suggested 
that, overall, fathers from inner or middle areas visited their doctor less frequently 
than fathers from outer areas. 

Although parents who were poor tended to visit their GP more frequently than other 
parents, their visits appeared to be commensurate with their greater health problems. 
Previous studies have indicated that the relatively high number of medical 
consultations (for non-preventive purposes) made by sOcio-economically 
disadvantaged groups is either reduced or no longer disproportionate, or turns out 
to be low relative to their more advantaged counterparts, when the poorer health of 
the disadvantaged is taken into account (see Jolly 2990; NHS 1992, Research Paper 
No.1). 

Consistent with such research, none of the SES measures were related to fathers' 
visits when health status was taken into account. However, high GP use relative to 
health status was apparent for sole mothers, NESB mothers (particular those who 
consumed alcohol regularly), and those in non-professional/managerial families. 

These results highlight the importance of taking into account health status when 
attempting to interpret the meaning of frequency of visits for investigations into the 
cost-effectiveness of Medicare. The pattern of results also underscore the fact the 
high use of doctors relative to health status does not necessarily imply "over-use". 
The tendency for women to visit their doctor more frequently compared with men 
may partly reflect a greater concern on the part of women to remain healthy, 
including a greater tendency to act upon early warnings of illness. Use of doctors 
for health promotion or illness prevention purposes may well be cost-effective for the 
individual, the family and the community. 
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6 

Summary and 
Conclusions 

An individual's health, in all its dimensions, is of vital importance to quality of 
life. It is affected by various interacting circumstances including biology, lifestyle, 
socio-economic status and the physical and social environment. In addition, it 
contributes to these circumstances, including financial resources and family and 
community wellbeing. 

For several reasons, it is useful to view the health of an individual within the 
context of the family. It is the family which has the fundamental task of 
providing for the healthy development of its members, with basic resources such 
as housing, fuel and food employed in achieving this end. As Graham (1984) 
noted, it is usually the mother who takes on most of the responsibility for 
promoting the health of family members and caring for them when they are ill. 
However, while families may provide a safe, caring environment, mitigating the 
impact of traumas such as unemployment, such events can have a profound effect 
on, and may be exacerbated by, family life. Families, it is argued, may also 
create profound and long-lasting psychological disturbance in their members, as 
indicated in cases of child abuse. 

Basic health services represent a key support to families in caring for family 
members in positive ways, with GPs being the main providers of such services. 
The responsibilities of GPs, as set out in the general practice literature, are 
numerous and are directed to care at the individual, family and community 
levels. Ideally, GPs (along with other providers of basic health services) would 
represent important members of a family's social support network. Given this 
wide range of potential responsibilities, some of those which are emphasised by 
service providers and by their patients are likely to differ. 

The basic aim of the Commonwealth Government's Access and Equity strategy is 
that all those who are eligible for a public service have access to this service. 
This requires removal of barriers to access for the full range of potential clients, 
with Medicare being designed to provide access for all people to good formal 
health care services on the basis of need, not income. 

However, the concept of "access" is difficult to define, let alone measure. Level 
of access depends on the relationship between characteristics of the services offered 
and those of all potential clients. The present study of families in nine urban 
areas examined elements of both sides of this equation. Many considerations 
need to be considered in judging level of access, for example: 

• 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 and the number of 
consultations objectively required by family members. 

• Time factors, including the service's hours of operation, appointment 
delays, travelling time required, and promptness or delays in seeing 
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people at the scheduled time, relative to the time available to the clients, 
given their work schedule, child care responsibilities 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 walk to and from the centre, or may feel that walking to the 
centre is too risky for an evening appointment. 

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

"Mismatch" between client and service in any of these areas can translate into 
access difficulties. In addition, the recipient of support partly influences the 
nature of some of the support received and its effectiveness. Thus, while some 
doctors are more willing or more skilled than others to facilitate certain aspects of 
access such as cultural understanding 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 support network, and to confide in this 
doctor about matters which facilitate 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 characteristics of the service and the needs or 
priorities of clients given their own special circumstances. 

The present study focused on families in nine urban areas located in Melbourne 
(Werribee, Berwick, Box Hill and the municipality of Melbourne) Sydney 
(Campbelltown, Penrith, Ryde and South Sydney), and Adelaide 
(Elizabeth/Munno Para). These represent five "outer" areas, two "middle" areas 
and two "inner" areas. 

This report first examined characteristics of the services used by different groups 
of families, particularly fees charged for families with different levels of 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 hours care. In addition, the importance different families 
attached to aspects of basic medical services, and their satisfaction with aspects of 
the service they used were examined. Next, the frequency with which different 
groups visited their GP was assessed, and finally, characteristics which 
distinguished between high and low GP users were identified when health status 
measures were taken into account. 

Type of service used 

The NHS (1992 Issues Paper No.3) listed continuity of care as one of the criteria 
of "good general practice", and argued that such continuity can be achieved in 
sole or group practices, with the latter enabling a shared view of the health care 
needs of patients. Presumably, such continuity of care can also be achieved in 
community health services. Chapter 2 showed that, regardless of residential 
location, all members of most families attended a doctor in private practice or in 
a private medical centre. Those who did not use a private doctor tended to visit 
either a community health centre or public hospitaL 
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In other words, the typical mode of medical service met the preconditions for 
continuity of care. There was also the potential for the GPs to work as "family 
doctors", taking into account the nature of the family when attempting to 
understand and treat individual clients. However, McCallum et al. (1993) found 
that the use of multiple GPs increased steadily between 1988 and 1992. 

Payment arrangements 

The charging of fees may create access difficulties for those families which have 
members with health problems requiring frequent visits. While chronic health 
problems or disabilities were associated with higher GP use, Chapter 2 suggested 
that families with chronically ill or disabled members were no more likely than 
other families to attend a service which bulk billed for them. However, some 
doctors may have bulk billed any family members with such health problems and 
charged fees for all other members. The extent to which this applied is an access 
issue requiring further research. 

Chapter 2 also showed that payment arrangements varied with study area. The 
proportion of families in each area who indicated that they were bulk billed was 
lower than would be expected on the basis of Medicare data concerning the 
proportion of services bulk billed by non-specialist medical practitioners practising 
in the areas. However, the family data were consistent with the Medicare data in 
suggesting that Box Hill and Berwick had the lowest bulk billing rates, while 
Elizabeth/Munno Para and the outer areas of Sydney as well as South Sydney 
had the highest rates. Whatever the true rate of bulk billing for participants in 
the study, perceptions of events are important to tap, given their influence on 
personal evaluations and behaviour. 

In some areas, sOcio-economically disadvantaged families seemed more likely than 
other families to be bulk billed, while in other study areas, a relatively high bulk 
billing rate applied to the advantaged as well as the disadvantaged. Such trends 
suggest that the removal of financial barriers to access has largely been achieved 
for this urban-based sample of families. 

However, some access inequities relating to payment arrangements relative to 
financial resources were apparent. While a free service seemed more likely for 
the financially disadvantaged, 23 per cent of poor families indicated that they 
paid fees, and the apparent chances of paying fees varied with residential location 
(from 10 per cent in Penrith to 50 per cent in Berwick). One possible reason for 
these trends is that bulk billing rates vary with the SES of the area rather than 
with the SES of individual families. There appeared to be some correspondence 
between the area's "Relative Socio-Economic Disadvantage Index" and its bulk 
billing rate, although Penrith and (inner) Melbourne did not fit this trend. A 
problem with the index used in this analysis is that some areas have high rates 
of both poor and wealthy families. 

A second possible reason for locational differences in bulk billing concerns 
concentration of GPs: some authors have argued that bulk billing is particularly 
likely to be offered where there is strong competition for patients due to an 
oversupply to doctors. However, there was conflicting evidence concerning a 
relationship between the bulk billing rate of an area and concentration of GPs 
relative to the resident population. 

One of the key factors contributing to payment arrangements of individual 
families - especially in low bulk billing areas - concerned whether or not they 
exhibited characteristics which usually signify financial hardship. Families who 
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were poor but who did not belong to a group typically seen as disadvantaged 
were less likely than other poor families to indicate that they were bulk billed. 

Of several indicators of socio-economic disadvantage, DSS status was the best 
predictor of payment arrangements. In line with Deacon and Bradshaw's (1983) 
concept of "passport benefits", the vast majority of DSS families (that is, those 
with DSS pensions or benefits) were apparently bulk billed. Where possession of 
DSS pensions/benefits is used as the "means test" for assessing eligibility for a 
free service, some families in greatest need will continue to confront difficulties in 
using basic medical care services. 

Residential location also affected payment arrangements independently of financial 
resources (and to some extent DSS status). In Penrith, the vast majority of 
families were bulk billed and hence most poor families attended a free service, 
regardless of whether or not they were DSS families. The non-DSS families who 
were poor and who lived in Box Hill or Berwick were the least likely of all non
DSS poor families to indicate that they were bulk billed. 

The holistic approach to general practice emphasised in the health literature 
would suggest that an appreciation of the various pressures which patients are 
confronting in everyday life, including financial difficulties, would be an 
important ingredient of high quality general practice care. Some families who 
attend a doctor who usually charges fees may be reluctant to divulge the extent 
of their financial difficulties or to be selected out for bulk billing. In other cases, 
doctors may have assumed that if these urban-based families visit their service 
rather than a centre which offers universal bulk billing, they can afford to pay for 
it. 

It is difficult to identify the extent to which differences in type of service used 
reflect the exercising of choice or the experience of constraints. Indeed, choices 
are made within certain constraints. Some families who are poor may make 
sacrifices in other areas in order to afford the fees of a nearby doctor or a doctor 
who they trust and who provides them with the "personal touch" and friendship 
they consider important. However, it seems reasonable to suggest that low use of 
bulk billing services by poor families in some areas represents inequality of access 
rather than variation in the choices made by poor families in different localities. 

Other issues relating to financial considerations which need emphasis in future 
research into access include the incidence of wages foregone and any difficulties 
families may face in meeting additional expenses including the costs of travel, 
child care, referrals, and recommended medication. 

Unmet need 

• 

• 

• 

• 

• 

• 

• 

Regardless of payment arrangements, a vital question in this investigation is: are • 
people able to see a doctor when needed? Some of the results in Chapter 2 
suggest that Medicare's goal of enabling people with health needs to use basic 
health services has been achieved for most families in these nine urban areas. 
Only seven per cent of families indicated that they were unable to see a doctor 
when needed in the previous 12 months, with parents being less likely to forego 
visits for children than for themselves. 

However, it is likely that answers to this question were based on whether or not • 
family members visited a doctor when they were ill, rather than when health 
checks such as cervical screening were due. It also appears that "unmet needs" in 
such areas of illness prevention are particularly likely to apply to socio
economically disadvantaged groups (Jolly 1990; NHS 1992, Research Paper No.I). 
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Further, as noted above, some families who managed to see a doctor when 
needed may have made considerable sacrifices in other areas in order to do so. 
Such issues can be taken up in future research into access to health services. 

Although applying to relatively few families, unmet need was most likely to be 
reported by Campbelltown and Elizabeth/Munno Para families and least likely to 
be reported by families in the two middle areas (Ryde and Box Hill). Reports of 
unmet need were nearly three times as common for families who attended as out
patients at public hospitals compared to families who visited private doctors or 
community health centres. Such reports were also slightly more common 
amongst families exhibiting socio-economic disadvantage (other than NESB status). 

Despite Medicare's provision for a free service, inability to afford the service was 
one of the two most common reasons provided by the small proportion who 
reported unmet need. Inability to afford the service was the most likely to be 
mentioned by families in the two lowest bulk billing areas and in Ryde and least 
likely for the four highest bulk billing areas. Expenses linked with such a visit 
may include "upfront costs" involving the need to wait for the rebate, as well as 
those mentioned earlier (costs of prescribed medication, travel, child care, and 
income foregone through time taken off work). Loss of income is more likely to 
apply to those in lower status jobs who can least afford to forego income. 

Long waiting periods formed the other most common reason for unmet need. It 
is not surprising that long waiting periods inhibited service use when needed, for 
Chapter 3 showed that a low waiting time was not only seen as one of the most 
important aspects of service delivery, but was also viewed as one of the least 
satisfactory aspects of the service attended. 

Other reasons for unmet need included inability to find child care (for parents 
with young children), travel difficulties (particularly for families without a car), no 
after hours services available, problems in finding a service which suited the 
family's culture or ethnic background, additional associated costs, embarrassment, 
and the pOSSibility that the person in need may have to give up work. 

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. 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 their mode 
of transport, most families in these urban areas managed to get to their service 
within 10 minutes, although families without a car were less likely to report this 
than other families, particularly if they lived in the outer areas of Melbourne and 
Sydney. In addition, socio-economically disadvantaged families with cars were 
less likely than other families with cars to report journeys of less than 10 minutes. 

For some families, use of a nearby service which charges fees may be cost
effective. For others, the most cost-effective strategy may involve relatively long 
travelling times to visit a free service. Although families were not asked about 
these issues, length of journey (less than 10 minutes or longer) varied with 
payment arrangements (bulk billing or not) for Box Hill and Ryde families only. 
In these middle areas (with low apparent bulk billing rates), longer journeys were 
more likely to be associated with bulk billing than shorter journeys. 

Less than five per cent of families in all study areas visited a doctor more than 
30 minutes from home. The comments of these families highlight the potential 
importance of non-financial aspects of access, including having a doctor who 
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provides a "family orientation", is trustworthy and is seen as a friend, or having a 
doctor who can speak the same language or has the same cultural or ethnic 
background. 

• 

Although applying to few families, such decisions to make extended trips 
highlight another difficulty encountered in attempts to decipher level of access • 
equity: aspects of access may compete with each other. For example, some 
families with ready access to a bulk billing service 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. 

After-hours medical care 

Level of access to a service depends on whether or not the service is available at 
convenient times and at critical times, including overnight and weekends. 
Chapter 2 indicated that the majority of families visited services for after-hours 
care rather than received home visits, although the type of service used varied 
with study area. The most commonly mentioned strategies were use of an after 
hours/24 hour clinic or a public hospital, although one third of families in 
Elizabeth/Munno Para arranged home visits from an after hours medical service. 
Werribee families were the most likely to visit a public hospital. 

Families in outer areas tended to provide less favourable evaluations concerning 
the availability of after-hours services in their area, with those living in 
Melbourne and Box Hill providing the most favourable evaluations. Werribee 
families were the most critical of the availability of these services, particularly if 
they used a public hospital, but also if they used other services. At the time of 
the survey, the small public hospital in Werribee did not provide a 24 hour 
service for urgent problems. This hospital has now been replaced with a larger 
hospital which provides a 24 hour emergency service. 

Ready access to services implies that families have sound knowledge of those 
which are available. Families in the Melbourne study area were the most likely 
to state that they did not know about the availability of after-hours services in 
their area. Others who used one service may not have been aware of alternatives 
which were available. Indeed, the NHS has shown that patients who used 
hospitals for non-emergency care had limited knowledge of the availability of 
other services which could have been used (NHS 1992, Background Paper No.1D). 

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 satisfaction as a criterion of "good general 
practice". Dissatisfaction with aspects of a service emphasised by clients may act 
as a disincentive to seeking treatment particularly for health promotion or illness 
prevention purposes, and may limit the usefulness of any consultation which 
takes place. 

The results in Chapter 3 suggested that most of these urban-based families had 
managed to find a satisfactory basic medical service. They tended to be highly 
satisfied with most aspects of service delivery examined, and were particularly 
satisfied with the two issues which were most important to them (respect 
received and how good their doctor is with children). 
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Nevertheless, a service with a low waiting time ranked amongst the highest in 
average importance, but the time required to wait at the service ranked lowest in 
terms of average satisfaction for most people. (N 0 delays in getting an 
appointment was also seen as relatively important, and of the 12 aspects 
examined for satisfaction, the time taken to get an appointment ranked seventh in 
average satisfaction.) The minority who evaluated provision of services for those 
whose first language is not English provided an even lower average satisfaction 
rating for this issue than for time kept waiting at the service. 

Time pressures and/or sense of frustration about being kept waiting on a regular 
basis may encourage unfortunate delays in seeking help. In addition, it appears 
that time spent waiting at the surgery is negatively 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, cultural understanding, 
and having a doctor who is good with children, but also with time spent waiting 
at a service and time taken to get an appointment. That is, the higher the 
satisfaction with the respect received, the higher was the satisfaction with these 
other issues. Possibly, judgements of the respect provided by doctors is inferred 
from such matters. 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 recognition of the importance of the patient's time. It may also encourage 
people to arrange for health check-ups when these are due. 

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, immunisation 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. 

Evaluations of the main medical service used tended to be more favourable than 
those provided for basic dental services and any medical emergency services used, 
except in the area of costs for families who used public hospitals for emergencies. 
Of all the issues which were compared, costs of dental services were the least 
satisfactory, with families who paid fees for basic medical services as well as 
those who were bulk billed indicating significantly lower satisfaction with the 
costs of dental than medical services. 

-The relatively low satisfaction expressed about the costs of dental services 
highlight the value of Medicare in reducing inequities of access to basic medical 
services. As expected, poor families were under-represented amongst consumers 
of basic dental services but not basic medical services. In fact, Chapters 4 and 5 
suggested that the parents in these disadvantaged families tended to visit their 
GP more frequently than their more advantaged counterparts, in keeping with 
their experience of poorer health. 

Families who exclusively used private doctors seemed more content than those 
who used community health centres or public hospitals for basic medical care. 
The public hospital users were the least satisfied of these three groups. The only 
exception to these trends concerned evaluations of payment arrangements 
provided by those who attended private doctors who charged fees. 
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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 billing or low cost service was one of 
the most important priorities, and costs and billing arrangements were the two 
most satisfactory 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 tended to rank 
low in priority. 

There was some indication that the doctor-patient relationship was less 
satisfactory but also less important to families who were bulk billed. Future 
research which identified those who attended services which universally bulk 
billed and those who were selectively bulk billed could throw light on the extent 
to which patterns of priorities and satisfactions differ for these two groups. 

Evaluations of aspects of service delivery also varied with residential location and 
with characteristics of the families. Net of other factors, South Sydney families 
appeared to be the most content and Werribee families seemed the least content. 
The sodo-economically disadvantaged families were more likely than their more 
advantaged counterparts to be bulk billed, and were thus more satisfied with the 
payment arrangements and costs of the service they used. The NESB families 
tended to express lower satisfaction with issues relating to quality of treatment, 
including doctor-patient relationships, but there was some evidence to suggest 
that these issues were less important to NESB than ESB families. These variations 
in satisfaction may arise from differences in the flow of events which take place 
during consultations or in the ways in which they are interpreted. 

Further, families with pre-schoolers seemed less satisfied than other families with 
the time they spent waiting at the service and with appointment delays. Such 
trends may reflect a greater sense of urgency experienced by parents when very 
young children seem ill, and the difficulties these parents have in keeping young 
children amused while waiting at the surgery. 

However, these differences were relative and should not detract from the fact 
families tended to express high satisfaction with most aspects of the basic medical 
service examined. This picture 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). 

It would be interesting to compare views about the GPs usually consulted with 
views about GPs in general. 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. 

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 members (including children) on these 
issues. 
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Factors linked with frequency of personal GP visits 

The final steps in this analysis focused upon frequency of visits to the GP, as 
recalled by parents for the previous 12 months (Chapters 4 and 5). Most of the 
factors examined related to GP visits in expected 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 was lowest for those aged 50 years or more. Net of other health 
measures examined (for parents only), presence or absence of a chronic illness or 
disability was the strongest predictor of frequent visits, particularly for fathers. 

Use of GPs for health promotion reasons is suggested in several trends which 
emerged in this analysis. Not surprisingly, mothers with infants had been 
relatively frequent attenders over the previous 12 months - a period which 
would overlap with their pregnancy. Of the various factors examined for 
mothers, both presence of an infant and at least three visits to a dentist formed 
the most important of factors linked with higher than predicted GP use. (Here, 
GP use was predicted on the basis of apparent health status.) Mothers who 
visited their doctor more frequently than their health status would appear to 
warrant also tended to be relatively young. 

Fathers who visited their GP more frequently than their health status predicted 
were inclined to be frequent dentist users, non-smokers, and teetotallers or 
irregular alcohol consumers. Possibly, these fathers were more conscious of 
health and took early preventive measures. . 

Improvements to access via bulk billing, ready availability of after hours services 
and so on, may be cost effective for the government if such improvements 
encourage visits to doctors for timely check-ups, thereby preventing more 
expensive, delayed use of resources such as hospitalisation. Such issues tend to 
be overlooked in debates about whether or not bulk billing and high 
concentration of doctors foster over-use of services. Indeed, frequency of use 
tends to be confused with over-use, while little attention is given to under-use. 

Although parents who were bulk billed tended to visit their doctor more 
frequently than other parents, this relationship was not apparent for all study 
areas, and became less apparent when the lower SES of those who were bulk 
billed was taken into account. When perceived health status was taken into 
account, the effect of bulk billing was no longer significant for mothers. The 
effect for fathers was only marginally significant for inner or middle areas and 
did not apply to outer areas. 

If a relatively abundant supply of doctors in an area (as measured by the ratio of 
people per GP) encourages over-use of GP services, then it would be expected 
that parents in the middle and inner areas would visit their doctors more 
frequently than those in the outer areas. In fact, seven or more visits were 
reported for higher proportions of parents in outer areas than in middle or inner 
areas, with fathers in Box Hill indicating the lowest attendance. 

When perceived health status was taken into account, mothers who lived in outer 
areas appeared to visit their doctor more frequently than other parents. Use of a 
service within· 10 minutes from home was linked with high GP use relative to 
health status for mothers (but not fathers) who lived in outer areas. However, it 
must be remembered that few parents visited a service more than 20 minutes 
from home. 
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In line with previous research, various indicators of so do-economic status 
suggested that disadvantaged groups made more frequent GP visits. However, 
these parents also tended to report poorer health. When their experience of 
health was taken into account, none of the SES measures was significantly related 
to fathers' GP visits, and only three were linked with GP visits of mothers. 
Parents who were poor no longer appeared to be high GP users when their 
health status was taken into account. It seemed that they visited their doctor 
only in response to health problems. 

Patients with low SES are most likely to adopt health compromising behaviours 
such as smoking, being overweight and being inactive, and are less likely to have 
health screening tests (see NHS 1992, Research Paper No.l). The visits they 
happen to 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 (1991) which suggests that the vast majority of GPs feel they are not 
adequately rewarded for such activities. 

While parents who were prone to depression tended to visit their GP relatively 
frequently, when their experience of poorer health was taken into account, fathers 
who were prone to depression and who lived in outer areas tended to visit their 
doctor less frequently than would be expected on the basis of their reported 
health status. 

This tendency for apparent "underuse" of GPs is relevant to one access issue 
discussed in Chapter 1: 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 alienation, 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 periodic mOnitoring and follow-up, as 
recommended by the NHS (1992, Issues Paper No.3) seems important. When no 
response to recalls is made by patients prone to depression or other serious 
disorders, then further action should be taken to ensure that disorders do not • 
operate as barriers to access. 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. 

Harvey (1991) noted that there have been few attempts 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 services only. In focusing on high and low use relative to health 
status, the present results suggest that under-use may well have been linked with 
health-preventive services. For example, those who used services less frequently 
than their health status would appear to warrant included parents who were low 
users or non-users of the dentist. Furthermore, under-use may also entail failure 
to receive adequate treatment for acute or chronic health problems. Identification • 
of under-users thus represents an important step for the shaping of access and 
equity policy. Patient motivation for health promotion or illness prevention is 
only inferred in this analysis, and has received limited attention in previous 
research. Factors linked with variations in level of motivation for health 
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promotion or illness prevention and the relationship between such motivation and 
service use form an important area for future research directed towards 
improving access and equity in health service delivery. 

In summary, 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 considered in this report, one of these criteria -
anticipatory care - is relevant to the apparent motivation underlying high use of 
GPs. The results of Chapter 5 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. 
Equity in access would require extra efforts on the part of medical personnel to 
ensure that these people receive the treatment they need. 

This study suggests that relatively high use of GPs by the poor is attributable to 
their poorer health. The report has largely focused upon access to general 
practice care rather than upon the broader issue of access to good health. It may 
be unreasonable to expect that a GP's advice on lifestyle will have an impact on 
the sodo-economically disadvantaged, until they are free from the day-to-day 
struggle to survive. 
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Appendix A: 
Methodology of the 
Australian Living 
Standards Study 

Population and Sampling 

Report to the Department of Human Services and Health 145 

The 14 localities in the Australian Living Standards Study were: 

Outer Metropolitan -
Penrith NSW 
Campbelltown NSW 
Berwick VIC 
Werribee VIC 
Elizabeth/Munno Para SA 

Middle Metropolitan -
Box Hill VIC 
Ryde NSW 

Inner Metropolitan -
Melbourne VIC 
South Sydney NSW 

Non-Metropolitan -
Berri/Loxton/Renmark SA 
Roma /Bungil QLD 

Remote -
Tennant Creek NT 
Richmond QLD 
Doomadgee QLD 

Excluding Richmond and Doomadgee, which were managed by the Northern 
Australian Development Unit (NADU), six of the localities were chosen by those 
contracting the study and six were chosen by AIFS. Of prime importance was 
that, the four Victorian and four New South Wales urban localities were chosen 
to match each other, as far as possible. 

The population of interest was all households in a locality which contained at 
least one parent or guardian who had at least one biological, adopted or foster 
child under twenty years of age, whether or not the child actually lived in the 
household (except where the child was living elsewhere with their other parent). 
The household survey sampling in all chosen areas in Victoria, New South Wales 
and South Australia (not Tennant Creek, Roma/Bungil, Richmond and 
Doomadgee, which were treated as a census) was as follows: 

1. A listing of all residential properties in the locality was obtained from the 
relevant council rates list. Where possible, names of residents of long-term 
caravan parks were added to this list before sampling. 
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2. The target number of families with children under twenty years for each 
area was 500, with the exception of Tennant Creek. Assuming a response 
rate of 50 per cent, which took into account the likely non-contact rate 
(vacant dwellings, holiday flats, etc.) a possible 1000 such families were 
therefore required from the random sample of families . 

3. The proportion of such families in each locality was estimated using the 
1986 Australian Census and the sample size was calculated using the 
fraction of families with children in that locality, using the following 
formula: 

( (500 .. 2) / fraction of target families ). 

• 

• 

The required sample was then randomly computer generated· from the total • 
residential households. 

Fieldwork 

The ALSS fieldwork was conducted between October 1991 and January 1993. The 
Victorian localities were surveyed first, beginning with Berwick, and the New 
South Wales localities were surveyed last, ending with South Sydney. The 
procedure for the urban fieldwork was as follows: 

1. 

2. 

3. 

4. 

5. 

A letter was sent to all addresses sampled containing the study brochure, a 
letter from the AIFS Director, a sheet explaining the study in six languages 
and an information form for the household to return. The information form 
was to determine eligibility for the study, plus telephone contact numbers 
and language spoken. Those returning this form were sent a thank you 
letter and offered a $1 scratch lottery ticket for their time. 

Eligible families with telephones who returned their form were then 
contacted via the AlFS Computer Assisted Telephone Interviewing system. 
This had a three-fold purpose: to obtain consent to participate in the study; 
to obtain basic household demographics; to determine language interpreter 
needs. Those without a telephone were door-knocked. 

Those who did not return their forms were sent reminder letters and, if 
necessary, then contacted by telephone or door-knock. Telephone numbers 
were attached where possible using a computerised telephone directory. The 
originally selected addresses in the sample were thoroughly pursued, but 
some non-contact resulted from non-existent addresses, vacant properties 
and continual non-response to telephone calls and door-knocks. This level of 
non-contact was generally higher than originally envisaged largely because 
of inaccuracies in the council property lists provided. 

Eligible families who agreed to participate were then mailed questionnaire 
Parts 1 and 2 for self-completion. These were the forms for personal 
demographics of all household members (age, sex, relationships, ethnicity, 
religion, education, occupation, health status, etc) and general household 
information for families (housing, transport, local services, neighbourhood, 
etc.). It was at this pOint that household and family income data were 
collected. 

About one to two weeks later, face-to-face interviews were conducted with a 
parent (usually mother). These used the Part 3 questionnaires, which 
covered children's services and well being for four age groups of children: 
those not yet at school, primary school age, secondary school age and less 
than 20 who have left school. It was at this point that child care and 
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educational information was obtained about children. Parts 1 and 2 (all 
household members' information) were also checked at this time. 

After this interview regarding children, the personal self-completion 
questionnaires for secondary students, those who had left school and parents 
(Parts 4 and 5) were left behind, each with an envelope to seal for privacy. 
Essentially, everyone in the family aged 12 years or older were asked to 
complete a personal questionnaire for their own views, opinions and 
assessments of many aspects of everyday life. 

Non-English language interviews were conducted fully face-to-face, by 
language interviewers, over several sessions. Identification of literacy 
problems also led to some additional face-to-face interviews. 

Contact and response rates 

For households in the Victorian, New South Wales and South Australian samples, 
the average successful contact rate was 79 per cent and the average response rate 
for eligible households was 71 per cent (see table, next page). The lowest rates of 
initial contact were in South Sydney, Penrith, Elizabeth! Munno Para and 
Melbourne (between 60 and 71 per cent), with the highest contact rates being in 
Werribee and Campbelltown (92 and 90 per cent). 

These discrepancies in contact rate were due to several factors: variability in the 
accuracy of residential address data supplied by local councils; incorrect telephone 
numbers or continual non-response to phone calls; vacant residences or non
response to extensive door-knocking; curtailment of fieldwork due to time and 
expenditure constraints. The locality most adversely affected by these fieldwork 
difficulties was South Sydney. Here, special arrangements to interview suburbs 
with high numbers of aboriginal residents did not eventuate and, due to the huge 
initial mail-out (as with Melbourne, over 7,000 addresses) and the fact that this 
was the last locality studied, curtailment of fieldwork resulted in a lack of contact 
with some public housing areas which needed very time-consuming and labour 
intensive door-knocking. These huge mail-outs were necessary, however, due to 
the low percentage of eligible families for the study who resided in these two 
inner city localities (see table, next page, under "known eligibles"). In contrast, the 
outer urban localities sampled had the highest percentages of eligible households 
for the purposes of the study (again, see table, next page, under "known 
eligibles"). / 

Weighting and bias 

Percentages or proportions presented were not weighted since they constitute a 
representative slice of data, or sub-sample, from eight of the urban areas 
surveyed. There was some bias, however, in the South Sydney sample, as 
explained above. This resulted in government benefit-dependent parents and 
public housing residents being under-represented due to fieldwork curtailment 
(please refer to the Socio-demographic appendix for details of ALSS sample 
profiles compared with Census 1991 profiles). 
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Table A.1: ALSS: contact and response rates for 10 study areas 1991-92 

From mall- Of those households contacted: Of those eligible: 
out, % of Refused, 
households Known status Known Completed Refused or Final 
contacted ineligibles unknown eligibles the survey incomplete sample 

size 
% % % % % % (N) 

Locality Name 
(mailed-out) 

Berwick 
(1523) 83 46 6 48 70 30 (424) 

Box Hill 
(3451 ) 87 67 10 22 80 20 (520) ~ 

~ 
() 

Melbourne ~ 

(7203) 71 83 4 13 65 35 (420) ~ 

So :a.. '" ... Werrlbee t:! ... 
~ (1717) 92 45 16 39 78 22 (478) ~ .. ~ 

~ i 
~ Riverlands '" ~ 

::a 
(2432) 84 56 12 32 80 20 (519) 

... 
1;' ~ 
~ 

Elizabeth 
::t: 

~ 
I::: 

(2461 ) 66 54 10 36 73 27 (427) ~ ~ ::a -
~ 

c,., 
Campbelltown '" ~ ~ 
(1901 ) 90 39 22 39 61 39 (407) 1;' s· ~ 

<: ~ 
S· Penrith ::a 

I:l.. ... 
(1943) 65 48 14 38 80 20 (393) 

~ 
:;: 
~ 

::a Ryde ~ 
:a.. (2991 ) 87 66 14 20 71 29 (367) 
~ ..... 
~ ~ 

South Sydney 
(7092) 60 81 7 12 53 47 (265) 

• • • • • • • • • • 
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• 
Appendix B: 
Maps illustrating the 

• 9 urban study areas 

• 

• 

; • 

• 

• 

• 

• 

• 

Viviana Lazzarini 

MAP OF METROPOLITAN SYDNEY 

o 
i 

15 

Kilometers 

30 
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INSET MAP 

• 

• 

• 

• 
o 5 10 

Kilometers • 
LCA ILCA_Name LCA ILCA...Name 
01SO Ashfield (M) 4700 Lane Cove (M) 
0200 Aubum(M) 4800 Leichhardt (M) • 0350 Bankstown (C) 4900 Uverpool(C) 
0500 Baulkham Hills (S) 5150 Manly (M) 
0750 Blacktown (C) 5200 Marrickville (M) 
0900 Blue Mountains (C) 5350 Mosman(M) 
1100 Botany (M) 5950 North Sydney (M) 
1300 Burwood(M) 6250 Panamatta (C) 
1450 Camden(M) 6350 Penrith(C) • 1500 Campbelltown (C) 6550 Randwick (M) 
1550 Canterbury (M) 6650 Rockdale (M) 
1900 Concord (M) 6700 Ryde(M) 
2550 Drummoyne (M) 7070 South Sydney (C) 
2850 Fairli.el~ (C) 7100 Strathfield (M) 
3100 Cosford(C) 7150 Sutherland (5) 
3800 Hawkesbury (C) 7200 Sydney(C) 
3950 Holroyd(C) 8000 Waningah (S) • 4000 Homsby(S) 8050 Waverley (M) 
4100 Hunter"s Hill (M) 8250 Willoughby (C) 
4150 Hurstville (C) 8400 Wollondilly (S) 
4450 Kogarah (M) 8550 Wyong(5) 
4500 Ku-ring-gai (M) 

• 
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• 
MAP OF METROPOLITAN MELBOURNE 
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• 
INSET MAP 

• 

• 

• 

o 5 10 • 
Kilometers 

• LGA ILGA Name LGA JLGA_Name 

0120 Altona(C) 3800 Kew(C) 

0960 Berwick(C) 3880 Knox(C) 
1080 BoxHill(C) 4240 Ullydale (5) 

1160 Brighton(C) 4440 Malvem(C) 

1240 Broadmeadows (C) 4600 Melbourne(C) 
U80 Brunswick (C) 4640 Melton (5) • 1320 Bulla (5) 4920 Moorabbin (C) 

1480 Camberwell(C) 4960 Mordialloc (C) 
1600 Caulfield (C) SOOO Momington (5) 
1680 Chelsea(C) 5400 Northcote (C) 
1800 Cobw-g(C) S480 Nunawading (C) 
1960 Co1lingwood (C) 5520 Oakleigh (C) 
2040 Cranbourne (5) 5720 Pakenham (5) • 2UO Croydon(C) 5840 Port MeIboume (C) 
2160 DandenOng (C) 5960 Prahran(C) 
2280 Diamond Valley (5) 6000 Preston(C) 
2400 Doncast.er &: Templestowe (C) 6120 Richmond (C) 
2640 Etham(5) 6160 Ringwood(C) 
2680 Essendon(C) 6480 StKilda(C) 
2760 Fitzroy(C). 6560 Sandringham (C) 
2800 Flinders (5) 6760 Sherorooke (5) • 2840 Footscray (C) 6880 South Melbourne (C) 
2880 Frankston (C) 6920 Springvale (C) 
3280 Hastings (5) 7080 Sunshine(C) 
3320 Hawthom(C) 7960 Waverley (C) 
3360 Healesvi.lle (5) 8000 Werribee(C) 
3400 Heidelberg (C) 8040 Whittlesea (C) • 3680 Keilor(C) 8080 Williamstown (C) 
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MAP OF METROPOLITAN ADELAIDE 

• 

• 

• 5 10 

Kilometers 

• 

• LeA LeA_Name 

0070 Adelaide(C) 
0560 Brighton(C) 
0700 . Bumside(C) 

7350 0910 Campbelltown (C) 
1610 East Torrens (DC) 

• 1680 Elizabeth (C) 
1820 Enfield (C) 
2030 Gawler(M) 
2240 Glenelg(C) 
2450 Happy Valley (C) 
2590 Henley &: Grange (C) 
2660 Hindmarsh (M) 
3150 Kensington &: NolWood (C) • 4060 Marion(C) 
4340 Mitcham(C) 
4900 Munno Para (C) 
5250 Noarlunga (C) 
5530 Payneham (C) 
6020 Port Adelaide (C) 
6510 Prospect (C) 
7070 St Peters (M) • 7140 Salisbury (C) 

8610 7350 Stirling (OC) 
7700 Tea Tree Gully (C) 
mo Thebarton (M) 
7980 Unley(C) 

• 8260 - WalkeIVille (M) 
8470 WestTorrens(C) 
8610 Willunga (OC) 
8680 Woodville (C) 
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Appendix C: 
Socio-demographic table 
of 9 urban study areas, 
Australian Living Standards 
Study and 1991 Census 

Helen Brownlee and Christine Millward 

Table C.l: Changes in population between 1986 and 1991 in 9 urban study areas and throughout 
Australia: 1986,1991 Census 

1986 1991 Change 
'000 '000 % 

Berwick 47,897 67,947 + 41.9 
Werribee 51,179 70,607 + 38.0 
Campbelltown 118,704 134,572 + 13.4 
Penrith 132,134 146,001 + 10.5 
Elizabeth/Munno Para 56,862 59,115 + 4.0 
Box Hill 44,403 43,804 - 1.3 
Ryde 86,451 87,086 + 0.7 
Melbourne (LGA) 52,808 51,575 - 2.3 
South Sydney 66,759 69,471 + 4.1 

Australia 14,880,264 16,033,119 + 7.7 

Source: ABS 1991 

Table C.2: Household types in 9 urban study areas and throughout Australia: 1991 Census 

Single 
Family Group person All 

households households households households 
% % % (N) 

Berwick 87.8 2.0 10.2 20,813 
Werribee 87.3 2.2 10.5 21,526 
Campbelltown 88.2 2.4 9.5 39,199 
Penrith 85.1 3.0 11.9 44,965 
Elizabeth/Munno Para 81.6 2.4 16.0 20,533 
Box Hill 69.7 5.7 24.6 17,001 
Ryde 70.9 5.5 23.5 32,605 
Melbourne (LGA) 49.1 15.1 35.8 19,502 
South Sydney 40.6 16.4 43.0 29,406 

Australia 75.4 4.5 20.0 5,641,994 

Source: ABS 1991 
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Table C.3: Families with dependent children as a proportion of all families in 9 urban 
study areas and throughout Australia: 1991 Census 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Australia 

Source: ABS 1991 

Families with 
dependent children 

% 

62.2 
64.0 
68.7 
63.5 
55.4 
44.6 
46.5 
47.4 
39.5 

53.0 

All 
families 

(N) 

18,535 
18,953 
34,976 
38,777 
16,927 
11,902 
23,371 
9,689 

11,998 

4,298,710 

Table C.4: Families with dependent children as a proportion of households in 9 urban 
study areas and throughout Australia: 1991 Census 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Australia 

Source: ABS 1991 

Families with 
dependent children 

% 

55.4 
56.5 
61.3 
54.8 
45.7 
31.2 
33.3 
23.5 
16.1 

40.4 

All 
households 

(N) 

20,813 
21,526 
39,199 
44,965 
20,533 
17,001 
32,605 
19,502 
29,406 

5,641,994 
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Table C.S: Family type in 9 urban study areas and throughout Australia: 1991 Census 

Single Single Two parent Two parent Couples Families All 
parents parents families families without of other families 
with dep with no dep with dep with nodep offspring related 
children children children children individuals 

only >:l 
~ 

% % % % % % (N) §. 
C> 
So 

~ '" .... Berwick 7.5 2.9 54.7 9.0 25.1 0.9 18,535 0 .... {l '" ~ Werribee 7.8 2.6 56.3 8.3 23.9 1.1 18,953 1:1 

C) i 
t:\:I Campbelltown 14.1 3.6 54.6 7.6 19.1 1.1 34,976 t; 
1:1 

Penrith 9.7 3.6 53.8 8.7 22.8 1.4 38,777 
... 

~. ~ 
~ Elizabeth/Munno Para 14.9 4.3 40.6 9.7 29.4 1.1 16,927 ::z:: 
l s:: 
fl' Box Hill 7.6 5.8 37.0 10.5 36.2 2.8 11,902 ~ 
~ Ryde 6.7 5.3 39.8 10.8 34.8 2.7 23,371 ::s 

~ 
Cl) 

Melbourne (LGA) 15.9 6.2 31.4 6.1 35.4 5.0 9,686 
... 

~ ~ 

s· South Sydney 15.3 7.1 24.2 6.1 42.1 5.3 11,998 
§. 
.... 

~ 1:1 

s· ::. 
r::... ... Australia 8.8 4.1 53.8 8.7 22.8 1.4 . 4,298,710 ::z:: ~ '" g. 1:1 

~ ::. 
~ 

Source: ASS 1991 ... 
~ ~ a 'I 
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Table C.6: Single parents with dependent children as a proportion of all families in 9 urban 
study areas and throughout Australia: 1991 Census 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Australia 

Source: ABS 1991 

12.1 
12.2 
20.5 
15.3 
26.8 
17.1 
14.4 
33.6 
38.7 

16.5 

Table C.7: Types of families with children under 20 years: ALSS 9 urban study areas 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Couple 

% 

90.6 
90.8 
82.9 
86.6 
74.4 
87.7 
87.5 
71.8 
77.1 

Source: AIFS: Australian Living Standards Study 1991-92 

Single 
fathers 

% 

0.2 
0.6 
2.7 
2.3 
1.4 
1.7 
1.6 
2.1 
4.9 

Single 
mothers 

% 

9.1 
8.6 

14.4 
11.1 
24.2 
10.5 
10.9 
26.1 
18.0 

Table C.S: Type of family for children aged less than 20 years: AlSS 9 urban study areas 

Both Step- Single Other Total 
natural family parent family families 
parents family 

% % % % (N) 

Berwick 85.0 5.4 8.4 1.2 909 
Werribee 84.9 6.6 7.8 0.8 1030 
Cam pbelltown 78.5 6.9 13.5 1.1 869 
Penrith 83.0 6.0 10.0 1.0 835 
Elizabeth/Munno Para 64.9 9.5 23.2 2.3 901 
Box Hill 84.7 4.5 9.9 0.9 999 
Ryde 83.7 4.7 10.5 1.1 705 
Melbourne (LGA) 69.9 4.8 24.4 0.9 756 
South Sydney 70.8 8.7 18.8 1.7 414 

TOTAL 79.1 6.2 13.4 1.2 7418 

Source: AIFS: Australian Living Standards Study 1991-92 
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Table c.g: Age structure of the population in 9 urban study areas and throughout Australia: 1991 Census 

0-4 5-9 10-14 15-19 Total 0-19 20-34 35-49 50-64 65 + Total 
years year years years years years years years years persons 

% % % % (N) % % % % % (N) 

Berwick 28.5 27.6 23.7 20.2 24465 35.4 27.2 22.2 9.9 5.4 69099 ~ 

~ 
Werribee 28.5 25.9 23.0 22.7 26210 36.3 29.4 21.6 8.2 4.5 72227 !i 
Campbelltown 26.5 26.5 24.6 22.5 56142 40.7 25.1 21.8 7.8 4.5 137786 C) 

Penrith 26.5 26.4 24.2 23.0 55256 36.9 26.1 22.4 9.0 5.6 149789 ~. ~ .., ElizabethlMunno Para 28.6 27.2 22.2 21.0 20868 34.3 26.6 17.6 13.3 8.3 60876 t:J .., 
~ Box Hill 26.5 23.1 22.9 27.6 10763 23.8 25.4 19.4 14.8 16.7 45138 ~ 
'" Cl 
C) Ryde 26.4 23.5 23.1 27.0 22051 24.4 26.9 20.8 14.4 13.5 90190 ~ 
b:l Melbourne (LGA) 26.5 23.1 22.9 27.6 13544 22.4 35.7 19.4 12.0 10.5 60385 ... 
Q ~ 

'" South Sydney 
... 

t;. 28.0 18.2 20.0 33.8 13250 17.1 36.8 21.2 13.5 11.4 77264 ~ 
~ ::z: ... 

Australia 24.9 24.7 24.5 25.9 5078798 24.1 21.1 13.3 11.3 16847310 I:: 
~ 30.1 ~ t;. 
Q - ~ 

~ t.o) ... 
;;: 

Source: ABS 1991 ~ t;. s· ~ 
<: Cl s· ~ 

... ~ 

c:= ~. ti-
Q ~ ~ 

~ 

~ 
~ 

~ 

~ 
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Table C.10: Age of fathers: ALSS 9 urban study areas 

< 30 30-39 40-49 50 + Total 
years years years years 

0/0 0/0 0/0 0/0 (N) • 
Berwick 10.6 54.4 27.8 7.2 388 
Werribee 12.4 52.6 28.6 6.4 437 
Campbelltown 10.9 50.4 31.4 7.2 347 
Penrith 11.6 48.0 32.8 7.6 354 
Elizabeth/Munno Para 17.0 46.6 27.2 9.2 324 
Box Hill 4.5 40.9 39.4 15.3 465 • Ryde 5.8 42.2 38.8 13.2 327 
Melbourne (LGA) 6.2 47.7 34.3 11.8 306 
South Sydney 8.4 44.4 31.3 15.9 214 

Source: AlPS: Australian Uving Standards Study 1991-92 

• 
Table C.ll: Age of mothers: ALSS 9 urban study areas 

< 30 30-39 40-49 50 + Total 
years years years years 

0/0 0/0 0/0 0/0 (N) 

• 
Berwick 18.8 54.1 22.4 4.7 425 
Werribee 18.5 55.0 24.8 1.7 476 
Cam pbelltown 21.3 50.7 25.7 2.3 400 
Penrith 20.9 49.2 27.6 2.3 388 
Elizabeth/Munno Para 28.2 43.6 24.4 3.8 422 
Box Hill 8.5 49.1 34.2 8.3 509 
Ryde 12.5 48.5 34.6 4.4 361 • Melbourne (LGA) 13.7 48.3 33.7 4.4 410 
South Sydney 12.1 49.8 31.7 6.4 249 

Source: AlPS: Australian Uving Standards Study 1991-92 

• Table C.ll: Age of children under 20 years: ALSS 9 urban study areas 

0-4 5-9 10-14 15-19 Total 
years years years years 

0/0 0/0 0/0 0/0 (N) 

• Berwick 29.5 30.5 22.8 17.2 898 
Werribee 26.6 30.2 24.1 19.1 1022 
Cam pbelltown 26.6 27.8 27.4 18.2 861 
Penrith 27.2 30.1 24.1 18.6 827 
Elizabeth/Munno Para 28.1 27.1 22.2 22.6 841 
Box Hill 30.0 24.1 22.2 23.7 992 
Ryde 33.5 23.8 229 19.8 698 
Melbourne (LGA) 35.3 21.4 21.8 21.4 747 
South Sydney 39.5 19.5 18.3 22.7 410 • 
Source: AlPS: Australian Living Standards Study 1991-92 

• 
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Table C.13: Number of people in the household: ALSS 9 urban study areas 

Two Three Four Five Six Seven Eight Nine Ten 
% % % % % % % % % 

Berwick 2.1 17.2 48.4 23.1 5.9 2.8 0.5 0.0 0.0 
Werribee 2.1 24.3 42.3 21.1 7.5 1.7 1.1 0.0 0.0 
Cam pbelltown 6.4 21.6 40.1 22.6 6.6 1.5 1.0 0.2 0.0 
Penrith 4.8 23.4 38.2 23.4 8.4 1.3 0.2 0.2 0.0 
Elizabeth/Munno Para 7.5 31.1 36.5 18.3 4.2 1.9 0.2 0.2 0.0 
Box Hill 3.6 28.6 40.6 20.0 6.0 0.8 0.4 0.0 0.0 
Ryde 4.4 26.2 40.3 20.7 7.1 0.5 0.8 0.0 0.0 
Melbourne (LGA) 14.5 31.7 34.3 11.9 5.7 1.4 0.2 0.0 0.2 
South Sydney 15.1 44.2 26.4 9.1 3.4 1.5 0.0 0.4 0.0 

Source: AlFS: Australian Living Standards Study 1991-92 

Table C.14: Number of children aged less than 20 years in families: ALSS 9 urban study areas 

One Two Three Four Five Six Seven 

. Berwick 24.4 46.8 22.0 4.9 1.9 0.0 0.0 
Werribee 24.6 46.4 21.3 5.6 1.7 0.4 0.0 
Campbelltown 27.6 44.4 20.0 5.6 1.2 1.2 0.0 
Penrith 29.5 39.8 22.9 6.3 1.3 0.2 0.0 
Elizabeth/Munno Para 30.1 41.7 19.6 5.6 2.6 0.2 0.2 
Box Hill 35.8 42.5 17.4 3.3 0.8 0.2 0.0 
Ryde 34.1 45.0 16.6 3.5 0.8 0.0 0.0 
Melbourne (LGA) 45.3 37.0 13.0 3.8 0.5 0.0 0.5 
South Sydney 61.3 27.1 7.5 2.3 1.5 0.0 0.4 

Source: AlFS: Australian Living Standards Study 1991-92 

Table C.IS: Proportion of the population born overseas and proportion of the population born 
overseas in a non-English speaking country: 9 urban study areas 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Source: ABS 1991 

Population born 
overseas 

% 

33.6 
25.3 
24.8 
24.2 
32.2 
26.9 
33.5 
39.4 
42.0 

Population born 
non-English 

speaking country 
% 

22.2 
15.9 
14.1 
13.3 

7.9 
18.4 
24.7 
29.3 
25.9 

Total 
population 

(N) 

67677 
70724 

134386 
146552 
59955 
44276 
88346 
55551 
69485 
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Table C.16: Three largest groups of overseas-born in 9 urban study areas: 1991 Census 

1 st Group % 2nd Group % 3rd Group % Total (N) 

Berwick UKllreland 28.0 S. Europe 16.5 S.E. Asia 9.2 22718 
Werribee UKllreland 31.9 S. Europe 28.4 S.E. Asia 11.7 17854 ~ 

~ Campbelltown UKllreland 34.4 S.E. Asia 12.2 S. Europe 8.8 33509 3. 
Penrith UKllreland 37.7 S. Europe 15.8 S.E. Asia 8.8 35345 c; 

~ 
Elizabeth/Munno Para UKllreland 73.9 S. Europe 6.8 W. Europe 6.6 19172 ~ 

.... Box Hill UKllreland 23.4 S. Europe 18.8 S.E. Asia 15.5 12018 t:::l .... 
~ ~ ..., Ryde UKllreland 16.9 N.E. Asia 16.8 S. Europe 14.9 29748 i () 

Melbourne (LGA) S.E. Asia 26.4 UKllreland 15.2 S. Europe 13.6 21870 b:l .,. 
I) 

South Sydney UKllreland 21.3 S. Europe 14.2 N.E. Asia 11.6 29101 ~ ..., 
~. ~ 
~ ::r:: 
" I:: s:,. 

~ 1';' 
I) - Source: ASS 1991 ~ 

~ 
t;o) 

~ S 
s· ~. 

~ 
<: 1::1 s· l " c::: ~ 
ti- ~ I) 
:J 

~ 
~ .... 
a ~ 
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Table C.17: Parents' country of birth: ALSS 9 urban study areas 

Australia UK Elsewhere Total 
% % % (N) 

Berwick 58.5 13.5 28.0 814 
Werribee 70.3 11.0 18.7 904 
Campbelltown 72.2 9.1 18.7 744 
Penrith 68.1 13.7 18.2 740 
Elizabeth/Munno Para 61.4 30.7 8.0 740 
Box Hill 66.8 7.8 25.4 973 
Ryde 57.9 6.3 35.9 686 
Melbourne (LGA) 52.9 5.9 41.2 718 
South Sydney 58.3 11.8 29.9 465 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.1S: Mothers' and fathers' country of birth: ALSS 9 urban study 
areas 

Father 
Australia Overseas 

% % 

Berwick 45.6 
Werribee 57.4 
Campbelltown 61.1 
Penrith 57.2 
Elizabeth/Munno Para 49.6 
Box Hill 55.5 
Ryde 46.8 
Melbourne (LGA) 41.3 
South Sydney 48.7 

54.4 
42.6 
38.9 
42.8 
50.4 
44.5 
53.2 
58.7 
51.3 

Source: AIFS: Australian Living Standards Study 1991-92 

Mother 
Australia Overseas 

% % 

47.9 
57.7 
64.2 
59.0 
50.9 
58.5 
51.0 
46.7 
51.2 

52.1 
42.3 
35.8 
41.0 
49.1 
41.5 
49.0 
53.3 
48.8 
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Table C.19: Country of birth of children aged less than 20 years: ALSS 9 
urban study areas 

Australia UK Elsewhere Total 
% % % (N) 

Berwick 89.9 2.3 7.8 898 
Werribee 93.0 1.7 5.3 1012 
Campbelltown 90.6 2.0 7.4 855 
Penrith 91.2 2.9 5.9 825 
Elizabeth/Munno Para 95.8 1.9 2.3 842 
Box Hill 90.6 1.0 8.4 986 
Ryde 83.9 2.4 13.6 698 
Melbourne (LGA) 80.1 1.5 18.4 744 
South Sydney 89.2 0.7 10.0 409 

Source: AlPS: Australian Living Standards Study 1991-92 

Table C.20: Proportion of parents born in a non-English speaking country: 
ALSS 9 urban study areas 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

25.4 
16.7 
15.3 
16.2 

6.5 
20.4 
31.8 
39.1 
23.7 

Source: AlPS: Australian Living Standards Study 1991-92 
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Table C.21: Three largest groups of overseas-born: ALSS 9 urban study areas 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para' 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Source: AIFS 1994 

1 st Largest 
group 

UK/ Ireland 
UK/ Ireland 
UK/ Ireland 
UK/ Ireland 
UK/ Ireland 
UK/ Ireland 

North East Asia 
South East Asia 

UK/ Ireland 

% 

7.6 
5.9 
5.2 
8.1 

15.4 
4.4 
6.3 
8.3 
6.6 

2nd Largest 
group 

South East Asia 
Southern Europe 
South East Asia 
South East Asia 
South East Asia 
South East Asia 
South East Asia 
North East Asia 
North East Asia 

• 

% 

3.7 
3.5 
2.0 
2.3 
1.9 
4.2 
4.7 
4.7 
3.7 

• 

3rd Largest 
group 

Southern Europe 
South East Asia 
Sand E Africa 
Southern Asia 

Western Europe 
Southern Europe 

UK/ Ireland 
UKllreland 

South East Asia 

• ' . 

% 

3.3 ):J 

~ 
2.9 C) 

~ 

2.0 ~ 

2.0 So 
Cl> 

0.9 t:l 
~ 

2.7 1:0 

i 
4.5 Cl> 

::J ... 
3.6 ~ 
3.2 :x: 

I::: 

~ 
::J 
Cl) 
Cl> 

~ 
~. 

~ 
1:0 
::J 
1:1. 

~ 
~ 
.... 
~ 



Report to the Department of HUmlln Services and Health 166 • , 

Table C22: Year of arrival in Australia by parents born overseas: ALSS 9 
urban study areas 

Before 1980 
1960 1960s 1970s Onwards Total 

% % % % (N) 

Berwick 9.8 24.9 29.1 36.2 337 
Werribee 18.3 35.6 19.5 26.6 267 
Campbelltown 7.2 26.3 21.5 45.0 209 
Penrith 9.8 27.7 23.4 39.2 235 
Eliza beth/Munno Para 12.8 52.1 23.8 11.4 282 
Box Hill 13.7 27.1 22.4 36.8 321 
Ryde 5.5 14.2 30.1 50.2 289 
Melbourne (LGA) 11.2 10.7 21.6 56.5 338 
South Sydney 8.4 21.1 31.6 38.6 190 

Source: AlPS: Australian Living Standards Study 1991-92 

Table C.23: Median year of arrival in Australia by fathers and mothers born 
overseas: ALSS 9 urban study areas 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Fathers 
median year 

of arrival 

1975 
1967 
1973 
1973 
1965 
1971 
1978 
1981 
1975 

Mothers 
median year 

of arrival 

1974 
1972 
1981 
1975 
1967 
1976 
1980 
1984 
1977 

Source: AlPS: Australian Living Standards Study 1991-92 
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Table C.24: Proportion of parents who speak a language other than English 
at home: AlSS 9 urban study areas 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

20.8 
12.5 
12.1 
9.8 
4.0 

15.6 
26.2 
34.8 
18.7 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.25: Proportion of children who speak a language other than English 
at home: AlSS 9 urban study areas 

Berwick 
Werribee· 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

14.5 
9.3 

10.5 
6.8 
3.6 

12.1 
20.2 
35.1 
22.7 

Source: AlPS: Australian Living Standards Study 1991-92 
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Table C.26: Most common language, other than English, spoken at home: ALSS 9 urban study areas 

1st Largest 2nd Largest 3rd Largest 
language group/s % language group/s % language group/s % 

Berwick Italian 11.8 Chinese 7.1 Spanish/Greek 5.9 >:I 
~ 

Werribee Italian 27.2 Maltese 10.5 Spanish 7.9 3. 
Campbelltown Arabic 13.2 Pilipino 9.9 French/Polish 8.8 S' 

Penrith Turkish· 13.7 Pilipino/Hindi 8.2 Chinese 6.8 ~ 
~ '" t'\ 

Elizabeth/Munno Para ltalianNietnamese 20.0 Pilipino 13.3 Greek 10.0 t:I t'\ 

~ ~ 
'" Box Hill Ch inese/G reek 14.4 Italian 13.1 Vietnamese 7.8 i () 

t::l Ryde Cantonese 22.2 Armenian 6.7 Italian 6.1 '" to ::. 

'" Melbourne (LGA) Chinese 17.9 Vietnamese 16.3 Spanish 11.9 " ~, 

~ t'\ 

~ South Sydney Greek 15.9 Cantonese 14.8 Telugu 10.2 ~ ~ 
F;' e to - ::. 

~ Source: AIFS 1994 ~ 
~ ~ 

s' fi' 
~ 

:;:: 1 s' 
'" c::: 

& ~ 
to ::. 
~ 

~ 
... 
&'.l 
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Table C.27: 

Berwick 
Werribee 
Campbelltown 
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Proportion of parents speaking a language other than English at 
home who do not speak/read English well: ALSS 9 urban 
study areas 

Speak English 
not well / not at all 

% 

19.6 
15.0 
16.5 

Read English 
not well / not at all 

% 

Penrith 
Elizabeth/Munno Para 
Box Hill 

7.0 
20.0 
18.0 
19.0 
49.0 
35.0 

23.0 
18.0 
22.0 
11.0 
20.0 
20.0 
19.0 
48.0 
39.0 

Ryde 
Melbourne (LGA) 
South Sydney 

Source: AlPS: Australian Living Standards Study 1991-92 

Table C.28: Children speaking a language other than English at home -
Proportion of 2-19 year olds who do not speak English well, 
proportion of 10-19 year olds who do not read English well: 
ALSS 9 urban study areas 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elizabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Children 2-19 yrs 
speak English 

not well / not at all 

1.7 
0.8 
1.5 
0.8 
0.4 
1.8 
3.8 

11.2 
3.0 

Source: AlPS: Australian Living Standards Study 1991-92 

Children 10-19 yrs 
read English 

not well / not at all 

2.8 
1.1 
3.0 
3.4 
3.7 
2.2 
2.4 
5.2 
0.0 

Access to Basic Medical Care in Nine Urban Areas 



Table C.29: Mothers' and fathers' religion: ALSS 9 urban study areas 

Anglican Catholic Other Muslim Jewish Buddhist Hindu No Other 
Christian religion 

% % % % % % % % % 

Berwick: 
mothers 23.2 32.6 27.5 0.9 0.0 2.1 1.2 11.5 0.9 
fathers 22.7 28.9 23.9 1.0 0.3 2.6 1.3 18.3 1.0 

Werribee: 
mothers 25.7 38.0 22.9 0.8 0.2 0.6 0.0 11.7 0.0 
fathers 23.1 37.7 21.3 1.2 0.0 0.2 0.0 16.4 0.0 

Campbelltown: ~ 
mothers 38.9 33.4 16.8 1.8 0.0 0.8 0.3 8.0 0.0 ~ 
fathers 32.1 36.4 16.5 2.3 0.0 0.6 0.3 11.9 0.0 ~ 

Penrith: S' 

mothers 36.1 37.1 17.8 2.1 0.0 0.3 0.8 5.7 0.3 So 
;t... 

.,. 
.... fathers 36.2 34.2 17.5 2.3 0.0 0.3 0.9 8.5 0.3 t:I .... e ElizabethlMunno Para: ~ 

f:l 

~ mothers 30.9 17.0 26.3 0.2 0.0 0.7 0.0 24.6 0.2 i 
~ fathers 0.6 0.9 

.,. 
26.5 21.2 23.4 0.3 0.0 26.8 0.3 :3 Q ... .., 

~. Box Hill: ~ 
~ mothers 20.0 25.3 30.8 0.4 0.4 1.8 0.8 19.8 0.8 ::t: 
l I:: 

". fathers 18.1 25.7 26.5 0.0 0.7 1.9 0.4 25.9 0.9 ~ f:l 
Ryde: :3 -

~ c" 
mothers 24.0 32.6 19.5 2.2 1.1 1.4 1.4 16.7 1.1 S ~ 
fathers 21.5 32.2 17.8 2.8 1.2 0.6 1.8 21.2 0.9 ~. 

s· .,. 
Melbourne (LGA): 

.., 
<: f:l 
s· mothers 11.7 25.5 19.0 5.1 0.5 5.4 0.0 32.1 0.7 :3 .,. ~ 

~ 
fathers 12.1 26.1 14.4 6.5 1.3 3.3 0.0 35.9 0.3 ~ 

South Sydney: Q 

f:l ~ :3 mothers 20.8 24.0 17.6 0.8 0.8 1.2 0.8 33.2 0.8 ;t... 

& 
fathers 19.6 21.0 14.9 1.4 1.4 2.3 0.5 37.9 0.9 .... 

~ 

Source: AIFS 1994 

• • • • • • • • • • 



• • • • • • • • • • 

Table C.30: Boys' and girls' religion: ALSS 9 urban study areas 

Anglican Catholic Other Muslim Jewish Buddhist Hindu No Other 
Christian religion 

0/0 0/0 0/0 0/0 0/0 0/0 0/0 0/0 0/0 

Berwick: 
girls 20.7 29.7 20.3 1.7 0.0 1.2 0.7 24.5 1.2 
boys 17.5 36.6 23.5 1.0 0.0 1.3 1.5 17.8 0.8 

Werribee: 
girls 21.4 39.9 18.5 1.4 0.0 0.4 0.0 18.3 0.0 
boys 17.1 44.7 16.9 0.9 0.0 0.4 0.0 20.1 0.0 

Campb.elJtown: >:l 
girls 33.1 37.5 15.2 2.3 0.0 0.9 0.2 10.8 0.0 ~ 
boys 32.3 38.2 13.5 1.7 0.0 0.7 0.2 13.3 0.0 

Cl 
::\. 

Penrith: ~ 

~ girls 28.6 42.6 18.9 2.4 0.0 0.5 0.5 6.6 0.0 r 
'" boys 31.2 36.6 20.1 2.0 0.0 0.0 1.0 8.9 0.3 t:l '" ~ ElizabethlMunno Para: ~ 
.... 

girls I <:> 20.6 18.0 20.1 0.0 0.0 1.2 0.0 39.8 0.2 
~ 

boys 24.4 15.6 19.9 0.2 0.0 0.7 0.0 39.1 0.0 c:. ~ '" ". Box Hill: ~ 
~ girls 17.6 30.8 23.6 0.4 0.8 1.7 0.0 24.4 0.8 ~ l 
1>' boys 14.7 29.1 24.8 0.6 0.2 1.8 0.0 28.1 0.8 e c:. - Ryde: ::! 

Q S ~ girls 18.1 38.5 13.6 3.2 0.9 0.3 0.9 23.7 0.9 

s· boys 23.8 35.7 17.5 0.8 1.1 0.3 0.8 18.6 1.4 ~. 

~ . Melbourne (LGA): 
~ 
Cl s· girls 8.9 27.8 16.7 4.7 0.6 4.7 0.0 36.4 0.3 ::! 

C\ ~ 

c:::: boys 9.7 25.9 15.2 6.5 1.0 4.2 0.0 36.6 0.8 ~ a. South Sydney: ~ Cl 
~ 

~ girls 15.1 28.1 14.1 0.5 1.0 1.0 0.0 39.7 0.5 
~ boys 18.9 24.2 13.7 1.4 1.0 0.9 0.9 38.9 0.0 ... 
Sl ~ 

Source: AIFS 1994 
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Table C.31: Mothers' and fathers' living arrangements: ALSS 9 urban study 
areas • 

Not in In relationship Living with Married and 
relationship but not living someone but living with 

together not legally spouse 
married 

% % % % • 
Berwick: 

Mothers 7.3 1.6 3.8 87.3 
Fathers 0.8 0.0 3.6 95.6 

Werribee: • 
Mothers 6.4 2.3 3.4 87.9 
Fathers 0.5 0.2 3.7 95.6 

Campbelltown: 
Mothers 9.3 6.0 5.8 78.9 
Fathers 2.9 0.3 6.6 90.2 • 

Penrith: 
Mothers 8.5 2.3 4.6 84.5 
Fathers 2.0 0.5 4.8 92.7 

Elizabeth/Munno Para: 
Mothers 18.2 6.2 5.5 70.0 • Fathers 1.6 0.3 7.2 90.9 

Box Hill: 
Mothers 6.7 3.5 3.4 86.4 
Fathers 1.7 0.2 3.7 94.4 

Ryde: • 
Mothers 7.5 3.6 2.8 86.1 
Fathers 1.5 0.3 3.1 95.1 

Melbourne (LGA): 
Mothers 20.7 5.8 5.6 67.9 
Fathers 2.3 0.6 6.2 90.9 • 

South Sydney: 
Mothers 14.9 3.6 18.6 62.9 
Fathers 4.2 2.3 21.4 72.1 

Source: AIFS: Australian Living Standards Study 1991-92 • 

• 
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Table C.32: Mothers' and fathers' marital status: ALSS 9 urban study areas 

Never In first Remarried Separated, Divorced Widowed 
married marriage not divorced 

% % % % % % 

Berwick: 
mothers 2.6 79.3 8.0 3.5 5.6 0.9 
fathers 2.6 87.4 8.8 0.3 1.0 0.0 

Werribee: 
mothers 3.6 80.8 7.0 4.0 3.6 0.9 
fathers 3.0 88.0 7.6 0,7 0.5 0.2 

Campbelltown: 
>.:! 

mothers 7.0 68.9 10.3 4.3 8.3 1.2 ~ 
fathers 4.6 79.5 10.7 2.0 2.6 0.6 ~ 

Penrith: ~ 

~ mothers 6.2 76.6 8.0 3.1 5.7 0.5 ~ 
1'\ fathers 2.5 81.4 11.0 0.6 3.7 0.8 I::l 1'\ 

~ ElizabethlMunno Para: ~ 
~ 

~ mothers 10.5 57.2 12.7 6.2 12.4 10.0 ~ ~ fathers 5.0 75.8 14.9 0,6 3.1 0.6 Q it ..., 
~. Box Hill: ~ a:: mothers 2.9 79.1 6.9 2.8 7.1 1.2 ;:z:: .. 
~ fathers 1.9 1.1 0.2 

r:: 
85.3 9.0 2.4 ~ Q 

Ryde: - :t 

~ mothers 3.1 82.2 4.2 2.5 7.2 0.8 ~ 
~ ~ 
s· fathers 1.5 88.4 6.4 0.3 3.4 0.0 fi' 

Melbourne (LGA): ~ 
<: Q s· mothers 10.7 63.3 5.3 7.1 11.9 1.7 :t .. $:\, 

c:: fathers 3.6 81.4 9.4 1.9 2.9 . 0.7 I ~ South Sydney: Q 
::0 

mothers 16.9 56.2 5.6 7.2 11.7 2.4 
~ 
~ fathers 17.7 59.5 12.1 3.3 6.5 0.9 .... 
a ~ 

Source: AIFS 1994 
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Table C.33: Mothers and fathers who had a previous marriage - median year of end of last 
marriage (separation or widowhood): ALSS 9 urban study areas 

Mothers Fathers 
median median 

year (N) year (N) 

Berwick 1983 76 1981 38 
Werribee 1986 71 1980 38 
Campbelltown 1985 94 1982 54 
Penrith 1984 66 1981 55 
Elizabeth/Munno Para 1984 134 1982 62 
Box Hill 1983 89 1981 55 
Ryde 1984 53 1982 33 
Melbourne (LGA) 1984 106 1983 46 
South Sydney 1984 65 1985 46 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.34: Household incomes relative to the poverty line: ALSS 9 urban study areas 

Below 120% 120-199% 200% + Total 
poverty line poverty line poverty line households 

% % % (N) 

Berwick 25.2 52.4 22.4 420 
Werribee 24.9 56.2 18.9 450 
Campbelltown 32.0 46.8 21.2 391 
Penrith 21.7 53.5 24.8 383 
Eliz/Munno Para 44.9 43.9 11.2 412 
Box Hill 14.5 46.4 39.1 496 
Ryde 14.1 41.1 44.8 348 
Melbourne (LGA) 31.3 30.1 38.6 409 
South Sydney 19.7 33.1 47.2 254 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.35: Employment status of couples with children: ALSS 9 urban study areas 

Both parents One parent Neither parent Total 
in paid work in paid work in paid work 

% % % (N) 

Berwick 58 35 6 387 
Werribee 55 40 6 432 
Campbelltown 50 42 8 339 
Penrith 60 37 4 344 
Elizabeth/Munno Para 45 38 17 317 
Box Hill 60 34 5 458 
Ryde 64 32 4 321 
Melbourne (LGA) 55 31 13 299 
South Sydney 67 28 5 201 

Source: AIFS: Australian Living Standards Study 1991-92 
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Table C.36: Employment status of couples with dependent children in 9 urban study areas: 1991 
Census 

Both parents One parent Neither parent 
in paid work in paid work in paid work 

% % % 

Berwick 54.1 36.2 9.7 
Werribee 51.5 39.5 9.0 
Campbelltown 48.1 36.6 15.4 
Penrith 53.9 38.1 8.1 
Elizabeth/Munno Para 38.3 39.6 22.1 
Box Hill 57.8 33.4 8.8 
Ryde 59.5 32.5 8.0 
Melbourne (LGA) 41.2 29.6 29.2 
South Sydney 46.9 31.7 21.4 

Source: ABS 1991 

Table Col7: Employment status of single parents: ALSS 9 urban study areas 

Single parent Total single parents 
in paid work 

% (N) 

Berwick 45 40 
Werribee 57 44 
Campbelltown 43 70 
Penrith 44 54 
Elizabeth/Munno Para 27 108 
Box Hill 68 62 
Ryde 76 46 
Melbourne (LGA) 53 118 
South Sydney 66 61 

Source: AlPS: Australian Living Standards Study 1991-92 

Table ColS: Employment status of single parents with dependent children: 1991 Census 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elzabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Source: ABS 1991 

Single parent 
in paid work 

% 

41.6 
43.2 
28.6 
39.3 
23.4 
58.5 
56.2 
33.5 
32.5 

Total single parents 

(N) 

2283 
2544 
9023 
6275 
4285 
1361 
2299 
2250 
2467 

Total 

(N) 

17885 
18440 
35042 
37402 
12192 

7747 
15554 

4785 
4162 
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Table C.39: Occupations of employed males in 9 urban study areas, 3 capital cities and throughout Australia: 1991 Census 

Managers/ Professionals Para Tradespersons Clerks Sales & Plant & machine Labourers Total 
administrators professionals personal service operators/ males 

workers drivers 
% % % % % % % % (N) 

Berwick 13.6 9.3 6.7 27.4 7.0 9.0 12.9 14.1 16087 
Werribee 11.6 9.3 9.2 26.4 8.2 6.5 15.7 13.0 17812 >:I 
Campbelltown 11.4 9.0 8.0 26.2 8.5 8.8 13.8 14.3 29226 ~ 

Penrith 11.5 8.4 8.0 26.2 8.1 8.8 14.2 14.8 35548 §. 

ElizabethlMunno Para 9.5 5.3 7.6 26.7 6.9 7.8 16.2 20.1 11492 ~ 

~ Box Hill 15.4 23.8 7.2 19.1 7.8 11.0 5.8 9.8 10151 ~ 
" Ryde 15.1 20.2 7.8 19.3 8.4 10.2 7.4 11.5 22650 t::I 
" -a ~ Melbourne (LGA) . 18.3 29.8 6.2 10.3 7.3 10.9 5.2 12.0 13263 i ~ South Sydney 14.0 23.0 6.3 13.2 9.4 13.4 6.1 14.6 19005 
tI:l 1\ 

~ ~ .., 
~ ;:;. 

Metropolitan Melbourne 14.7 15.5 6.7 22.4 7.4 10.0 10.4 13.0 692535 
~ Metropolitan Sydney 15.0 15.2 6.8 21.9 7.7 10.2 9.9 13.2 827951 ;; 
l /';. Metropolitan Adelaide 13.0 14.3 7.8 23.1 7.6 10.8 10.3 13.1 229200 ~ 
~ ~ .... 
~ 

c" 
Australia 16.4 13.1 6.9 22.4 6.4 9.5 11.2 14.2 3802567 S ~ ~. 

s· ~ 
~ Q 

s· Source: ASS 1991 l .. :;: ~ g. ~ :J 

~ .... ~ ~. e \ 

• • • • • • • • • • 
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Table C.40: Occupations of employed females in 9 urban study areas, 3 capital cities and throughout Australia: 1991 Census 

Managers/ Professionals Para Tradesperson Clerks Sales & Plant & machine Labourers Total 
administrators professionals personal service operators/ female 

workers drivers 
% % % % % % % % (N) 

Berwick 5.1 8.9 6.6 3.9 33.6 21.5 5.0 15.5 12041 
Werribee 5.0 9.0 7.1 2.9 38.3 22.2 3.4 12.0 12423 ::.::, 
Campbelltown 4.7 9.9 7.5 2.9 38.0 21.8 3.5 11.8 21226 ~ 

Penrith 5.4 9.3 7.1 3.2 37.8 22.3 3.1 11.8 25188 ~ 
ElizabethlMunno Para 5.3 5.8 5.6 4.4 24.9 24.8 7.6 21.6 7789 S' 

~ Box Hill 6.5 21.3 10.9 3.6 29.0 19.3 2.0 7.5 8836 r ,., 
Ryde 6.9 17.9 9.2 2.8 34.0 18.0 . 1.9 9.3 18374 t::I ,., 

'" 1 ~ Melbourne (LGA) 9.1 27.9 10.5 2.9 19.8 20.2 2.0 7.6 11190 .... 
c:. South Sydney 9.3 22.5 9.8 3.6 24.4 19.9 2.0 8.4 14181 
~ 
Il a 
'" ;:;. 

Metropolitan Melbourne 6.4 15.4 8.0 3.6 30.3 21.1 4.0 11.2 539190 ~ 
~ Metropolitan Sydney 7.2 15.5 7.5 3.2 33.6 20.1 2.7 10.1 635015 ::x: 
'" I:: 

~ Metropolitan Adelaide 5.7 13.7 8.6 3.9 28.8 23.0 2.9 13.4 181576 ~ Il - II 

~ f.Il 

~ Australia 8.5 14.0 7.8 3.8 29.3 22.0 2.7 12.0 2822724 S 
s· ~. 

~ 
<: 1:1 s· Source: ASS 1991 l 
'" 
c::::: 1:1: 
~ ~ 1:1 
II :r-
~ 
~ "" a :::I 



Table C.41: Industry of employed males in 9 urban study areas, 3 capital cities and throughout Australia: 1991 Census 

Agriculture Mining Manu- Electricity Const- Wholesale Transport Comm- Finance Public Community Rec- Total 
facturing ruction /retail unication admin services reation males 

% % % % % % % % % 0/0 0/0 % (N) 

Berwick 0.8 0.3 30.0 1.7 10.8 24.2 6.0 2.9 9.3 3.0 7.3 3.7 16237 
Werribee 2.2 0.3 23.6 2.5 8.2 18.1 8.9 2.3 7.9 15.7 7.2 3.1 17933 
Campbelltown 0.5 0.5 25.2 2.3 10.0 20.0 9.3 2.7 10.1 6.3 9.3 3.7 29349 "=' 
Penrith 1.0 0.6 22.8 2.2 12.2 21.2 7.6 3.0 10.2 6.2 9.0 3.9 35699 ~ 

Elizabeth/Munno Para 3.3 0.4 34.2 1.9 8.2 18.5 6.1 1.6 5.0 8.5 8.9 3.3 11406 ~ 
Box Hill 0.4 0.2 17.1 1.4 7.9 20.0 4.6 3.0 17.4 6.7 15.2 6.1 10166 S' 

).. Ayde 0.4 0.2 15.0 1.9 9.0 22.2 5.7 2.5 18.0 5.7 12.8 6.7 22621 it 
" Melbourne (LGA) 0.9 0.4 16.2 0.7 2.8 14.7 6.3 2.9 17.7 6.5 19.2 11.8 12743 t::l 
" ~ ~ South Sydney 0.5 0.1 10.8 1.1 4.9 15.1 7.5 2.2 17.3 7.9 15.7 17.0 18863 

~ S 
tI;) Metropolitan Melbourne 0.9 0.3 23.3 1.7 8.6 21.0 6.7 2.7 12.6 5.7 11.1 5.5 690624 III 

t> ~ 
'" Metropolitan Sydney 0.7 0.4 18.2 2.0 9.9 20.4 7.7 2.5 15.0 5.9 10.7 6.5 825041 ~ ~. 

~ Metropolitan Adelaide '1.0 0.6 22.0 1.9 8.6 20.9 5.9 2.2 10.8 6.5 13.7 5.8 225179 ::x: 
~ 

t:: 

". Australia 5.9 2.0 17.7 2.1 9.6 19.4 6.7 2.2 10.5 6.7 11.2 5.8 3785854 e 
t> ~ -
~ S ~ 

Source: ABS 1991 fi' 
S· ~ 
<: Cl 

S· l 
III 

~ c:::: 
~ Cl 
t> ~ 
~ 

).. 
~ 

~ ~ 
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Table C.42: Industry of employed females in 9 urban study areas, 3 capital cities and throughout Australia: 1991 Census 

Agriculture Mining Manu- Electricity Const- Wholesale Transport Comm- Finance Public Community Rec-
\ 

Total 
facturing ruction Iretail unication admin services reation females 

% % % % % 0/0 % % % % % 0/0 (N) 

Berwick 0.7 0.0 19.4 0.6 3.0 27.1 1.7 1.8 13.9 4.3 21.1 6.5 12064 
Werribee 1.3 0.1 12.2 0.6 2.2 22.9 3.4 1.8 15.9 10.1 22.9 6.6 12309 :1;1 

Campbelitown 0.7 0.1 13.5 0.7 2.2 21.9 2.8 1.5 17.8 5.9 25.6 7.1 20878 
{; 

Penrith 1.0 0.1 12.4 0.5 2.7 23.7 2.3 1.7 16.9 5.9 24.2 8.6 25250 ~ 
Ellzabeth/Munno Para 2.6 0.1 . 20.1 0.4 1.9 23.2 1.3 1.2 9.0 5.4 26.7 8.2 7693 

S-
S. 

).. Box Hili 0.1 0.2 8.5 0.4 1.9 19.1 1.9 1.9 17.0 4.9 37.4 6.7 8820 ... 
... Ryde 0.2 0.2 9.0 0.4 2.1 22.0 2.5 1.5 19.9 3.9 30.5 7.8 18397 b ... {; ~ Melbourne (LGA) 0.6 0.2 8.3 0.4 0.7 14.9 2.9 1.5 15.0 5.6 37.2 12.7 11044 '" ~ 

S- South Sydney 0.4 0.0 8.2 0.3 0.8 14.6 4.2 1.2 18.1 6.2 29.4 16.5 13968 i 
~ a ~ 

'" Metropolitan Melbourne 0.7 0.1 13.8 0.4 1.9 21.9 2.4 1.5 15.3 5.2 29.0 9.8 535050 ~ ;;:;. 

~ Metropolitan Sydney 0.6 0.1 10.9 0.4 2.0 21.4 3.4 1.4 18.6 4.5 27.6 8.9 630104 ~ t Metropolitan Adelaide 0.8 0.2 10.1 0.3 1.8 20.9 1.8 1.0 14.1 4.8 34.7 9.5 179261 
~ ".. 

~ ::z - Australia 3.4 0.4 9.4 0.4 2.1 21.6 2.5 1.2 13.9 5.3 29.9 9.8 2795497 
~ 

Vl ... 
~ ~ ;. 
s· ~ 
<: Source: ASS 1991 ~ 

S· l ... 
~ <:::: 

t !}: 
::z 
).. .... 
~ ;c! 



Table C.43: Of all journeys to work made, modes of transport used in 9 urban study areas and throughout Australia, males: 1991 Census 

Public transport Taxi Car/Motorbike Bicycle Walked only Other Work at home Total 
males 

% % % % % % % (N) 

Berwick 7.4 0.4 86.7 0.6 1.2 2.0 1.7 16176 ~ 

Werribee 8.6 0.2 82.5 1.3 3.9 1.6 1.8 17383 
{l 
§. 

Campbelltown 22.4 0.4 70.9 0.8 1.9 2.6 1.0 30105 IS' 
Penrith 18.1 0.4 73.6 1.0 2.2 3.0 1.8 36486 :r. :z,.. ElizabethlMunno Para 7.4 0.2 82.9 2.3 2.9 1.9 2.3 11141 t\ ... t;, ... 
Box Hill 20.8 0.4 70.8 1.4 2.5 1.1 3.1 10370 ~ {l 

'" Melbourne (LGA) 22.4 0.9 51.1 3.6 16.7 1.4 3.8 10773 ~ 

~ i b:I South Sydney 34.3 3.3 34.9 1.8 21.2 1.0 3.6 17021 
c:. ;t 
'" ... 

~ ... 
Australia 5.2 ~ 10.3 0.4 75.1 2.1 2.1 4.8 3609418 

~ l 
~. e ~ - :I 

~ Source: ASS 1991 Cl) 

~ S 
s· ~. 

~ 
<: 1:1 s· t 
'" c::: :;: 
~ ~ ~ 
:I 
:z,.. 
~ "'" a ~ 
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Table C.44: Of all journeys to work made, modes of transport used in 9 urban study areas and throughout Australia, females: 1991 Census 

Public transport Taxi Car/Motorbike Bicycle Walked only Other Work at home Total 
females 

% % % % % % % (N) 

Berwick 10.3 0.4 80.9 0.0 2.1 0.3 6.0 11041 ::0:;, 

Werribee 14.5 0.3 76.6 4.5 3.1 0.4 4.7 11435 ~ 

Campbelltown 27.7 0.4 64.6 0.1 2.6 0.3 4.1 20195 ~ 
~ 

Penrith 23.9 0.5 66.8 0.1 3.1 0.4 5.3 23815 
~ 

~ ElizabethlMunno Para 13.3 0.5 76.6 0.2 3.9 0.3 5.2 7022 " " Box Hill 8239 t:I " 22.7 0.4 66.3 0.3 4.4 0.4 5.5 
~ ~ 

Ryde 26.1 0.6 62.7 0.1 5.7 0.3 4.4 17108 1::0 

~ i 
t:J:j Melbourne (LGA) 27.7 1.0 44.7 2.1 19.5 0.8 4.1 9034 

" :3 1::0 South Sydney 39.2 3.0 30.2 0.8 22.3 0.4 4.0 12477 .... 
'" r;' ~ 
~ Australia 14.4 0.5 70.0 0.7 5.9 0.5 0.1 2507988 :x: 
~ t::: 

~. ~ 1::0 :3 -
~ 

{I'j 

Source: ASS 1991 " ~ ~ 
~. 

s· ~ 
~ 1::0 
s· l 
" c::: tz:: 
~ & 1::0 
:3 
).. 
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Table C.45: Structure of housing in 9 urban study areas, 3 capital cities and throughout Australia: 1991 Census 

Separate Semi- Flat 1,2 Flat 4 + Caravan Other Total 
house detached or 3 storeys storeys dwellings 

% % % % % % (N) 

Berwick 93.3 3.1 2.9 0.0 0.6 0.1 21939 
Werribee 89.9 3.6 4.8 0.0 0.9 0.8 23224 >::I 

Campbelltown 80.0 17.3 2.4 0.1 0.1 0.1 41351 
~ 
~ 

Penrith 88.8 3.4 6.1 0.8 0.6 0.3 47779 S' 
ElizabethlMunno Para 66.8 28.5 3.7 0.0 0.9 0.1 21684 ~ ).. 
Box Hill 74.3 16.5 8.6 0.4 0.0 0.2 18597 '" 0 '" ~ Ryde 61.8 9.5 16.2 11.3 0.6 0.5 35495 -a 
Melbourne (LGA) 14.5 33.2 26.6 24.5 0.0 1.2 23102 

I:> 
S" i b;j South Sydney 4.5 36.2 20,2 37.6 0.0 1.6 36129 l\ 
Q ~ ..., 
;:;. 

~ 
~ Metropolitan Melbourne 76.7 9.7 11.2 1.4 0.3 0.6 1133809 ::x:: 
~ Metropolitan Sydney 67.2 9.0 15.4 9.0 0.3 0.4 1300827 I:: 
fi' ~ I:> Metropolitan Adelaide 74.6 15.4 9.0 0.3 0.4 0.3 400955 - ::. 
~ ~ 
~ Australia 77.2 8.0 9.9 2.3 1.7 0.8 6397977 ~ 
s· ;:;. 

"' .. 
:<: I:> s· ::. 
'" Source: ASS 1991 ~ 

c::: :z:' 
~ ~. I:> 
::. 
).. 
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Table C.46: Proportion of dwellings with 4 or more bedrooms in 9 urban 
study areas and throughout Australia: 1991 Census 

Berwick 
Werribee 
Campbelltown 
Penrith 
Elzabeth/Munno Para 
Box Hill 
Ryde 
Melbourne (LGA) 
South Sydney 

Australia 

Source: ABS 1991 

25.1 
16.6 
21.0 
21.7 
10.5 
15.3 
15.1 
7.8 
7.3 

19.7 

Table C.47: Tenure of housing in 9 urban study areas and throughout Australia: 1991 Census 

Owners Purchasers Renters - Renters - Total 
government other dwellings 

% % % % (N) 

Berwick 28.8 55.6 5.6 10.0 20025 
Werribee 29.9 49.4 7.1 13.7 20754 
Cam pbelltown 23.5 46.1 19.6 10.7 38267 
Penrith 31.3 47.3 6.4 15.0 43576 
Elizabeth/Munno Para 23.3 32.9 38.7 5.1 20140 
Box Hill 47.3 27.2 3.1 22.4 16409 
Ryde 43.1 25.0 5.5 26.5 31566 
Melbourne (LGA) 22.8 13.0 22.6 41.6 19227 
South Sydney 20.8 15.2 21.7 42.4 28508 

Metropolitan Melbourne 42.5 32.4 4.6 20.5 981,589 
Metropolitan Sydney 41.6 28.4 7.6 22.4 1,133,554 
Metropolitan Adelaide 40.5 31.0 12.3 16.2 362,799 

Australia 42.9 28.8 7.6 20.7 5411640 

Source: ASS 1991 
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Table C.48: Housing tenure by family type: ALSS 9 urban study areas and 1991 Census 

One parent family with dependent children Two parent family with dependent children 
Owner Buyer Government Other TOTAL Owner Buyer Goverment Other TOTAL 

renter renter renter renter 
% % % % % % % % % % 

Berwick: 
Census 1.8 5.1 2.8 2.3 12.0 18.2 59.8 3.1 6.8 88.0 
ALSS 1.2 3.1 1.9 2.4 8.6 16.7 67.4 ·1.7 5.7 91.4 

Werribee: 
Census 1.6 4.9 2.3 3.3 12.1 22.1 50.9 6.7 8.2 87.9 
ALSS 1.3 5.8 0.4 1.5 9.0 20.6 60.0 2.2 8.2 91.0 

Campbelltown: 
Census 1.7 4.6 12.2 2.2 20.7 13.9 47.8 12.1 5.5 79.3 ::.;, 
ALSS 0.7 6.0 8.5 1.0 16.2 13.4 57.7 8.2 4.5 83.8 ~ 

Penrith: §. 
Census 2.7 5.1 3.8 3.6 15.2 20.0 53.6 2.9 8 .. 3 84.8 ~ 

~ ALSS 1.8 4.1 3.9 2.1 11.9 16.1 65.8 1.6 4.7 88.1 ~ 
" '" ElizabethlMunno Para: ~ '" e Census 1.5 5.4 18.2 1.7 26.8 10.3 39.2 20.1 3.6 73.2 ~ 
1:1 s ALSS 1.2 5.8 16.8 1.0 24.7 6.5 48.0 19.9 1.0 75.3 ~ b;j 
" ~ Box Hill: ~ ... ;:;. 

Census 4.3 4.5 2.1 5.9 16.8 26.9 40.5 1.9 13.9. 83.2 ~ E: 
l ALSS 2.8 4.3 0.4 3.9 11.4 24.3 53.8 1.2 9.3 88.6 ~ ". Ryde: ~ 1:1 - Census 3.9 3.1 2.5 5.1 14.6 29.5 35.3 3.2 17.4 85.4 ~ 

~ ALSS 3.4 2.2 3.4 12.1 24.2 47.8 0.6 15.4 87.9 
~ 

3.1 " ~ ~ 
s· Melbourne (LGA): ;:;. 

~ 
<: Census 3.7 2.6 18.2 9.2 33.7 14.6 13.8 24.1 13.8 66.3 

1:1 s· ALSS 2.0 9.0 10.2 7.0 28.2 15.2 27.4 15.2 14.0 71.8 ~ 

" ~ 

~ South Sydney: ~ ~ 
1:1 Census 4.0 3.5 23.7 8.3 39.5 17.2 17.1 11.5 14.7 60.5 

~ ~ 

~ ALSS 4.0 7.9 5.9 5.5 23.3 19.4 41.9 1.6 13.8 76.7 
~ ..... 
a ~ 

Source: AIFS 1994; ASS 1991 
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Table C.49: Place of last residence: Berwick parents 

Same suburb 
Berwick LGA 
Surrounding LGAs 
Nearby eastern LGAs 
Rest of Metropolitan Melbourne 
Elsewhere in Victoria 
Interstate 
Overseas 

Total (N) 

Fathers 
0/0 

8.3 
11.1 
28.0 
28.8 
16.3 

3.0 
2.2 
2.2 

361 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.SO: Place of last residence: Werribee parents 

Same suburb 
Werribee LGA 
Inner West LGAs 
North and west LGAs 
Rest of Metropolitan Melbourne 
Elsewhere in Victoria 
Interstate 
Overseas 

Total (N) 

Fathers 
0/0 

29.0 
6.5 

36.0 
6.3 

12.1 
3.0 
4.4 
2.6 

428 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.Sl: Place of last residence: Campbelltown parents 

Same Suburb 
Cam pbelltown LGA 
Adjacent LGAs 
Other south/west LGAs 
Rest of Metropolitan Sydney 
Elsewhere in NSW 
Interstate 
Overseas 

Total (N) 

Fathers 
0/0 

12.7 
19.7 
15.0 
26.0 
20.8 
1.7 
2.3 
1.7 

346 

Source: AIFS: Australian Living Standards Study 1991·92 

Mothers 
0/0 

9.7 
9.2 

28.5 
28.0 
16.9 

2.7 
2.0 
3.0 

403 

Mothers 
0/0 

28.5 
7.1 

34.1 
6.0 

14.2 
3.6 
4.3 
2.1 

466 

Mothers 
0/0 

11.6 
22.8 
15.7 
27.6 
17.0 
1.3 
2.5 
1.5 

395 
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Table C.S2: Place of last residence: Penrith parents 

Same suburb 
Penrith LGA 
Adjacent LGAs 
Other west LGAs 
Rest of Metropolitan Sydney 
Elsewhere in NSW 
Interstate 
Overseas 

Total (N) 

Fathers 
% 

13.2 
21.3 
25.0 
18.4 
17.0 

1.4 
1.7 
2.0 

348 

Source: AIFS: Australian Living Standards Study 1991-92 

Mothers 
% 

13.6 
22.0 
25.4 
16.2 
16.8 
1.8 
1.8 
2.4 

382 

Table C.S3: Place of last residence: Elizabeth/Munno Para parents 

Same surburb 
Same LGA 
Other LGA 
Adjacent LGAs 
Rest of Metropolitan Adelaide 
Elsewhere in SA 
Interstate 
Overseas 

Total (N) 

Fathers 
% 

15.0 
15.4 
13.5 
21.6 
17.6 

7.5 
7.2 
2.2 

319 

Source: AIFS: Australian Living Standards Study 1991-92 

Mothers 
% 

16.4 
14.3 
14.5 
23.2 
15.2 

8.0 
6.3 
2.2 

414 

Table C.S4: Place of last residence: Box Hill parents 

Same suburb 
Box Hill LGA 
Surrounding LGAs 
Inner south and east LGAs 
Outer south and east LGAs 
Rest of Metropolitan Melbourne 
Elsewhere in Victoria 
Interstate 
Overseas 

Total (N) 

Fathers 
% 

18.7 
5.7 

22.4 
28.1 
9.2 
4.8 
2.8 
4.1 
4.1 

459 

Source: AIFS: Australian Living Standards Study 1991-92 

Mothers 
% 

17.9 
6.6 

21.5 
27.4 
11.1 

3.6 
3.2 
4.2 
4.6 

503 
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Table C.Ss: Place of last residence: Ryde parents 

Same surburb 
Ryde LGA 
Inner west/ south LGAs 
Adjacent/eastern LGAs 
Rest of Metropolitan Sydney 
Elswhere in NSW 
Interstate 
Overseas 

Total (N) 

Fathers 
% 

19.3 
17.2 
15.8 
26.1 
7.5 
0.9 
3.2 
3.7 

326 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.S6: Place of last residence: Melbourne parents 

Same suburb 
Melbourne LGA 
Surrounding LGAs 
North and west LGAs 
South and east LGAs 
Elsewhere in Victoria 
Interstate 
Overseas 

Total (N) 

Fathers 
% 

25.6 
17.2 
21.4 

9.1 
14.9 

2.9 
2.3 
6.5 

308 

Source: AIFS: Australian Living Standards Study 1991-92 

Table C.S7: Place of last residence: South Sydney parents 

Same surburb 
South Sydney LGA 
Adjacent/nearby LGAs 
Rest of Metropolitan Sydney 
Elsewhere in NSW 
Interstate 
Overseas 

Total (N) 

Fathers 
% 

22.4 
19.2 
28.5 
20.1 
1.4 
5.1 
3.3 

214 

Source: AIFS: Australian Living Standards Study 1991-92 

Mothers 
% 

20.6 
18.7 
15.0 
26.5 
7.8 
2.8 
3.3 
5.3 

359 

Mothers 
% 

22.1 
15.6 
23.3 
8.9 

16.1 
3.7 
2.7 
7.4 

403 

Mothers 
% 

19.0 
19.4 
32.8 
20.2 
1.6 
4.9 
2.0 

247 
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Notes on Tables 

The Australian Living Standards Survey was conducted throughout the urban 
study areas between late 1991 and early 1993. Interviews were conducted in the • 
following urban Local Governement Areas mainly within the following periods: 

Benvick, Box Hill 
Werribee 
Melbourne 

- Odober to December 1991 
- November 1991 to February 1992 
- December 1991 to April 1992 

Elizabeth, Munno Para 
Campbelltown 

- March 1992 to June 1992 
- August 1992 to Odober 1992 

Penrith - September 1992 to November 1992 
Ryde, South Sydney - Odober to December 1992 

Table 1 

Table 3 

Table 4 

Table 7 

Table 8 

Persons counted at home in each area. 

Dependent children are defined by the ABS as children under 15 years 
of age or full time students aged 15-24 years. 

Note that these percentages are approximate because of the small 
percentage of multi-family households - 1 per cent of all family 
households Australia-wide. 

This table is not directly comparable with the ABS tables relating to 
families with dependent children since a proportion of children aged 
15-19 in the ALSS have left school and are not full-time students, for 
instance, are in full-time employment or are unemployed. 

Other includes: Brothers, sisters and other relatives of the parents in 
the family, adopted or foster children, boarders, friends, etc ... 
Excludes children who are parents themselves. (Note: 0.003% cases 
missing because no details of relationship were given.) 

Table 10 Missing N = 15 

Table 11 Missing N = 17 

Table 12 Missing N = 3 

Table 13 Total number of households across 9 urban study areas is 3,70l. 

Table 14 Total number of families in the 9 urban study areas is 3,719. 

Table 17 Missing N = 30 

Table 18 Missing N = 64 for fathers and N = 51 for mothers. 

Table 19 Missing N = 30 

• 

• 

• 

• 

• 

• 

I 

Table 20 Non-English speaking countries excludes Australia, UK, South Africa, • 
NZ, Ireland, USA, and Canada. 

Table 21 South Sydney had 3.1 per cent overseas-born from New Zealand and 
3.0 per cent from Southern Europe. 
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Table 36 The Census tables and ALSS tables relating to parental employment 
are not directly comparable. This is partly because of differences in 
the definition of children' and partly because of differences in the 
definition of paid work'. Unlike the ABS Census, the ALSS defines 
mothers on unpaid maternity leave of more than 4 weeks as being in 
paid employment'. 

Table 39 Excludes persons where occupation not stated' or inadequately 
described'. 

Table 40 Excludes persons where occupation not state' or inadequa tel y 
described'. 

Table 41 Excludes persons where industry not classifiable' or not stated'. 

Table 42 Excludes persons where industry not classifiable' or not stated'. 

Table 43 This refers to journeys made, rather than persons, since question 
allows multiple methods of travel. 

Table 44 This refers to journeys made rather than persons, since question allows 
multiple methods of travel. 

Table 45 All private dwellings, excluding those where structure of dwelling not 
stated'. 

Table 46 Excludes dwellings where number of bedrooms not stated'. 

Table 47 All occupied private dwellings excluding those where tenure 
'other/inadequately described' or 'not stated'. 

Table 48 Note that government rental' includes families in defence force 
accommodation as well as local and state government housing. The 
Study was unable to be completed in South Sydney and families in 
public housing are under-represented 

Table 49 Surrounding LGAs - Dandenong, Knox, Sherbrooke, Pakenham, 
Cranbourne. Nearby eastern LGAs - Chelsea, Moorabbin, Mordialloc, 
Oakleigh, Springvale, Waverley, Frankston. 

Table 50 Inner west LGAs - Altona, Footscray, Sunshine, Williamstown. 
North and west LGAs - Broadmeadows, Bulla, Essendon, Keilor, 
Melton, Preston, Coburg. 

Table 51 Adjacent suburbs - Cambden, Liverpool, Sutherland. 
Other south/west LGAs - Fairfield, Canterbury, Bankstown, Hurstville. 

Table 52 Adjacent suburbs - Blacktown, Fairfield, Liverpool, Blue Mountains. 
Other west LGAs - Bankstown, Canterbury, Holroyd, Parramatta. 

Table 53 Same LGA - refers to whether household located in Elizabeth or 
Munno Para. 
Other LGA - refers to Munno Para if household located in Elizabeth, 
Elizabeth if household located in Munno Para. 
Adjacent LGAs - Salisbury, Tea Tree Gully, Gawler. 

Table 54 Surrounding LGAs - Camberwell, Waverley, Doncaster ITemplestowe, 
Nunawading. 
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Inner south and east LGAs - Brighton, Brunswick, Caulfield, 
Collingwood, Hawthorn, Heidelberg, Fitzroy, Kew, Northcote, Malvern, 
Melbourne, Prahran, Richmond, St Kilda, South Melbourne. 
Outer south and east LGAs - Chelsea, Cranbourne, Croydon, 
Dandenong, Diamond Valley, Eltham, Frankston, Knox, Lilydale, 
Moorabbin, Mordialloc, Oakleigh, Ringwood, Sandringham, Sherbrooke, 
Springvale. 

Table 55 Inner west/south LGAs - Ashfield, Bankstown, Burwood, Canterbury, 
Leichhardt, Marrickville, Randwick, South Sydney, Strathfield. 
Adjacent/eastern LGAs - Drummoyne, Hornsby, Hunters Hill, Ku-rin
gai, Lane Cove, North Sydney, Paramatta, Willoughby, Warringah 

Table 56 Surrounding LGAs - Brunswick, Collingwood, Essendon, Fitzroy, 
Footscray, Prahran, Port Melbourne, Richmond, South Melbourne, St 
Kilda. 
North and west LGAs - Coburg, Preston, Epping, Williamstown, and 
suburbs to the west. 
South and east LGAs - All other suburbs to the south and east. 

Table 57 Adjacent/Nearby LGAs - Leichhardt, Marrickville, Botany, Randwick, 
Sydney, Waverley, Woollhahra 

Sources: Australian Bureau of Statistics (1991), Basic Community Profile. 
1991 Census of Population and Housing, ABS Catalogue No. 2722.0 

Australian Institute of Family Studies, (1991-92) Australian Living 
Standards Study 
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Description of income 
measures 

Helen Brownlee 
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The incomes of every person in the household 15 years of age or over for the 
previous financial year (period income) and at the time of the survey (weekly 
current income) were collected in the study. In a number of households at least 
one person refused to give their income or did not know their income. There are, 
thus, no current income data for a small proportion of households in each area. 
The current income of self-employed people was imputed from their period 
income. It is likely, however, that this overestimated the incomes of some 
self-employed people since there were indications that they were struggling to 
find work because of the onset of the recession. 

Although income was collected at the time of the survey, every effort was made 
to collect 'usual' income rather than income received in that particular week, so 
that, for instance, people who did not work in the survey week and did not 
receive any income did not record their current income as nought. In a small 
number of cases, where the wage and salary income of employed people was 
recorded as nought, current income was imputed from period income. 

In order to calculate 'net' income, tax was imputed to gross income using a tax 
program comprising tax rates, the dependent spouse rebate, the sole parent 
rebate, pensioner and beneficiary rebates and the Medicare levy. Child 
maintenance received was added to household income. 

Individual incomes were aggregated into a household income. A modified version 
of the Henderson equivalence scale was applied to the total household income to 
give a measure of income after needs had been taken into account, thus adopting 
the principal that total household income is pooled and shared. Other people 
living in the household - landlords, employees, nannies, flat-mates, friends and 
boarders aged 20 years and older were excluded from the household for the 
purposes of the equivalent income calculation. While the assumption of pooling 
and sharing of household income may be problematic for households where there 
are other relatives, such households comprise only a very small proportion of 
households in the areas. The vast majority of households in all areas consisted 
only of parents with children aged less than 20 years. 

While the basic concept of the Henderson equivalence scale was accepted, it was 
modified in the following manner. Points were rounded to whole numbers, 
eliminating the decimal points, since it was not felt that there was a need for this 
level of detail. The distinction between children and adults was retained and the 
Henderson age ranges retained. However, children 18 years and older were 
treated as adults and no distinction was made between males and females or 
between adults of different ages. Following Henderson, people who were working 
or who were unemployed received more points than people who were not 
working and were not full-time post-secondary students. Those who were 
working part-time or who were unemployed were given fewer points than those 
who were working full-time, while those who were full-time, post-secondary 
students were given the same pOints as part-time workers. 
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Although there are questions as to whether the incomes of self-employed people 
are artificially lower than those on wages and salaries, it was decided not to 
exclude self-employed people from the analysis. The question of the relationship 
of indicators of living standards to income for self-employed people will be 
examined when further data becomes available. 

For more information about equivalence scales see Whiteford 1985. 

Access to Basic Medical Care in Nine Urban Areas 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of HUmlJn Services and HeaUh 193 

References 

Amato, P.R. and Bradshaw, R. (1985), 'An exploratory study of people's reasons 
for delaying or avoiding helpseeking', Australian Psychologist, Vol.20, pp.21-31. 

Anderson, R. (1968), A behavioral model of families use of health services, Chicago: 
Center for Health Administration Studies, University of Chicago. 

Antonovsky, A. (1979), Health, stress and coping: New perspectives on mental and 
physical well-being. San Francisco: Jossey-Bass. 

Antonovsky, A. (1987), 'Health promoting factors at work: the sense of coherence', 
in R. Kalimo, M.A. EI-Batawi and CL. Cooper (eds), Psychosocial factors at work 
and their relation to health. Geneva: WHO. 

Australian Bureau of Statistics (1995), Estimated resident population by marital status, 
age and sex, Catalogue No. 3220.0 

Australian Bureau of Statistics (1994), Information paper: 1991 Census: Socio-economic 
indexes for areas. Catalogue No. 2912.0 

Australian Institute of Health and Welfare (1992), Australia's health 1992: the third 
biennial report of the Australian Institute of Health and Welfare. Canberra: AGPS. 

Australian Institute of Health and Welfare (1994), Australia's health 1994: the fourth 
biennial report of the Australian Institute of Health and Welfare. Canberra: AGPS. 

Beange, H. and Bauman, A. (1990), 'Caring for the developmentally disabled in 
the community', Australian Family Physician, Vo1.19, pp.1555, 1558, 1560, 1562-1563. 

Beck, A.T. (1967), Depression: Clinical, experimental and theoretical aspects. New 
York: Harper & Row. 

Becker, l.A. (1992), 'Issues in the adoption of a family approach by practicing 
family physicians', in R.J. Sawa, (ed), Family health care'. Newbury Park, Calif.: 
Sage. 

Bennett, D.L. (1988), 'Understanding the adolescent patient', Australian family 
physician, Vo1.15, pp.345-346. 

Betts, G. (1993), Local government and inequalities in health, Hampshire: Avebury. 

Blaxter, M. (1990), Health and lifestyles, London: Routledge. 

Brickman, P., Coates, D., and Janoff-Bulman, R. (1978), Lottery winners and 
accident victims: Is happiness relative? Journal of Personality and Social Psychology, 
Vol.36, pp.917-927. 

Burrows, G.D. (1989), 'Stress, marital separation and divorce'. Australian family 
physician, Vol.18, pp.1351-1360. 

Bush, P.J., and Iannotti (1988), 'Pathways to health behavior', in D.S. Gochman 
(ed.), Health behavior: Emerging research perspectives. New York: Plenum Press. 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of Human Services and Health 194 • 

Chesterfield-Evans, A. (1988), 'Towards a new model in adolescent health 
promotion', in D. Bennett and M. Williams (eds) New Universals: Adolescent health 
in a time of change. Brolga Press for the Australian Association for Adolescent 
Health, Curtin, ACT. 

Chung, LM. (1986), 'Managing marital stress', Australian Family Physician, Vo1.15, • 
pp.985-986, 988, 990. 

Co hen, S., and Wills, T.A. (1985), 'Stress, social support and the buffering 
hypothesis', Psychological Bulletin, Vo1.98, pp.31 0-357. 

Commission of Inquiry into Poverty (1975), (First Main Report, Professor RF. 
Henderson, Chairman), Poverty in Australia, Canberra: AGPS. • 

Coulton, c., and Frost, A.F. (1982), 'Use of social and health services by the 
elderly', Journal of Health and Social Behavior, Vo1.23, pp.330-339. 

Cullen, K. (1989), 'Alcohol consumption and subsequent mortality', Australian 
Family Physician, Vol.18, pp.47-50. • 
Curtice, L. (1993), 'Strategies and values: research and the WHO Healthy Cities 
project in Europe', in J.K. Davies and M.P. Kelly (eds), Health Cities: research and 
practice. London: Routledge. 

Darby, D.N., Glaser, S., and Wilkinson, LF. (1981), Health care and life-style: A study 
of self-medication in Australia. Kensington, NSW: New South Wales University • 
Press. 

Davies, P. (1991), 'Health promotion in general practice'. Australian family 
physician, Vo1.20, pp.28-29. 

Davies, J.K., and Kelly, M.P. (1993), 'Healthy Cities: research and practice', in J.K. 
Davies and M.P. Kelly (eds), Healthy Cities: research and practice'. London: • 
Routledge. 

Deacon, A., and Bradshaw, J. (1983), Reserved for the poor: the means test in British 
social policy. Oxford: B. Blackwell and M. Robertson. 

Deeble, J. (1991), Medical services through Medicare, National Health Strategy • 
(Australia), Background Paper No.2, Melbourne. 

Department of Social Security (1994), Statistical overview of DSS Clients, June 1994, 
Canberra ACT. 

Diener, E. (1984), Subjective well-being. Psychological Bulletin, Vol.95. pp.542-575. 

Douglas, RM. (1994), 'Quality from a public health perspective'. An address given 
in Canberra to the Work-in-Progress conference of the General Practice Evaluation 
Programme, 5 May, 1994. 

Douglas, RM., and Saltman, D.C. (1991), Whither Australian general practice, 
NCEPH Discussion Paper No.1, AND, Canberra. 

• 

Emmons, RA., and Diener, E. (1985), Factors predicting satisfaction judgments: A • 
comparative examination. Social Indicators Research, Vol.16, pp.157-167. 

Fagin, L. (1981), Unemployment and health in families. London: DHSS. 

• 
Access to Basic Medical Care in Nine Urban Areas 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of Human Services and Health 195 

Glover, J., and Woollacott, T. (1992), A social health atlas of Australia. Volumes 1 
and 2. South Australian Health Commission, Adelaide. Series: Australian Bureau 
of Statistics Catalogue No.4385.0 

Graham, H. (1984), Women, health and the family. Brighton, Sussex: Wheatsheaf 
Books, distributed by Harvester Press. 

Hancock, T. (1993), 'The Healthy City from concept to application: implications for 
research', in J.K. Davies and M.P. Kelly (eds), Healthy Cities: research and practice'. 
London: Routledge. 

Harris, E., Harris, M., and Fisher, R. (1994), 'Unemployment and health: a guide 
for general practitioners'. Department of General -Practice, Fairfield Hospital, 
Sydney. April. 

Harris, M. and Webster, I. (1988), 'Unemployment and primary care', New Doctor, 
No.47, pp. 23-25. 

Harvey, R. (1991), Making it better: Strategies for improving the effectiveness and 
quality of health services in australia. National Health Strategy (Australia), 
Background Paper No.8, Melbourne. 

Headey, B., Kelley, J., and Wearing, A. (1993), 'Dimensions of mental health: Life 
satisfaction, positive affect, anxiety and depression", Social Indicators Research, 
Vo1.29, pp.63-82. 

Headey, B. and Wearing, A. (1988), 'The sense of relative superiority - central to 
well-being. Social Indicators Research, Vol.20, pp.497-516. 

Headey, B. and Wearing, A. (1992), Understanding happiness: a theory of subjective 
well-being. Melbourne: Longman, Cheshire. 

Ingram, J.G., and Miller, P. McC. (1986), 'Self-referral to primary care" symptoms 
and social factors', Journal of Psychosomatic Research, Vol.30, pp.49-56. 

Jeffs, D.A., Gray, T., Wenzel, W.A. (1991), 'Involving general practitioners in 
public health initiatives: an increasing role', Australian family physician, Vo1.20, 
pp.34-35. 

Jolly, D.L. (1990), The impact of adversity on child health - poverty and disadvantage. 
North Melbourne: Australian College of Paediatrics. 

Kerr, c., and Taylor, R. (1993), 'Grim prospects for the unemployed', New Doctor, 
Summer, pp.338-339. 

Kirscht, J.P. (1988), 'The health belief model and predictions of health actions, in 
D.S. Gochman (ed.), Health behavior: Emerging research perspectives, (pp.27-41). New 
York: Plenum Press. 

Kobasa, S.c. (1982), 'The hardy personality: toward a social psychology of stress 
and health'. In G.S. Sanders and J. Suls (Eds), Social psychology of health and 
illness. Hillsdale, NJ.: Erlbaum. 

Lazarus, R.S. (1984), The costs and benefits of denial. In B.S. Dohrenwend and 
B.P. Dohrenwend (Eds), Series on Psychological Epidemiology: Vol. 2. Stressful life 
events and their contexts. New Jersey: Rutgus University Press. 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of Humtln Services and Health 196 

La za rus, RS., and Folkman, S. (1984), Stress, appraisal, and coping. New York: 
Springer. 

Levine, 5., and Sorenson, J.R (1984), 'Social and cultural factors in health 
promotion', in J.D. Matarazzo, S.M. Weiss, J.A Herd, N.E. Miller, and S.M. Weiss 

• 

(eds), Behavioral health: a handbook of health enhancement and disease prevention. New • 
York: Wiley. 

MacAdam, D.B. (1988), 'Palliative medicine: future directions', Australian family 
physician, Vol.17, pp.991-992,995. 

McCallum, J., Lonergan, J., and Raymond, C (1993), The NCEPH Record Linkage 
Pilot Study: A preliminary examination of individual. Health Commission records with • 
linked data sets. Record Linkage Pilot Study Working Paper Number 1. ANU, 
Canberra: NCEPH. 

McClelland, A (1991), In fair health? Equity and the health system. Melbourne, 
National Health Strategy, Background Paper, Melbourne. 

McDonald, P. and Brownlee, H. (1993), In search of poverty and affluence: an 
investigation of families living in two Melbourne municipalities. AIFS Working Paper 
No.10, Australian Institute of Family Studies, Melbourne. 

McKissock, M.A and McKissock, D.R (1991), 'Bereavement: a natural disaster: 
responses and adaptations'. Medical journal of Australia, Vol.156, pp.677-681. 

McMichael, AJ. (1986), 'The Better Health Commission' in Proceedings of Annual 
Conference ANZSERCH/APHA Inc: Progress on health for all Australia, New Zealand, 
the Region, the World, pp.116-132. 

McWhinney, I.R, and Patterson, J.M. (1992), 'Family theory in family medicine', in 
RJ. Sawa (ed), Family health care'. Newbury Park, Calli.: Sage. 

Mant, A (1989), 'Changing patterns of health: Health, environment and life-style', 
in G.M. Lupton and J.M. Najman (eds), Sociology of health and illness: Australian 
readings. Melbourne: MacMillan. 

• 

• 

• 
Maxwell, G.M., Flett, RA, and Colhoun, H.C (1989), 'Well-being, close 
relationships and psychological health', in RC King and J.K. Collins (Eds), Social 
applications and issues in psychology. New Holland: Elseveir Science Publishers. • 

May, B. (1991), 'Pain', in M. Pitts and K. Phillips (eds), The psychology of health: an 
introduction. London: Routledge. 

Mechanic, D. (1966), Response factors in illness: The study of illness behavior. 
Social Psychiatry, Vol.1, pp.11-20. 

Mechanic, D. (1976), Stress, illness, and illness behavior. Journal of Human Stress, 
VoL2, pp.2-6. 

Michalos, A.C (1985), Multiple discrepancies theory (MDT). Social Indicators 
Research, Vol.16, pp.347-414. 

• 

Michalos, AC (1986), An application of multiple discrepancies theory (MDT) to • 
seniors. Social Indicators Research, VoLl8, pp.349-373. 

Milsum, J.H. (1984), Health, stress, and illness: A systems approach. New York: 
Praeger. 

• 
Access to Basic Medical Care in Nine Urban Areas 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of Human Services and Health 197 

Mitchell, M. (1993), 'Poverty is a health hazard', Address to the Behavioural 
Medicine Conference, ACOSS Paper No.62. Australian Council of Social Service, 
Haymarket, NSW. 

Mudge, P. (1990),' A general practitioner's role n the health care system and a 
framework for evaluation, in D.P. Doessel (ed.), Towards evaluation in General 
Practice. Department of Community Services and Health, Canberra. 

Najman, J.M., Keeping, J.D., Chang, A., Morrison, J. and Western, J.5. (1983), 
'Employment, unemployment and the health of pregnant women', New Doctor, 
Sept-Oct, pp.3-7. 

National Health and Medical·Research Council (1987), Is there a safe level of daily 
consumption of alcohol for men and women?, Canberra: AGPS. 

National Health Strategy (1991), The Australian health jigsaw, Issues Paper No. 3. 
Melbourne. 

National Health Strategy (1992), The future of general practice, Issues Paper No. 3. 
Melbourne. 

National Health Strategy (1992), A study of hospital outpatient and emergency 
department services, Background Paper No. 10. Melbourne. 

National Health Strategy (1992), Enough to make you sick: how income and 
environment affect health. Research paper No.l, Melbourne. 

National Health Strategy (1993), Removing cultural and language barriers to health. 
Melbourne, National Health Strategy, Issues Paper No.6, March. 

Newcomb, M.D. (1990), Social support by many other names: Towards a unified 
conceptualization. Journal of Social and Personal Relationships, Vo1.7, pp.479-494. 

Nihas, V. (1994) Upfront: An access and equity guide for trainers. Canberra: AGPS. 

Nolan, B. (1994), 'General practitioner utilisation in Ireland: The role of socio
economic factors', Social Science and Medicine, VoL38, pp.711-716. 

Office of Multicultural Affairs (1988), Access and Equity Plan: Community Services 
and Health Portfolio: three Year Plan 1987-88 to 1989-90. Access and Equity Plan 
No.2, Department of Prime Minister and Cabinet, Canberra: AGPS. 

Office of Multicultural Affairs (1989), 'News from OMA: Access and Equity: 
where are we now?', Migration Action, Vol.XI, No.l, pp.20-22. 

Orb ell, S., and Sheeran, P. (1993), 'Health psychology and uptake of preventive 
health services: a review of 30 years' research on cervical screening', Psychology 
and Health, VoL8, pp.417-433. 

Pearlin, L.I. (1983), 'Roles strains and personal stress', in D. Kaplan (ed.), 
Psychosocial stress: trends in theory and research. New York: Academic Press. 

Pearlin, L.I., and Schooler, C. (1978), 'The structure of coping'. Journal of Health 
and Social Behavior, Vol.19, pp.2-21. 

Pennebaker, J.W. (1982), The psychology of physical symptoms. New York: Springer. 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of HuftUln Services and HealJh 198 

Pennebaker, J.W., and Watson, D. (1988), Self-reports and physiological measures 
in the workplace. In J.J. Hurrell, Jr., L.R Murphy, S.L. Sauter, and c.L. Cooper 
(Eds), Occupational stress: Issues and developments in research. New York: Taylor & 
Francis. 

• 

Pitts, M. (1991), 'The medical consultation', in M. Pitts and K Phillips (eds), The • 
psychology of health: an introduction. London: Routledge. 

Pless, I.B., and Satterwhite, B. (1973), A measure of family functioning and its 
application. Social Science and Medicine, Vol.7, pp.613-621. 

Powles, J., and Salzberg, M. (1990), 'Work, class or life-style? Explaining 
inequalities in health'. In G.M. Lutpon and J.M. Najman (eds) Sociology of health • 
and illness. Melbourne: McMillan. 

Richardson, J. (1993), 'Bulk-billing of general practitioner services: the evidence, 
Australian Journal of Public Health, Vo1.17, pp. 74-75. 

Robertson, S.I. (1986), 'Adolescent sexuality', Modern Medicine in Australia, Vol.29, • 
pp.42-47. 

Robinson, J.O. and Granfield, A.J. (1986) 'The frequent consulter in primary 
medical care', Journal of Psychosomatic Research, Vol.30, pp.589-600. 

Rosenhan, D.L. and Seligman, M.E.P. (1984), Abnormal psychology. New York: 
Norton. • 

Rosenman, S.J. and McKinnon, J. (1992) 'General practitioner services under 
Medicare', Australian Journal of Public Health, Vol. 16, pp.419-426. 

Rosenstock, I. (1974), 'The health belief model and preventive health behavior', 
Health Education Monographs, Vol.2, pp.354-386. 

Royal Australian College of General Practitioners (1985), The vision of general 
practice now and in 1995. Melbourne: Arthur Anderson & Co. 

Rutter, M. (1987), 'Psychosocial resilience and protective mechanisms'. American 
Journal of Orthopsychiatry, Vo1.57, pp.316-331. 

Ryff, CD. (1989), 'Happiness is everything, or is it? Explorations on the meaning 
of psychological well-being. Journal of Personality and Social Psychology, Vo1.57, 
pp.1069-1081. 

Sarason, LG., Pierce, G.R., and Sarason, B.R (1990), Social support and 
interactional processes: A triadic hypothesis. Journal of Social and Personal 
Relationships, Vol.7, pp.495-506. 

Saunders, P., and Bradbury, B. (1989), 'Galluping poverty', Australian Society, 
September, p.27. 

Steinglass (1992), 'Family systems theory and medical illness', in RJ. Sawa (ed), 
Family health care'. Newbury Park, Calif.: Sage. 

• 

• 

• 

Sullivan, M. (1988), 'Common behavioural problems in children'. Australian family • 
physician, Vo1.17, pp.746-747. 

• 
Access to Basic Medical Care in Nine Urban Areas 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Report to the Department of Human Services and HealJh 199 

Taylor, S.E., Wood, J.V., and Lichtman, RR (1983), It could be worse: Selective 
evaluation as a response to victimization. Journal of Social Issues, Vo1.39, pp.19-
40. 

Thoits, P.A. (1986), 'Social support as coping assistance', Journal of Personality and 
Social Psychology, Vol.54, pp.416-423. 

van Doom, H. (1990), 'Integrating family counselling into general practice', 
Australian Family Physician, Vol.19, pp.467-471. 

Vaux, A. (1990), An ecological approach to understanding and facilitating social 
support. Journal of Social and Personal Relationships, Vo1.7, pp.507-518. 

Walker, G. (1986), 'Identifying men at risk: Prevention and early intervention with 
men in community health services', in Linking men's services: A conference on Men's 
Issues and Services in South Australia. Conference proceedings. (N oarlunga, SA). 
N oarlunga Health Services. 

Wills, T.A. (1987), Downward comparison as a coping mechanism. In c.R. 
Snyder and C.E. Ford (Eds), Coping with negative life events: Clinical and social 
psychological perspectives. New York: Plenum Press. 

Wilson, M.G.A. (1990), 'Fifty-five million dollars a year'. Paper presented at the 
24th Conference of the Institute of Australian Geographers, University of new 
England, Armidale, NSW, 23-27 September. 

World Health Organization (1948), Official records of the World Health Organization. 
No.2. Proceedings and final acts of the international health conference held in New York 
from 19 June to 22 July 1946. United Nations: WHO Interim Commission. 

Wyndham, D. (1983), 'Why study working mothers and ignore working fathers?', 
The Australian Quarterly, Vo1.55, pp.33-41. 

Access to Basic Medical Care in Nine Urban Areas 



Report to the Department of Human Services and Health 200 • 

• 

• 

• 

• 

• 

• 

• 

• 

• 
Access to Basic Medical Care in Nine Urban Areas 


