10 Primary and community health

This chapter covers general practice, primary healthcare services for Indigenous
people, drug and alcohol treatment, public dental services, maternal and child
health, the Pharmaceutical Benefits Scheme (PBS) and a range of other community
health services. The scope of this chapter does not extend to:

« Home and Community Care program services (see chapter 12, ‘Aged care’)

- public hospital emergency departments and outpatient services (see chapter 9,
‘Public hospitals’)

« community mental health services (see chapter 11, ‘Health management issues’).

The primary and community health sector is the part of the healthcare system most
frequently used by Australians. It is important in providing preventative care,
diagnosis and treatment of illness, and referral to other healthcare services.

Descriptive information about primary and community health services is contained
in section 10.1. A framework of performance indicators is presented in section 10.2,
and key performance indicator results are discussed in section 10.3. Future
directions for reporting are covered in section 10.4, and relevant terms are defined
in section 10.5. Section 10.6 lists the supporting tables for this chapter. Supporting
tables are identified in references throughout the chapter by an ‘A’ suffix (for
example, table 10A.3 is table 3 in the attachment). Supporting tables are provided
on the CD-ROM enclosed with the Report. Section 10.7 lists references used in this
chapter.

The following improvements have been made in the reporting of primary and
community health in this Report:

. data are reported for the ‘availability of public dentists’ indicator for the first
time

. Indigenous data are reported for the ‘hospitalisations for vaccine preventable
conditions’, ‘potentially preventable acute conditions’ and ‘potentially
preventable chronic conditions’ indicators.
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10.1 Profile of primary and community health

Definitions, roles and responsibilities

General practitioners (GPs) are a significant part of the medical practitioner
workforce. The medical practitioner workforce comprises doctors trained in a
specialty (including general practice) and other medical practitioners (OMPs). The
Royal Australian College of General Practitioners (RACGP) defines a GP as ‘a
medical practitioner who provides primary comprehensive and continuing care to
patients and their families within the community’ (Britt et al. 2007). Most of the
data in this chapter include two types of medical practitioner who provide GP
services:

« vocationally recognised GPs — medical practitioners who are vocationally
recognised under s.3F of the Health Insurance Act 1973 (Cwith), hold
Fellowship of the RACGP or equivalent (Fellowship of the RACGP has been
required since 1996, to achieve vocational recognition) or hold a recognised
training placement

. OMPs — medical practitioners who are not vocationally recognised GPs.

While the majority of GPs provide services as part of a general practice, some GPs
are also employed by hospitals or other organisations in full time or part time
capacities. General practice is the business structure within which one or more GPs
and other staff such as practice nurses provide and supervise healthcare for a group
of patients. General practices are predominantly privately owned, by either the GPs
or corporate entities. In Australia, general practices are an important source of
primary healthcare. The services they provide include: diagnosing and treating
illness (both chronic and acute); providing preventative care through to palliative
care; referring patients to consultants, allied health professionals, community health
services and hospitals; and acting as gatekeepers for other healthcare services
(DHFS 1996). Definitions for common health terms are provided in section 10.5.

A patient’s ability to access GP services can often influence demand for other health
services, for example, emergency departments. Lack of GP services in a particular
area can be related to high use of emergency departments. Not having a regular GP,
or dissatisfaction with the usual sources of primary health care, may also lead to
increased use of emergency departments (Van Konkelenberg, Esterman, Van
Konkelenberg 2003). In some of these cases the use of an emergency department
may not be appropriate for the patient’s condition which could be better treated by a
GP or some other form of primary care. Inappropriate attendance at an emergency
department has been found to be related to the patients proximity to, or convenience
of, the emergency department. It is also related to the patients trust and regard for
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the emergency department staff (Van Konkelenberg, Esterman, Van Konkelenberg
2003).

The Australian Government provides the majority of general practice income
through Medicare fee-for-service and other payments, with the remainder coming
from insurance schemes, patient contributions, and State and Territory government
programs. Through its funding role, the Australian Government seeks to influence
the supply, regional distribution and quality of general practice services. State and
Territory governments are responsible for registering and licensing GPs in their
jurisdiction. Some provide additional incentives for GPs to locate in rural and
remote areas.

The Australian Government also subsidises the cost of many prescription medicines
through the PBS. The PBS aims to provide all Australians affordable, reliable and
timely access to prescription medicines. Around 80 per cent of prescriptions
dispensed in Australia are subsidised under the PBS. Users make a co-payment with
the Australian Government paying the remaining cost for drugs eligible for subsidy.
For concession card holders the co-payment is currently $4.70. For other people, or
general consumers, the co-payment is currently $29.50. These amounts are normally
adjusted in line with inflation on 1 January each year. Both concession card holders
and general consumers are subject to a safety net threshold. Once spending within a
calendar year has reached the relevant threshold, PBS medicines will generally be
cheaper or free for the rest of the calendar year for these people. The 2006 safety net
threshold is $960.10 for general patients and $253.80 for people holding a
concession card (DoHA 2006b).

The Repatriation Pharmaceutical Benefits Scheme (RPBS) provides subsidised
pharmaceuticals to war veterans and war widows. Unlike the PBS, which is a
universal scheme, the RPBS provides access to additional pharmaceutical items and
dressings necessary for treatment of entitled veterans and war widows. The RPBS is
administered by the Department of Veterans’ Affairs (DVA). The drugs eligible for
subsidy under the RPBS differ from those eligible under the PBS. This means that
drugs eligible for subsidy under the RPBS may not be eligible under the PBS.

Community health services usually consist of multidisciplinary teams of salaried
health professionals who aim to protect and promote the health of particular
communities (Quality Improvement Council 1998). They are either provided
directly by governments (including local governments) or funded by government
and managed by a local health service or community organisation. State and
Territory governments are responsible for most community health services. There is
no national strategy for community health, and there is considerable variation in the
services provided across jurisdictions. The Australian Government’s main role in

PRIMARY AND 10.3
COMMUNITY HEALTH



the community health services covered in this chapter is in health services for
Indigenous people.

The Australian Government also supports patients with chronic conditions and
complex care needs to access certain allied health services under Medicare. Eligible
patients are able to receive a Medicare rebate for up to five allied health services
each calendar year, on referral from a GP.

The Australian Government and the states and territories play different roles in
supporting dental services in Australia’s mixed system of public and private dental
health care. The Australian Government supports the provision of dental services
primarily through the 30 per cent private health insurance rebate. Additionally, the
Australian Government provides Medicare funding for a limited range of medical
services of an oral surgical nature, and provides funding for the dental care of war
veterans and full-time and part-time members of the Australian Defence Force. It
also has a role in the provision of dental services through Community Controlled
Aboriginal Medical Services. The states and territories have the main responsibility
for the delivery of the major public dental health care programs, primarily directed
at children and disadvantaged adults. Each jurisdiction determines its own eligibility
requirements for accessing public dental services, usually requiring a person to hold
a concession card issued by Centrelink.

Funding

General practice

Almost all of the services provided by private GPs are at least partly funded by the
Australian Government through Medicare and the DVA. This is illustrated by data
from the annual Bettering the Evaluation and Care of Health (BEACH) survey of
general practice activity in Australia. The BEACH survey found that 94.0 per cent
of all encounters with GPs in 2005-06 were for services at least partly funded by
Medicare or the DVA (table 10.1). The Australian Government also provides
payments to GPs through the Practice Incentives Program (PIP) and the General
Practice Immunisation Incentives Scheme (GPII) (DHAC 2000). These payments
are included in the data for Australian Government expenditure presented below
(figure 10.19). The Australian Government also invests in general practice through
the Divisions of General Practice Program.

The Australian Government spent approximately $4.9 billion, or $239 per person,
on general practice in 2005-06, including through Medicare, non-Medicare funding,
expenditure by the DVA and other funding programs (figure 10.19). This does not
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give a complete picture of government expenditure on primary health because it
does not include expenditure on Indigenous primary health care services, other
community health services, and services delivered through hospital accident and
emergency departments. These types of primary healthcare are more prevalent in
rural and remote areas. Accordingly, expenditure on primary health is understated,
particularly in jurisdictions with larger proportions of Indigenous people and people
living in rural and remote areas. The Health preface includes expenditure data for
Indigenous primary and community health services for 2001-02 (tables E.1 and
E.2).

Table 10.1  GP encounters, by source of funding, 2005-062 b, c

Numberd Rate€ 95% LCL 95% UCL
no./100 no./100 no./100
no. encounters encounters  encounters
GPs participating in the BEACH survey 1017
Tot?,{/::]ec?::;?ézgor which BEACH data 101 993
Encounters with missing data 7 310 . . .
Direct encounters 92 617 97.8 97.5 98.1
No charge 431 0.5 0.4 0.5
Medicare paidf 89 011 94.0 93.4 94.6
Workers compensation 2190 2.3 2.1 2.5
Other paid (hospital, State, etc.) 995 1.1 0.6 15
Indirect encounters9 2 066 2.2 1.9 2.5

UCL = upper confidence limit. LCL = lower confidence limit. & April 2005 to March 2006. b An ‘encounter’ is
any professional interchange between a patient and a GP (Britt et al. 2000). ¢ Data from the BEACH survey
may not be directly comparable with the other data on medical practitioners that are reported in this chapter.
d Number of encounters after post-stratification weighting for GP activity and GP age and sex. € Missing data
removed. Percentage base (N = 101 993). fIncludes Australian Government payments made through the
DVA. 9 Indirect consultations are those at which the patient is not seen by the GP but that generate a
prescription, a referral, a certificate or another service. .. Not applicable.

Source: Britt et al. (2007); table 10A.1.

State and Territory governments also provide funding for general practice through a
number of programs. Generally, this funding is provided indirectly through support
services for GPs (such as assistance with housing and relocation, education
programs and employment assistance for spouses and family members of doctors in
rural areas), or education and support services for public health issues such as
diabetes management, smoking cessation, sexual health, and mental health and
counselling. Non-government sources — insurance schemes (such as private health
insurance, workers compensation and third party insurance) and private individuals
— also provide payments to GPs.
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Pharmaceutical Benefits Scheme and Repatriation Pharmaceutical Benefits
Scheme

Expenditure on the PBS and RPBS was around $5.8 billion, or $285 per person, in
2005-06. Expenditure on the PBS was around $5.4 billion in 2005-06, 80.0 per cent
of which was expenditure on concessional patients (table 10.2). Data on government
expenditure on pharmaceuticals is also presented in the ‘Health preface.’

Table 10.2 PBS and RPBS expenditure, 2005-06 ($ million)2

NSW Vic Qi WA SA Tas ACT NT Aust
PBS general? 363.8 264.6 204.4 1021 809 217 224 6.4 1066.3
PBS concessional® 1497.3 1090.9 804.7 3625 380.1 124.2 451 13.1 4318.0
PBS doctor’s bag 3.5 2.6 2.2 0.6 0.7 0.2 0.1 - 10.1
PBS total 1864.7 1358.1 1011.3 465.2 461.7 146.2 67.7 19.6 53944
RPBS totald 160.7 100.7 1012 351 356 14.2 6.7 09 4551
Total 20254 14587 11125 500.3 497.3 160.3 744 205 58495
$ per capita 2974 288.3 276.6 246.0 321.4 328.7 227.3 100.0 285.4

& state and territory level data are only available on a cash basis for general, concessional and doctor’s bag
categories. These figures are not directly comparable to those published in the DoHA annual report which are
prepared on an accrual accounting basis and also include other categories administered under special
arrangements. b Includes PBS general ordinary and safety net. ¢ Includes concessional ordinary and
concessional free safety net. d |ncludes RPBS ordinary and RPBS safety net. — Nil or rounded to zero.

Source: DoHA (unpublished).

Community health services

Expenditure data are not available for all of the community health services covered
in this chapter. The Australian Institute of Health and Welfare (AIHW) publishes
expenditure data on community and public health, and dental services. The former
category, however, includes public health activities that are not covered in this
chapter, such as food safety regulation and media campaigns to promote health
awareness. The dental services category includes private dental services (funded by
insurance premium rebates and non-government expenditure) that are also not
reported in this chapter. In 2004-05, government expenditure on community and
public health was $5.6 billion, with State, Territory and local government providing
68.3 per cent and the Australian Government providing 22.7 per cent of this
expenditure (table 10.3). Australian Government direct outlay expenditure on dental
services was $82 million in 2004-05, and State, Territory and local government
expenditure was $503 million (table 10.3).
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Table 10.3 Estimated funding on community and public health, and dental
services, 2004-05 ($ million)a b

Australian Government

Direct Premium State and
outlays  rebates Total local govt Total govt Non-govt Total
Community and
public health® 1265 - 1265 3804 5069 500 5569
Dental servicesd 82 368 450 503 954 4110 5 064

@ preliminary estimates. b Government expenditure on premium rebates relates to private health and dental
services that are not within the scope of this chapter. C Includes some expenditure that was previously
classified as ‘other non-institutional (not elsewhere classified)’, as well as expenditure on community and
public health services. d The Australian Government direct outlays on dental services are for services
provided to veterans through DVA. — Nil or rounded to zero.

Source: AIHW (2006d).

Size and scope

General practice

There were 25 146 vocationally recognised GPs and OMPs billing Medicare in
Australia in 2005-06. On a full time workload equivalent (FWE) basis, there were
17 649 vocationally recognised GPs and OMPs. This was equal to 85.8 recognised
GPs and OMPs per 100 000 people (table 10A.3). These data exclude services
provided by GPs working with the Royal Flying Doctor Service and GPs working in
Indigenous-specific primary health care services and public hospitals. In addition,
the data are based on Medicare claims, which for some GPs (particularly in rural
areas) pay for only part of their workload. Compared with metropolitan GPs, those
in rural or remote areas spend more of their time working in local hospitals, for
which they are not paid through Medicare. The numbers of FWE vocationally
recognised GPs and OMPs per 100 000 people across jurisdictions are shown in
figure 10.1.
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Figure 10.1 Availability of GPs (full time workload equivalent)2
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& pData include recognised GPs and OMPs who are allocated to a jurisdiction based on the postcode of their
practice.

Source: DoHA (unpublished); table 10A.3.

Pharmaceutical Benefits Scheme and Repatriation Pharmaceutical Benefits
Scheme

There were around 184 million services provided under the PBS and RPBS in
2005-06, amounting to 9.0 scripts per person. There were around 168 million
services provided under the PBS in 2005-06, of which 83.8 per cent were
concessional (table 10.4).

Table 10.4 PBS and RPBS services, 2005-06 (million services)

NSW Vic Qld WA SA Tas ACT NT  Aust
PBS general? 9.2 6.7 5.1 2.6 2.0 0.6 0.6 0.2 26.8
PBS concessionalP 48.5 35.9 26.4 12.0 123 4.2 1.3 04 141.1
PBS doctor’s bag 0.1 0.1 0.1 - - - - - 0.4
PBS total 57.8 42.7 315 146 143 4.8 1.9 0.6 168.3
RPBS total® 5.3 3.4 3.3 1.2 1.2 0.5 0.2 - 152
Total 63.1 46.1 348 158 155 5.3 2.1 0.6 183.5
Services per capita 9.3 9.1 8.7 7.8 10.0 11.0 6.5 3.0 9.0

& Includes PBS general ordinary and safety net. b Includes concessional ordinary and concessional free
safety net. € Includes RPBS ordinary and RPBS safety net. — Nil or rounded to zero.

Source: DoHA (unpublished).
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Community health services

The range of community health services available varies considerably across
jurisdictions. Tables 10A.41-10A.49 provide information on community health
programs in each jurisdiction. The more significant of these programs are described
below. Other community health programs provided by some jurisdictions include:

« women’s health services that provide services and health promotion programs
for women across a range of health related areas

« men’s health programs, including mainly promotional and educational programs
« allied health services
« community rehabilitation programs.

Community health programs that address mental health, home and community care,
and aged care assessments are reported in chapters 11 (Health management) and 12
(Aged care).

Maternal and child health

All jurisdictions provide maternal and child health services through their
community health programs. These services include: parenting support programs
(including antenatal and postnatal programs); early childhood nursing programs;
disease prevention programs (including childhood immunisations); and early
intervention and treatment programs related to child development and health. Some
jurisdictions also provide specialist programs through child health services,
including hearing screening programs, and mothers and babies residential programs.
Performance indicators for maternity services in public hospitals are reported in
chapter 9.

Public dental services

All jurisdictions provide some form of public dental service for primary school
children. Some jurisdictions also provide dental services to secondary school
students. In SA, Tasmania, and the NT, for example, general dental care (including
preventative care) is provided for school children up to 18 vyears of age
[tables 10A.49 (SA), 10A.50 (Tasmania) and 10A.52 (NT)].

States and territories also provide some general dental services and a limited range
of specialist dental services to disadvantaged adults (holders of concession cards
issued by Centrelink). In some states, specialist dental services are provided mainly
by qualified dental specialists; in others, they are provided in dental teaching
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hospitals as part of training programs for dental specialists (National Advisory
Committee on Oral Health 2004). A number of jurisdictions indicated to the Review
that they provided public dental services in 2004-05 targeted at disadvantaged
people (tables 10A.41-10A.49).

Alcohol and other drug treatment

Alcohol and other drug treatment activities range from a brief intervention to long
term residential treatment. Types of treatment include detoxification,
pharmacological treatment (also known as substitution or maintenance treatment),
counselling and rehabilitation. The data included here have been sourced from a
report on the Alcohol and Other Drug Treatment Services National Minimum Data
Set (AIHW 2006a). That report excluded some treatment activities, including opioid
pharmacotherapy treatment where it is the only treatment provided. The report also
excluded data for the majority of Indigenous substance use services and Indigenous
community healthcare services that also provide alcohol and other drug treatment
services and are funded by the Australian Government.

A total of 635 alcohol and other drug treatment services contributed 2004-05 data
for the National Minimum Data Set. Of these, 321 (50.6 per cent) identified as
government providers and 314 (49.4 per cent) identified as non-government
providers (table 10A.8). All of the non-government providers received some
government funding for 2004-05. A total of 121 812 clients were registered for
treatment in 2005-06, of whom 65.9 per cent were male (AIHW 2006a). Alcohol
was reported as the most common principal drug of concern for which clients
sought treatment (37.2 per cent of treatment episodes). Cannabis was the next most
common drug of concern (23.0 per cent of treatment episodes), followed by heroin
(17.2 per cent of treatment episodes) and amphetamines (10.9 per cent of treatment
episodes) (AIHW 2006a). Further information on alcohol and other drug treatment
services funded by governments is included in tables 10A.41-10A.49.

Indigenous community healthcare services

Indigenous Australians utilise a range of primary health care services including
private general practitioners and Aboriginal and Torres Strait Islander Community
Controlled Primary Health Care Services. There are Aboriginal and Torres Strait
Islander Community Controlled Primary Health Care Services in all jurisdictions.
These services are planned and governed by local Indigenous communities and aim
to deliver holistic and culturally appropriate health and health-related services.
Funding is provided by Australian, State and Territory governments. In addition to
these health care services, health programs for Indigenous Australians are funded by
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a number of jurisdictions. In 2005-06 these programs included services such as
health information, promotion, education and counselling; alcohol, tobacco and
other drug services; sexual health services; allied health services; disease/illness
prevention; and improvements to nutrition standards (tables 10A.41-10A.49).

The Australian Government also funds Aboriginal and Torres Strait Islander
primary healthcare services. Information on these services is collected through
service activity reporting (SAR) questionnaires. Many of these services receive
additional funding from State and Territory governments and other sources. The
SAR data reported here represent the health-related activities, episodes and
workforce funded from all sources.

For 2004-05, SAR data are reported for 141 Indigenous primary healthcare services
(table 10A.4). Of these services, 53 (37.6 per cent) were located in remote or very
remote areas (table 10A.5). They provided a wide range of primary healthcare
services, including the diagnosis and treatment of illness and disease, the
management of chronic illness, immunisations and transportation to medical
appointments (table 10A.6). An episode of healthcare is defined in the SAR data
collection as contact between an individual client and staff of a service to provide
healthcare. Nearly 1.6 million episodes of healthcare were provided by participating
services in 2004-05 (table 10.5). Of these, around 548 000 (34.6 per cent) were in
remote or very remote areas (table 10A.5). The services included in the SAR data
collection employed 1845 full time equivalent health staff (as at 30 June 2005). Of
these health staff, 1141 were Indigenous (61.8 per cent). The proportions of doctors
and nurses employed by surveyed services who were Indigenous, however, were
relatively low (0.9 per cent and 14.4 per cent respectively) (table 10A.7).

Table 10.5 Estimated Indigenous episodes of healthcare by surveyed
services (‘000)a

NSW and
ACT Vic Qld WA SA Tas NT Aust
2000-01 349 131 187 327 147 12 189 1342
2001-02 357 136 214 313 144 18 233 1416
2002-03 423 130 234 337 140 20 216 1499
2003-04 430 169 267 302 142 22 280 1612
2004-05 415 151 254 274 145 23 323 1585

@ An episode of healthcare involves contact between an individual client and staff of a service to provide
healthcare. Group work is not included. Transport is included only if it involves provision of
healthcare/information by staff. Episodes of healthcare provided at outreach locations are included — for
example, episodes at outstation visits, park clinics and satellite clinics — as are episodes delivered over the
phone.

Source: DoHA SAR (unpublished).
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10.2 Framework of performance indicators

The performance indicator framework is based on the shared government objectives
for primary and community health (box 10.1). The framework provides information
on equity, effectiveness and efficiency, and distinguishes outputs from outcomes.
This approach is consistent with the general performance indicator framework for
this Review that has been agreed by the Steering Committee (chapter 1). The
framework will evolve as better indicators are developed and as the focus and
objectives for primary and community health change. In particular, the Steering
Committee plans to develop and report against more indicators relating to
community health services.

Box 10.1  Objectives for primary and community health
Primary and community health services aim to promote the health of Australians by:
e acting as the first point of entry to the healthcare system

o providing healthcare that promotes changes in lifestyle behaviour and prevents
possible illness

« coordinating and integrating healthcare services on behalf of clients
e providing continuity of care

in an equitable and efficient manner based on the best available evidence of the
effectiveness of healthcare interventions.

The performance indicator framework shows which data are comparable in the 2007
Report (figure 10.2). For data that are not considered directly comparable, the text
includes relevant caveats and supporting commentary. Chapter 1 discusses data
comparability from a Report-wide perspective (section 1.6). The ‘Health preface’
explains the performance indicator framework for health services as a whole,
including the subdimensions for quality and sustainability that have been added to
the standard Review framework for health services.
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Figure 10.2 Performance indicators for primary and community health

Objectives

PERFORMANCE

s

—[ Equity }—[ Access ]7 Availability of
by region

Access

Appropriateness

I

Responsiveness

Availability of PBS
medicines

Availability of
female GPs
Availability of

public dentists

Bulk billing rates

Management of
upper respiratory
tract infections

Management of
diabetes
Management of
asthma

Pharmaceuticals

ordered by
nonspecialists

Pathology and
diagnostic imaging

Electronic

information
management
systems

Patient satisfaction

GPs with
vocational

=

{ Capability

recognition

Sustainability

Continuity

General practices
with accreditation

Care planning and
case conferencing

Health
assessments for

older people

Cost to
government of

—i Efficiency

general practice
per person

Child
immunisation
coverage

Notifications
of selected
childhood
diseases

Participation
rates for women
in cervical
screening

Influenza
vaccination
coverage for
older people

Hospitalisations
for vaccine
preventable
conditions

Hospitalisations
for selected
acute conditions

Hospitalisations
for selected
chronic
conditions

Hospitalisations
for diabetes

Hospitalisations
of older people
for falls

Key to indicators
Provided on a comparable basis for this Report subject

to caveats in each chart or table

Information not complete or not directly comparable

Yet to be developed or not collected for this Report

Outputs

Outcomes

10.3 Key performance indicator results

Different delivery contexts, locations and types of client may affect the equity,
effectiveness and efficiency of health services. Appendix A contains detailed
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statistics and short profiles on each State and Territory, which may assist in
interpreting the performance indicators presented in this chapter.

Equity

For the purposes of this Report, equity is defined in terms of adequate access to
government services for all Australians. This includes equal access for groups who
may have special needs, or difficulties in gaining access to services, due to English
language proficiency, gender, age, disability, ethnicity or geography (chapter 1).

Problems with accessing primary and community health services have contributed
to the generally poor health status of Indigenous people relative to other Australians
(see the ‘Health Preface’ and SCRGSP 2005). Geographic, language, gender or
other barriers can also have an impact on access to primary and community health
services for other groups of people, including people living in rural and remote
areas and people who speak languages other than English.

Access

Three indicators of equity of access to primary and community health services are
reported this year: ‘availability of PBS medicines’ (box 10.2); ‘availability of FWE
GPs Dby region’ (box 10.3); and ‘availability of female GPs’ (box 10.4).
‘Availability of PBS medicines’ is reported for the first time this year. A fourth
indicator, ‘availability of dental services’ is included in the framework but data are
not available for reporting against it (box 10.5).

Availability of PBS medicines

Box 10.2  Availability of PBS medicines

Medicines are important in treating illness and can also be important in preventing
illness from occurring. The availability of medicines is therefore a significant
determinant of peoples’ health and medicines should be available to those who require
them regardless of where they live.

Three measures are presented for this indicator:
o People per pharmacy by region
o PBS expenditure per person by region

o The proportion of PBS prescriptions filled at a concessional rate.

(Continued on next page)
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Box 10.2  (Continued)

A decrease in people per pharmacy indicates improved availability of PBS medicines.
An increase in PBS expenditure per person indicates improved availability of PBS
medicines. An increase in the proportion of PBS prescriptions filled at a concessional
rate indicates an improved access to PBS prescriptions. It is also important that there
are not large discrepancies in these measures by region.

This indicator, however, does not provide information on whether the services are
appropriate for the needs of the people receiving them.

The distribution of pharmacies underlies access to the PBS. Across Australia, there
were 3700 people per pharmacy in urban areas and 4376 people per pharmacy in
rural areas in 2005-06. In all states and territories, the number of people per
pharmacy was higher in rural than in urban areas (except in the ACT, which has no
rural statistical areas) (figure 10.3).

In addition to pharmacies, 81 medical practitioners and 176 hospitals were approved
to supply PBS medicines to the community in 2005-06. There were 79 medical
practitioners and 63 hospitals located in rural areas (table 10A.10). These additional
services may help to improve access to PBS medicines in some locations.

Figure 10.3 People per pharmacy, 2005-062

£ Urban Rural

'000 people/pharmacy

NSW Vic Qld WA SA Tas ACT NT Aust

@ pharmacies measured using the Accessibility/Remoteness Index of Australia modified for Pharmacies
(PHARIA). Urban = PHARIA 1. Rural = PHARIA 2-6. The ACT has no rural statistical areas.

Source: DoHA (unpublished); table 10A.10.

For Australia as a whole, PBS expenditure per person has increased each year over
the period 2001-02 to 2004-05, with a decrease in 2005-06. PBS expenditure per
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person has been higher in rural and remote areas than in capital cities for the period
2002-03 to 2005-06 (in 2005-06 dollars) (figure 10.4).

Figure 10.4 PBS expenditure per person (2005-06 dollars)a
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& | ocality level data are only available on a cash basis for general and concessional categories. These figures
are not directly comparable to those published in DoHA’s annual report which are prepared on an accrual
accounting basis and also include doctor's bag and other categories administered under special
arrangements.

Source: DoHA (unpublished); table 10A.11.

The proportion of PBS prescriptions filled at a concessional rate is reported by State
and Territory (although this is not available by regional location) in table 10A.9.
Australia-wide, 83.8 per cent of prescriptions were concessional in 2005-06.
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Availability of GPs by region

Box 10.3  Availability of GPs by region

The availability (or supply) of GPs by region affects people’s access to general practice
services, particularly in rural and remote areas. Low availability can result in increased
travel distance to a practice, increased waiting times to see a GP, and difficulty in
booking long consultations. Low availability may also reduce bulk billing rates because
there is less competition for patients. Australian, State and Territory governments seek
to influence the availability of GPs by providing incentives for the recruitment and
retention of GPs in rural and remote areas.

The indicator is defined as the number of FWE GPs per 100 000 people by region.

An increase in the availability of GPs indicates improved access to GP services. This
indicator, however, does not provide information on whether people are accessing GP
services or whether the services are appropriate for the needs of the people receiving
them.

In terms of FWE GPs per 100 000 people, in all states and territories except
Queensland there were more GPs available in urban than rural areas in 2005-06
(figure 10.5). The bulk billed proportion of non-referred attendances was generally
lower in rural and remote centres, except other remote areas, than in capital cities or
other metropolitan centres (table 10A.15).

Figure 10.5 Availability of GPs (full time workload equivalent), 2005-062. b ¢
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& Urban areas consist of capital city and other metro areas. Rural areas consist of large rural centres, small
rural centres, other rural areas, remote centres, other remote areas and other areas. b FWE GP numbers
include recognised GPs and OMPs, who are allocated to a jurisdiction based on the postcode of their practice.
C Data for NSW and the ACT have been combined for confidentiality reasons.

Source: DoHA (unpublished); table 10A.12.
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Availability of female GPs

Box 10.4 Availability of female GPs

This indicator measures equity of access, recognising that some female patients prefer
to discuss health matters with, and to receive primary healthcare from, a female GP.

The indicator is defined as the number of female FWE GPs per 100 000 females.

A higher rate means it is more likely that female patients who prefer to visit female GPs
will have their preference met. This indicator, however, does not provide information on
whether women are accessing female GPs or whether the services are appropriate for
the needs of the people receiving them.

In 2005-06, 37.4 per cent of Australia’s GPs were female. This represented 27.1 per
cent of FWE GPs (tables 10A.3 and 10A.13). In 2005-06, there were 46.3 female
FWE GPs per 100 000 females in Australia (figure 10.6).

Figure 10.6  Availability of female GPs (full time workload equivalent)2
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@ Data relate to recognised GPs and OMPs.
Source: DoHA (unpublished); table 10A.13.
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Availability of public dentists

Box 10.5 Availability of public dentists

The availability (or supply) of public dentists by region affects people’s access to public
dental services, particularly in rural and remote areas. Low availability can result in
increased travel distance to a dentist and increased waiting times to see a dentist.

The indicator is defined as the number of public dentists per 100 000 people by region.

An increase in the availability of public dentists indicates improved access to dental
services. This indicator, however, does not provide information on whether people are
accessing the service or whether the services are appropriate for the needs of the
people receiving them.

Data for ‘availability of public dentists’ are reported for the first time this year. In
2003 there were more public dentists per 100 000 people in major cities than in
regional or remote areas for all states and territories (figure 10.7). There were more
public dental therapists per 100 000 people in inner and outer regional than in major
cities or remote and very remote areas (table 10A.14).

Figure 10.7 Availability of public dentists, 2003a b, c
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@ Data for the NT are based on data from the 2002 NT collection as there was no data collection in the NT in
2003. P Ther