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INTRODUCTION 

In its 1991 discussion paper, “A Fair Go For Rural Health”, the Commonwealth 
Department of Community Services and Health (as it was then called) set out a list of 
goals which should be achieved to enable optimal health for all people in rural and 
remote Australia1. The strategic goals included the provision of equitable access to 
effective and appropriate health services in rural and remote areas, to rectify or alleviate 
infrastructural problems that impact on health and to identify and pursue appropriate 
research into the health needs of rural and remote communities.  

In an equitable health care system, there should not be geographical, financial, 
organisational or social barriers to receiving adequate care. Very little research has 
been conducted in Australia which seeks to measure access to health services from a 
consumer perspective. Several dimensions of access have been identified in the 
literature, including availability (volume and type of services relative to client needs), 
accessibility (location of services relative to transport, distance, cost), accommodation 
(manner in which resources are organised), affordability (price of services relative to 
ability to pay and perceived value of service), and acceptability (attitude of client to 
characteristics of provider)2.  

The shortages of primary care physicians and specialists in rural and remote areas of 
Australia have been well documented3. Another aspect of the maldistribution of the GP 
workforce, is that only 17% of female GPs are located in rural or remote areas, despite 
the fact that 27% of the female population lives in rural and remote Australia. 

There is a lack of data in Australia to assess the effect that direct financial cost has on 
the use of health services. Although the proportion of GP attendances that were bulk-
billed (thus incurring no out of pocket payment) increased from 52.5% in 1984–85 to 
78.5% in 1994–95, patterns based on national data may not reflect activity in different 
parts of the country. 

One source of information about out of pocket costs for medical services is the database 
maintained by the Health Insurance Commission (HIC), which processes claims for 
medical services subsidised by Medicare and by the Department of Veterans’ Affairs. 
This paper presents financial data from the Health Insurance Commission for the three 
age cohorts, as well as findings from a substudy of the mid age and older cohorts of the 
Australian Longitudinal Study on Women’s Health (ALSWH). The design of the study 
and the recruitment methods have been reported elsewhere4,5.  
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MEDICARE/DVA DATA 

In 1997, all women who were participating in the ALSWH survey were invited to 
provide consent for the HIC to release a limited range of Medicare and Department of 
Veterans’ Affairs medical claims details to the research team. At the time that this 
analysis was conducted, 37% of the young women (n=5260), 59% of the mid-age 
(n=7898), and 53% (n=6542) of the older women had consented to allow their HIC data 
to be made available to the research team. 

Data for the two-year period 1995–1996 were summarised to measure the number of 
GP services and the average out of pocket cost per visit (defined as the difference 
between the charge and the Medicare rebate for each GP service) for each woman. 
These results have been reported in detail elsewhere6. Figure 1 shows the mean out-of-
pocket cost per GP consultation per woman, by age group and area of residence 
(summarised as urban or rural/remote) for women with at least one GP visit in the two 
year period. In each age group, the proportion of women who had all their consultations 
bulk billed (and thus had no out-of-pocket cost) is higher in urban areas. The 
disadvantaged position of women living in rural and remote areas is evident for all age 
groups. 

Figure 1 Mean out of pocket cost per GP attendance 1995–96 for each woman, by age 
group and area of residence, for women with at least one GP visit 
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HEALTH SERVICES SUBSTUDY 

The Health Services Substudy was conducted during 1997 with ALSWH participants 
who had consented to the release of Medicare data and who lived in New South Wales 
(n=4753). The substudy questionnaire included a range of items to measure perceived 
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access to a variety of health services and satisfaction with GP care6. Respondents were 
asked to rate the items using a five point ordinal scale (poor, fair, good, very good, 
excellent). The items were designed to be used with patient populations and so to adapt 
them for use in a community sample, a category of “don’t know” was added. The 
method by which respondents usually travel to the GP and the travel time, whether they 
visited the same place and provider for care and whether they had moved in the 
previous five years, were also included in the questionnaire. Respondents were asked 
whether they had private health insurance and whether there had been times in the 
previous year they needed GP care but did not receive it and why that situation had 
occurred.  

A total of 4577 women completed the substudy questionnaire, representing an overall 
response rate of 96.5% (excluding the twelve women who were known to have died). 

Access to health services 
The shortage of female GPs in rural areas is reflected by the high proportion of women 
who rated their access to a female provider as fair or poor (Table 1). The problem of 
limited choice of GPs for women in rural areas is compounded by the difficulty they 
have seeing the GP of their choice. Women living in rural areas were more likely than 
women in urban areas to report having fair or poor access to after-hours care. They 
were also more likely to rate the hours a GP is available as fair or poor. 

Table 1 Percentage of women rating issues relating to access to and choice of 
provider as fair or poor, by age group and area of residence, within New 
South Wales 

  
Urban 

Large 
rural 

Small 
rural 

Other 
rural 

 % % % % 
Mid age (n=884) (n=358) (n=447) (n=756) 

Access to a female GP 20 32 38 49 
Access to after-hours medical care 29 33 39 44 
Hours a GP is available 15 29 28 34 
Ease of seeing the GP of your choice 18 26 30 36 
Number of GPs from which to choose  9 18 21 37 

     
Older age (n=864) (n=280) (n=401) (n=587) 

Access to a female GP 15 20 33 43 
Access to after-hours medical care 23 22 31 38 
Hours a GP is available 11 17 15 26 
Ease of seeing the GP of your choice 7 11 14 23 
Number of GPs from which to choose  7 11 16 27 

 

The percentage of women rating their access to various types of medical services as fair 
or poor is shown in Table 2. For all items in Table 1 and Table 2, there is a gradient 
towards poorer access with increased distance from major population centres.  
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Table 2 Percentage of women rating access to health services as fair or poor, by age 
group and area of residence, within New South Wales 

  
Urban 

Large 
rural 

Small 
rural 

Other 
rural 

 % % % % 
Mid age (n=884) (n=358) (n=447) (n=756) 

Access to medical specialists 10 17 34 45 
Availability of medical information/advice by 
phone 

18 22 26 30 

Access to a Women’s Health Centre or a Family 
Planning Centre 

12 12 19 30 

Access to a counselling centre if you need it 11 13 15 25 
Ease of obtaining a mammogram 6 5 13 25 
Access to emergency care 12 12 19 21 
Access to hospital 9 10 15 14 
Ease of obtaining a Pap test 3 3 5 10 
Services available for filling prescriptions 3 3 4 7 
Outcomes of your medical care  10 14 14 18 

Older age (n=864) (n=280) (n=401) (n=587) 
Access to medical specialists 9 10 26 41 
Availability of medical information/advice by 
phone 

15 16 20 29 

Access to a Women’s Health Centre or a Family 
Planning Centre 

8 5 12 19 

Access to a counselling centre if you need it 7 7 10 17 
Ease of obtaining a mammogram 3 2 13 17 
Access to emergency care 12 9 11 19 
Access to hospital 11 9 14 16 
Ease of obtaining a Pap test 4 1 8 12 
Services available for filling prescriptions 2 1 2 5 
Outcomes of your medical care  6 5 11 13 

 

Satisfaction with most recent GP visit 
Ratings of satisfaction with the most recent visit to a GP were quite high although there 
was a gradient towards lower levels of satisfaction for women living in more 
geographically isolated areas (Table 3). Although the amount of time spent in the 
waiting room was rated poorly by women from all areas, in both age groups the ratings 
were lower for women living further from urban areas. The waiting period for an 
appointment was also rated very poorly by women living in non-urban areas, especially 
mid age women and women living in outlying rural areas. 
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Table 3 Percentage of women rating their satisfaction with aspects of their most 
recent visit to a GP as fair or poor, by age group and area of residence, 
within New South Wales 

  
Urban 

Large 
rural 

Small 
rural 

Other 
rural 

 % % % % 
Mid age (n=884) (n=358) (n=447) (n=756) 
Administrative issues     

Time spent in the waiting room 33 35 35 40 
Wait to get an appointment 14 21 22 26 
Convenience of location of GP surgery 6 6 7 10 
Getting through to the surgery by phone 4 7 6 6 

Interaction with the GP     
The amount of time you spent with the doctor 10 13 12 15 
The doctor’s explanation of what was done for you 9 7 10 13 
The technical skills of the doctor 8 7 9 11 
The personal manner of the doctor 5 5 7 9 
The visit overall 7 8 9 13 

Older age (n=864) (n=280) (n=401) (n=587) 
Administrative issues     

Time spent in the waiting room 21 29 31 37 
Wait to get an appointment 7 14 12 23 
Convenience of location of GP surgery 7 5 6 8 
Getting through to the surgery by phone 2 3 4 3 

Interaction with the GP     
The amount of time you spent with the doctor 6 7 10 12 
The doctor’s explanation of what was done for you 4 4 7 10 
The technical skills of the doctor 3 2 6 6 
The personal manner of the doctor 2 2 4 3 
The visit overall 3 4 6 8 

 

The responses given by women when asked about the financial aspects of their medical 
care are shown in Table 4. Although bulk billing for older women was more prevalent 
than for mid age women, almost one fifth of the older women in the most remote areas 
rated the cost as fair or poor. More than half the mid age women in urban areas bore no 
cost for their last GP visit compared to around one quarter of the women living in non-
urban areas. Although 85% of mid age women in urban areas said they had good access 
to a GP who bulk bills, only 52% received their most recent consultation at no cost.  
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Table 4 Rating of financial aspects of GP care, by age group and area of residence, 
within New South Wales 

  
Urban 

Large 
rural 

Small 
rural 

Other 
rural 

Mid age (n=884) (n=358) (n=447) (n=756) 
% with fair or poor access to a GP who bulk bills  15 41 43 51 
% with last GP visit at no cost  52 24 25 27 
% rating cost as fair or poor 19 37 36 36 

Older age (n=864) (n=280) (n=401) (n=587) 
% with fair or poor access to a GP who bulk bills  6 21 19 25 
% with last GP visit at no cost  83 61 71 60 
% rating cost as fair or poor 6 18 12 20 

 

A summary of the level of continuity of care reported by women in each age group is 
shown in Table 5. Women in the older age group tended to have higher levels of 
continuity of GP care and were likely to place greater importance on seeing the same 
GP each visit. The proportion of women using the nearest GP was strongly associated 
with age and geographic area of residence (Table 6).  

Table 5 Continuity of care by age and area of residence, within New South Wales 

  
Urban 

Large 
rural 

Small 
rural 

Other 
rural 

 % % % % 
Mid age (n=884) (n=358) (n=447) (n=756) 

Same provider always, same place always/mostly 44 47 43 44 
Same provider mostly, same place always 25 33 31 30 
Same provider mostly, same place mostly 23 17 22 20 
Other 8 3 5 7 
 100 100 100 100 
Very important to see the same GP each visit 38 42 38 37 
Usual GP is the nearest one to home 34 30 41 59 

     
Older age (n=864) (n=280) (n=401) (n=587) 

Same provider always, same place always/mostly 67 66 68 55 
Same provider mostly, same place always 25 28 26 33 
Same provider mostly, same place mostly 6 4 5 8 
Other 2 2 1 4 
 100 100 100 100 
Very important to see the same GP each visit 50 50 54 44 
Usual GP is the nearest one to home 48 51 55 71 
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Table 6 Insurance status (including cover by the Department of Veterans’ Affairs) by 
age and area of residence, within New South Wales 

 Urban Large rural Small rural Other rural 

 % % % % 
Mid age (n=884) (n=358) (n=447) (n=756) 

Hospital and ancillary insurance 52 35 35 29 
Hospital insurance only 7 12 10 9 
Ancillary insurance only 6 8 8 6 
No health insurance 35 45 47 56 
 100 100 100 100 
Cannot afford hospital insurance 21 31 29 35 
Cannot afford ancillary insurance 21 30 30 36 

Older age (n=864) (n=280) (n=401) (n=587) 
Hospital and ancillary insurance 44 38 35 37 
Hospital insurance only 15 18 14 16 
Ancillary insurance only 1 1 3 1 
No health insurance 40 43 48 46 
 100 100 100 100 
Cannot afford hospital insurance 29 31 34 30 
Cannot afford ancillary insurance 35 37 39 39 

 

The establishment of a regular source of care may be enhanced by residential stability 
and only 14% of women in the older age group had moved in the last five years 
compared to 26% of women in the mid age group.  

Method of transport and travel time 
Many women in the substudy said they usually drive themselves to the GP (86% mid, 
49% older). Women living in urban areas were more likely to use public transport or 
walk to the GP (15% mid, 33% older) than women in rural areas (5% mid, 12% older). 
The increased dependence with age on family or friends for transport to medical 
services was also evident (5% mid, 27% older). Travel times did not differ between age 
groups but differed according to area of residence, with 11% of women living in “other 
rural” areas travelling for more than thirty minutes to their usual GP compared to 4.5% 
of women living elsewhere.  

Health insurance 
Women living in urban areas were more likely to have full health insurance cover than 
women living in rural areas, particularly those in the mid age group (Table 6). The 
main reason for not having insurance was the cost, particularly for the older women. 

Unmet need for care 
In the mid age group 24% of women said they needed to see a GP but did not do so, or 
were unable to do so, in the previous year. The percentage increased from 21% in urban 
and large rural areas to 26% in small rural areas and 27% in other rural areas (χ2=9.4, 
df=3, p=0.024). Women in rural areas more likely to cite the long waiting period for an 
appointment (rural 49%, urban 32%), and women in urban areas were more likely to be 
too busy to go (urban 35%, rural 20%).  
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In the older age group 9% of the women had not received GP care when they needed it 
during the previous year, with the percentage varying across area of residence from 6% 
in urban areas to 12% in other rural areas (χ2=19.4, df=3, p<0.001). Women living in 
rural areas were more likely to say that the waiting time for an appointment was a 
reason for not obtaining care when they needed it (rural 31%, urban 17%). The older 
women living in urban areas were more likely to say they just did not want to go (urban 
32%, rural 19%). 

DISCUSSION 

This survey collected information from 4577 mid and older age women living in New 
South Wales. The high response rate across all areas of residence suggests that women 
from all walks of life were keen to provide this information. Levels of satisfaction 
regarding the interaction with the GP at the most recent consultation were very high, 
especially for the older women. It was the administrative or structural aspects of GP 
services that received the poorest ratings.  

The poor access to female GPs in rural areas is a cause for concern. Female GPs 
manage more female-specific, endocrine, general and psychological problems7. Survey 
1 of the ALSWH found that the preference for a female GP decreased with age and 
geographical remoteness, although women in the younger age group (18–23 years) 
from all areas had a strong preference for female GPs, at least for some consultations8.  

Continuity of care is a desirable characteristic of a health care system, as it has been 
associated with earlier receipt of preventive services9, and with higher levels of patient 
satisfaction10. The levels of continuity of care in the present study were very high for 
the older age women. Around half of these women considered it very important to see 
the same GP each visit, and this may be more problematic for women in rural areas 
where there is a longer wait to get an appointment and the ability to see the GP of 
choice is much worse. The long wait for an appointment was also given by rural 
women in both age groups as the main reason for not obtaining GP care when it was 
needed. 

The amount of time spent with the doctor was the aspect of the interaction with the GP 
rated most poorly in the present substudy. Access to a GP who bulk bills is also lower 
in rural areas. Future research will extend measures of access and satisfaction with 
services to all participants in the main ALSWH survey, and relate those variables to 
charges and the use of bulk billing, in order to provide national data. 

One of the key aims of Medicare is to limit health costs by the provision of free or 
heavily subsidised medical care11. Richardson argues that a plausible explanation of the 
difference in bulk billing rates between urban and rural areas of Australia is that as the 
doctor supply (in urban areas) increases, a variety of competitive activities, including 
bulk billing, are undertaken12.. Some studies in Australia have showed that doctors tend 
to use bulk billing more frequently for socioeconomically disadvantaged groups and 
frequent users11,13. The longitudinal study will be well placed to monitor the 
effectiveness of new programs aimed at improving the access to health care services of 
people living in rural and remote areas of Australia. 
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