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Foreword

The English philosopher Sir Francis Bacon penned the phrase ‘Knowledge is Power’. The
absolute truth of this statement is reflected in the impact the BEACH survey has on planning
and management of primary health care in Australia.

The information provided through the continuing collection and analysis of general practice
data by BEACH has been invaluable in creating a clear picture of where, how and what type
of services are delivered by general practitioners. This research has allowed the profession to
identify and respond to trends and gaps in service delivery and monitor and regulate its own
performance. It is a reliable and renowned tool in the kit bag of general practice which of
necessity has to prove its central coordinating role in the health of the individual and the
nation.

Without BEACH general practitioners would be operating in a vacuum with no uniform
picture of how their consulting, prescribing and investigating and referring practices
compared to their peers. With this information available, the profession as a whole can
gauge and benchmark Australian general practice and make appropriate changes if needed.

Because knowledge is power, the Australian Medical Association believes BEACH is one of
the most important tools available to general practice and policy makers. The primary care
led model of health care delivery is patient centred, cost effective, responsive, exhibits
quality and safety in practice and is what keeps the Australian health system effective.

It is a great honour to be able to make some introductory remarks to the eighth annual report
on General Practice Activity in Australia. As a general practitioner and a past participant I
am aware of the contribution of each participant, the value of the analysis and feedback to
practices. As President of the AMA, the data collected are of tremendous value in making
and re-enforcing the reality that Australian general practice delivers. I hope this vital work
will continue unabated into the future and provide the power for effective renewal.

The 2005-06 report has made some very significant findings on general practice activity that
highlight recent successes by the profession and areas that still need work. What BEACH
provides is evidence to back up the profession’s anecdotal beliefs on what wins have been
achieved and what shortcomings exist.

General practice’s ongoing commitment to quality, safe, evidence-based prescribing is
reflected in the continual decline in the total medication rate. In particular, the rate of
prescriptions has fallen by almost 13% between 1999-00 and 2005-06. Contributing to this is
a combination of general practitioners embracing ongoing education, providing non-
pharmacological interventions to patients, and having a historical record of prescription
decisions provided by BEACH.

Other findings will strengthen the profession’s resolve to address problem areas that centre
on workforce shortages and patient access to care.

Over recent years it has been increasingly difficult to provide after-hours care to patients.
This is due to a number of factors including the growing demands on the general practice
workforce, reduced participation rates in the workforce, safety issues, and lifestyle
requirements of all doctors. This has led to the declining sustainability of after-hours
services. BEACH has tracked the decline in GPs providing their own or cooperative after-
hours care and this continued in 2005-06. Having these data strengthens arguments that



more must be done to support modern general practice to provide around the clock medical
care without risk to GPs” health, safety or business.

GPs are spending more of their time caring for older patients. An increasing proportion of
encounters are with patients aged 45 years and over. This group of patients is more likely to
have multiple, chronic and complex illnesses and will benefit from spending more time with
their doctor. This is reflected in the growing management rates of chronic conditions
reported by BEACH since 1999-00. Our health system needs to recognise this change and
adapt to ensure older Australians receive the care they need and deserve, by doctors
working with teams, where many disciplines are brought together to care for patients in
collaboration, in a suitable setting recognising the importance of these patients.

The health profession relies on evidence to support calls for improvements in service
delivery. BEACH is a definitive source of this evidence for general practice.

I commend all those who contributed to this report, both BEACH staff and GPs who gave of
their time to the survey. I encourage GPs to continue to be involved in this crucial work.

Dr Mukesh Haikerwal

President

Australian Medical Association
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Executive summary

In describing the health of the Australian community, mortality statistics and hospital
statistics are important markers of population health. However, although the majority of the
population do not die or have a hospital stay in any given year, most people do see their
general practitioner (GP) —about 85% of the 20.3 million people in Australian visit a GP at
least once in any year. BEACH data suggest that in the 12 months 2001-02, people in
Australia spent on average 83 minutes with a GP per head of population. This compares
with about 56 minutes per head in New Zealand and about 30 minutes in the United States
during the same period. The extent to which this affects health outcomes for the populations
is as yet unclear. However, considering this high use of general practice care, information
about the problems dealt with and how they are managed by GPs is essential.

General practitioners are the first port of call in the Australian health care system. They act as
gatekeepers to the secondary and tertiary sectors, and in 2005 conducted more than 90
million consultations, most of which were claimed through Medicare (a national health
insurance system). The BEACH (Bettering the Evaluation And Care of Health) program
provides information about the content of these GP-patient encounters and of the services
and treatments provided by GPs to the Australian community.

BEACH is a continuous national study of general practice activity that began in April 1998.
It is the only continuous randomised study of general practice activity in the world, and the
only national program which provides direct linkage of management actions (such as
prescriptions, referrals, investigations) to the problem under management.

This report provides an overview of results from the eighth year of the program (April 2005
to March 2006). It also investigates changes in morbidity and management demonstrated
over the last seven years. Summaries of results for each of the past five years are provided in
Appendix 4.

The report provides a timely opportunity to measure the impact of practice nurses on
general practice clinical activity since the introduction of specific Medicare item numbers in
late 2004 for some defined activities by practice nurses. Practice nurse activity was recorded
for the first time in 2005-06, the BEACH encounter form having been altered to capture this
information. In summary: multiple item numbers (up to 3) could be recorded; and a tick box
was added to the other treatments section to indicate that the practice nurse had provided
the treatment. General practice clinical activity reported here includes that provided by the
practice nurse. However, sections of the report also specifically describe the activities of
these nurses and consider the implications of this work on the clinical activities of the
general practitioners.

The BEACH program relies on the cooperation of randomly selected GPs across the country.
Each completes details for 100 consecutive GP-patient encounters on structured paper
encounter forms (Appendix 1). They also provide information about themselves and their
practice (Appendix 2). About 1,000 GPs participate in BEACH each year and the sample is
ever-changing. Participants gain points towards their quality assurance requirements for
continued vocational registration.

The sample frame for the study is all vocationally registered GPs who claimed at least 375 A1
Medicare items of service from Medicare Australia in the most recent data quarter. The
Australian Government Department of Health and Ageing draws the GP samples from
Medicare claims data. The GPs are approached by letter with telephone follow-up.
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In the 2005-06 BEACH data year, 1,017 GPs (representing 31.1% of those who were contacted
and were currently practising in Australia) provided details for 101,700 encounters. Results
are reported in terms of GP and patient characteristics, patient reasons for encounter,
problems managed and management techniques used. Questions about selected patient
health risk factors were asked of a subsample of patients, and the results are included in this
publication. Abstracts for all other substudies covered in the eighth year of BEACH are
reported at <www.fmrc.org.au/publications/SAND_abstracts.htm>.

This report provides a summary of the results for BEACH 2005-06 (Chapter 2) and these
results are compared with data from the previous seven years to assess changes over time
(Chapter 3). The implications of some of these results are discussed in Chapter 4 and the
methods are detailed and discussed in Chapter 5.

The GPs who participated in BEACH 2005-06 were found to be largely representative of all
GPs in the original sample frame. There was an under-representation of younger GPs (aged
<35 years). This could be due to the fact that over 25% of the younger GPs (compared with
less than 10% of all other ages) drawn in the sample were not traceable, having moved to
other practices without a forwarding address since the time the sample was drawn.

The raw encounter data were weighted for GP age and sex to ensure any discrepancies in the
age-sex distribution of the sample were dealt with. The raw encounter data were also
weighted according to the activity level of each participating GP (as measured by the
number of Medicare items claimed) to ensure each set of 100 encounter forms represents the
relative contribution of each participating GP to the total encounters across the country. As
has been the case in previous years, the final sample of GP-patient encounters demonstrated
excellent precision in representing the age-sex distribution of patients for all Medicare-
claimed A1 items of service.

The feminisation and ageing of the GP workforce continues. In 2005-06 more than one-third
(37%) of BEACH participants were female. Four in ten participants were aged 55 or more
years, an increase of about 50% since 1999-00. The decrease in the number of clinical sessions
worked per week detected over recent years appears to have steadied, the 2005-06 results
aligning broadly with those of the previous year. The decrease in the likelihood of GPs
providing their own or cooperative after-hours care of their patients continued in 2005-06, so
that now more than half rely on deputising or emergency services.

The significant move away from solo practice reported in 2004-05 appears to have stabilised
with approximately 12-13% of participants in each of the last two years being solo
practitioners. The proportion of participants working in larger practices of five or more GPs,
which increased dramatically between 1999-00 and 2003-04, has since then remained
relatively constant at about 52%.

The proportion of participants who gained their primary medical degree in Australia sits at
about 70% but overseas graduates from Asia, Europe and Africa make up an increasing
proportion of the general practice workforce. The proportion of GPs who reported being
Fellows of the RACGP (41%) aligned with last year’s result, being an increase of about 25%
since 1999-00 (31%).

Last year we found there had been an increase between 1998-99 and 2004-05 in the
proportion of Medicare encounters claimed as long consultations. This year the rate did not
differ from that found in 1999-00. However, there have been many changes in Medicare
items claimable by GPs over the last few years. Addition of new item numbers means that
some of the more complex consultations are now claimed under specific chronic disease
management item numbers, and this influences the number of claims for long surgery
consultations.
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In the subsample study of 32,489 encounters that included start and finish times for A1l
Medicare-claimable encounters, there was no significant change in length of consultation
(mean 14.9 minutes, median 13 minutes) since it was first measured in 2000-01 (14.8, 13
minutes).

The distribution of the GPs” workload across patient age groups is changing, with a
decreasing proportion of their encounters being with patients aged less than 45 years. There
were about 3 million fewer encounters with children (<15 years) and 5.8 million fewer with
people of 15-44 years in 2005-06 than in 1999-00. An increasing proportion of encounters
were with older patients (particularly those aged 75 years or more) and ‘baby boomers’,
currently aged 45-64 years.

Between 1999-00 and 2001-02 there was a significant increase in the proportion of
encounters with patients who hold a Commonwealth concession card, but since then the
proportion has remained relatively constant at about 42%.

As in the past, the majority of patients present with only one reason for encounter (RFE), but
there has been an increase in the rate of RFEs of a general nature, of those associated with the
endocrine/metabolic system and of the male genital system, with fewer of a respiratory and
neurological nature. Visits to obtain the results of tests and investigations continued to
increase although growth appears to have diminished.

In light of the changing age distribution of the patients encountered, it is surprising there has
not been an increase in the number of problems managed at the encounter. It has remained
steady at 146 problems per 100 encounters. However, as in previous years, there was a
significant increase in the overall management rate of chronic problems from 1999-00 to
2005-06. More specifically, there have been increases in management rates of specific types
of chronic conditions including hypertension, diabetes, lipid disorders, osteoarthritis and
oesophageal disease, which may reflect the morbidity of the ageing patient population.

In 2005-06, upper respiratory tract infection (URTI) remained the second most common
problem managed in general practice, a position it has held since problem management rates
were first measured in the Australian Morbidity and Treatment Survey 1990-91. However,
while it remains in second position, the management rate has decreased since 1999-00 in line
with the decrease in the proportion of encounters that are with children. The rate increased
marginally between 2004-05 and 2005-06, reverting to the level managed in 2002-03. This
could represent a higher incidence of URTI in the community in 2005-06 than in the previous
year. The management rates of other acute respiratory conditions (including acute bronchitis,
allergic rhinitis and sinusitis) have also decreased since 1999-00.

As previously mentioned, there has been an increase in the rate at which patients present to
their GP for results of tests and investigations. In parallel, the rate at which GPs record “test
results’ as the problem being managed also increased significantly. Considered in
combination with the decreasing number of encounters where the patient was not seen (e.g.
telephone encounters, provision of repeat prescription) it would appear that patients are
being asked more often to return to the surgery in person to receive results and that many of
these results are found to be clear, so that no diagnostic label is provided by the GP.

In 2005-06 at least one management action was recorded by the GP for 86% of the problems
managed. At least one medication was prescribed, supplied or advised (most commonly
prescribed) for over half the problems managed. GPs used at least one form of counselling
and/or advice in the management of about one in five problems and undertook at least one
procedure for one in ten problems managed. Only about 11% of patients were referred
elsewhere for their problem, and most of these referrals were to specialists. Ordering of tests

xiii



and investigations was more likely than referral. For 18% of problems the GP placed orders
for tests, by far the majority being for pathology tests.

Some of these management activity patterns have altered since 1999-00. The total medication
rate (prescribed, supplied and advised for over-the-counter purchase) decreased by about
5%. The decline has been greatest in the rate of prescriptions, which fell by almost 13%, from
94 prescriptions per 100 encounters in 1999-00 to 86 per 100 in 2005-06. Although a 13% fall
may not seem large, if this change is extrapolated to general practice across Australia it
represents an average annual national decrease of 2.4 million prescriptions (i.e. there being
an estimated 14.3 million fewer prescriptions given by GPs in 2005-06 than in 1999-00). Note
that this is a decrease in the number of occasions a prescription is written and does not
consider the number of repeats involved or whether the prescription was filled. Reasons for
this decrease may be a combination of wider availability of some medications for over-the-
counter purchase, the increasing polyvalence of some medications, and broadening of some
government initiatives in terms of free supply of selected vaccines.

The decreasing prescription rate was not consistent across all drug types. The largest
decreases were seen in the prescribing of celecoxib (with a concomitant increase in
meloxicam), ranitidine and omeprazole (counteracted by an increase in prescriptions for
esomeprazole), diuretics (with a concomitant increase in combination ACE inhibitors and
diuretics), levonorgestrel/ ethinyloestradiol (perhaps in reaction to publicity about the
possible negative effect of hormone replacement therapy in menopause), and salbutamol
(counteracted by an increase in prescriptions for fluticasone/salmeterol combination). The
overall rate of antibiotic prescribing has not changed significantly since 2001-02 but the
prescribing rate of the antibiotics amoxicillin and cephalexin also continued to increase.

It is worth noting that the extent to which GPs are providing medication directly to the
patient is increasing. The types of medications supplied include vaccines (reflecting changes
in the supply chain for vaccines, such as the meningococcal vaccine) and relatively high
direct supply rates of meloxicam, esomeprazole, paracetamol and celecoxib.

Provision of clinical treatments such as advice, education and counselling form an essential
part of general practice activity. Last year we reported a steady increase in the rate of clinical
treatments given by GPs between 1998-00 and 2004-05. In 2005-06, recorded clinical
treatments given by either the GP or the practice nurse at the encounter, decreased by 25% in
a single year. This result suggests there were about 10 million fewer clinical treatments given
by GPs in 2005-06 than in 2004-05, and about 6 million fewer than in 1999-00.

The decrease was reflected in various specified types of treatments. General advice and
education decreased from 7.0 per 100 encounters in 2004-05 to 4.8 per 100 in 2005-06. Advice
and education about medication more than halved over the same period. Significant
decreases were also demonstrated in the rates of advice and education about nutrition and
weight, counselling about exercise, and advice and education about the treatment being
provided. A decrease did not occur in the rate of psychological counselling recorded.

This sudden decrease follows the introduction of Medicare item numbers in November 2004
for some practice nurse services. It is possible that these item numbers have facilitated
increased access to practice nurses, so that practice nurses rather than GPs are taking up
responsibility for providing patients with advice and education. This relationship will be
investigated further through more complex analysis.

Procedural work done by the GPs remained at last year’s level and appear to have been
steady since 2002-03 at about 15 per 100 encounters. However, due to a rise in this rate
between 1999-00 and 2002-03, GPs would have undertaken some 900,000 additional
procedures in 2005-06 than they did in 1999-00.
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The proportion of encounters generating at least one referral increased significantly between
1999-00 and 2005-06. This suggests that in 2005-06 there were about 60,000 more encounters
at which the GP decided to refer the patient than in 1999-00. However, the total number of
referrals did not change. There was a significant increase in the referral rate to specialists and
a significant decrease in referrals to hospitals, with no measurable change in referrals to
allied health services.

The largest change in management activity over the last five years has been in the ordering
of pathology tests. GPs are now more likely to order pathology at the encounters. The
proportion of encounters generating pathology test orders increased between 1999-00 and
2005-06 from 14% to 16% of encounters. The suggested effect is an additional 5.9 million
encounters at which pathology was ordered in 2005-06 than five years ago in 2001-02. The
effect on total test ordering is that GPs ordered about 25% more tests (or batteries of tests)
per 100 encounters in 2005-06 (38.6 per 100 encounters) than in 2001-02 (31.0 per 100).
Previous research has demonstrated that in the late 1990s an increase in pathology test
ordering was due not to increased likelihood of testing but to increased numbers of tests
ordered at any one time. It appears this is no longer the case; the data suggest that the
number of tests ordered when the decision to order has been made has settled at an average
of two per problem tested.

There has also been an increase in the likelihood of GPs ordering imaging tests. In 2005-06
GPs ordered imaging tests at a rate of 8.8 per 100 encounters compared with 7.4 per 100 in
1999-00. This change was apparent in the ordering rates of ultrasound and computerised
tomography.

There were 1,696 practice nurse Medicare items recorded in BEACH, the majority (79.5%) for
the provision of immunisations and a further 30% for wound treatment.

At least one practice nurse activity was recorded at 4,013 encounters —3.9% of all encounters.
They were involved in the management of 2.8% of all problems managed by the
participating GPs. Total other treatments given by practice nurses represented 9.0% of all
other treatments recorded at BEACH encounters. The majority (95.2%) of the practice nurse
activity was procedural in nature. These procedures represented almost a quarter (22.7%) of
all procedures recorded. In contrast, practice nurses undertook less than 1% of all clinical
treatments (such as advice, education and counselling) recorded.

Injections represented 40% of procedures recorded (mainly for immunisations) and a further
23.2% were dressing/ pressure/compression/tamponade procedures. General
advice/education was the most common clinical treatment recorded (17.1% of the clinical
treatments provided by the nurse) followed by counselling about the problem under
management (16.7%).

Treatments provided by a practice nurse were most often in the management of
immunisation (30.2% of all problems managed with involvement of a practice nurse),
followed by chronic skin ulcer (6.7%) and laceration/cut (6.3%).

The patient risk factors of smoking, BMI and alcohol intake are investigated for a subsample
of patients. There were no significant changes between 2001-02 and 2005-06 in the
proportion of adults who were overweight, the proportion of adults who were obese, the
proportion of adults who were underweight, the proportion of children who were
overweight or obese, the prevalence of current daily smoking among adults, and the
proportion of adults who reported consuming alcohol at “at risk” levels.
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1 Overview

This publication is the eighth annual report of the BEACH (Bettering the Evaluation And
Care of Health) program, a continuous national study of general practice activity in
Australia. It provides results for the period April 2005 to March 2006 inclusive, using details
of 101,700 encounters between general practitioners (GPs) and patients (about a 0.11%
sample of all general practice encounters) from a random sample of 1,017 practising GPs
across the country. It also reports changes that have occurred in this activity since 1999.

The BEACH program is conducted by the Australian General Practice Statistics and
Classification Centre (AGPSCC). The AGPSCC is a collaborating unit of the Family Medicine
Research Centre at the University of Sydney and the Australian Institute of Health and
Welfare (AIHW). BEACH is currently supported financially by government instrumentalities
and private industry.

The BEACH program is unique. It is the only continuous randomised study of general
practice activity in the world, and the only national program that provides direct linkage of
management actions (such as prescriptions, referrals, investigations) to the problem under
management. It began in April 1998 and the BEACH database now includes information for
more than 800,000 encounters from 7,991 participants representing more than 6,500
individual GPs.

GPs provided by far the majority of the 90+ million non-specialist services paid by Medicare
in 2005-06, at an average rate of 4.5 visits per person per year.! BEACH provides knowledge
of the content of these encounters and of the services and treatments they provide by giving
an important insight into the health of a large proportion of the community.

1.1 Background

In describing the health of the community, mortality statistics and hospital statistics are
important markers of population health. However, most people do not die and most do not
have a hospital stay in any given year. In contrast, about 85% of the Australian population
visit a general practitioner (GP) at least once in any year. BEACH data suggest that in the
12 months 2001-02, people in Australia spent on average 83 minutes with a GP per head of
population. This compares with about 56 minutes per head in New Zealand and about

30 minutes per head in the United States during the same period.2 The extent to which this
affects health outcomes for the population cannot be measured. However, considering the
emphasis on primary health care in Australia, information about the clinical activities of GPs
provides a far broader indication of the health and morbidity of the population than
mortality statistics and hospital admissions alone.

In 2005 the population of Australia was 20.3 million people. In 2002-03, national expenditure
on health was 9.7% of gross domestic product, with governments funding over two-thirds of
the $78.6 billion total health expenditure.3

e  General practitioners (GPs) are the first port of call in the Australian health care system.
They act as gatekeepers to the secondary and tertiary sectors, and in 2005 conducted
more than 90 million consultations, most of which were claimed through Medicare.

e In 2003 in Australia there were 51,819 medical practitioners working as clinicians, of
whom 42% were primary care providers.4



There were 110 practising primary care practitioners per 100,000 people in Australia in
2003. Together they made up 100 full-time equivalents (based on a 45 hour working
week) per 100,000 population.*

- 80% of these were recognised general practitioners and 20% were other primary
care medical practitioners.>

By far the majority of visits to GPs are funded through the Commonwealth Medicare
Benefits Schedule (MBS).

In the 2005-06 financial year, there were about 90 million unreferred attendances paid
by Medicare (A1l and A2 items) at an average rate of 4.5 GP visits per person.! This
equates with approximately 250,000 visits per day, every day of the year.

In 2005 the primary cost to Medicare for GP services (Al and A2 items) was over
$3 billion.!

Until 2004 Medicare covered 85% of the government schedule consultation fee.® Some
patients were not charged the additional 15% of the fee, the GPs accepting the Medicare
payment as total payment. Others were charged the difference between the Medicare
payment and the government schedule fee. Still others may pay more for these services.
From January 2005 Medicare covered 100% of the schedule consultation fee for general

practice services.”

e  From March 2004 the safety threshold for couples and families was extended to cover

80% of out-of-pocket expenses for out-of-hospital medical treatments once the threshold

was reached.8

e From 1 February 2004 Medicare payments to the GP were increased for all bulk-billed
(direct to Medicare) consultations with patients who were aged less than
15 years and for those holding a Commonwealth concession card.?

Such changes in policy may affect attendance rates for some sectors of the community and in

turn this may affect the types of problems managed by GPs and the management of these
problems. The BEACH program can readily measure such effects.

1.2 The BEACH program

In summary, the BEACH (Bettering the Evaluation And Care of Health) program is a
continuous national study of general practice activity in Australia. It uses details of about
100,000 encounters between GPs and patients (about a 0.11% sample of all general practice
encounters) from a random sample of approximately 1,000 recognised practising GPs from

across the country. A full description of the BEACH methods is provided in Chapter 5 of this

report.

A random sample of GPs who claimed at least 375 general practice Medicare items of service

in the previous 3 months is regularly drawn from Medicare Australia data by the Primary
Care Division of the Australian Government Department of Health and Ageing. GPs are
approached by letter and followed up by telephone recruitment. Each participating GP
completes details for 100 consecutive GP-patient encounters on structured paper encounter
forms (Appendix 1). They each also provide information about themselves and their major
practice (Appendix 2).



Aims
The BEACH program has three main aims:

e to provide a reliable and valid data collection process for general practice which is
responsive to the everchanging needs of information users

*  to establish an ongoing database of GP-patient encounter information

e to assess patient risk factors and health states, and the relationship these factors have
with health service activity.

Current status of BEACH

BEACH began in April 1998 and is now in its ninth year. The database for the first 8 years
includes data for approximately 800,000 GP-patient encounters from more than 7,000
participating GPs. Each year the AGPSCC publishes an annual report of BEACH results
through the Australian Institute of Health and Welfare. This publication reports results from
the previous BEACH data year (April 2005 to March 2006) on a national basis to provide an
overview of general practice activity.

Other reports use the database for secondary analyses of a selected topic or for a specific
research question. The most recent examples are a comparative study of general practice
activity in each of the states and territories of Australial® and a comparative study of activity
in rural and metropolitan areas of Australia.!? These and other BEACH reports can be
downloaded from <www .fmrc.org.au/publications/> (go to Books —General Practice Series)
or from < www.aihw.gov.au/ publications/index.cfm/subject/19>.

The advantages of BEACH

BEACH tells us about what happens at clinical encounters between patients and GPs. It tells
us about the relationships between the characteristics of the GP workforce, the patients they
manage, the problems that are presented to and managed by GPs, and the treatment
provided for each problem. It also provides a reliable continuous measure of changes in
general practice since 1998.

We are often asked to outline the advantages the BEACH program has over general practice
activity data from other sources. These advantages are summarised below.

e BEACH is the only national study of general practice activity in the world that is
continuous, relying on a random everchanging sample of GPs and directly linking
management actions to the morbidity under management.

e  The sheer size of the GP sample (1,000 per year) and the relatively small cluster of
encounters around each GP provide more reliable estimates than a smaller number of
GPs with large clusters of patients and/or encounters around each participating GP.12

e  Our access to a regular random sample of recognised GPs currently in active practice,
through the Australian Government Department of Health and Ageing (DoHA), ensures
that the sample of GPs is drawn from a very reliable sample frame of currently active
GPs.

e  There are sufficient details about the characteristics of all GPs in the sample frame to test
the representativeness of the final sample and to apply post-stratification weighting to
correct for any under-representation or over-representation in the sample.



e The everchanging nature of the sample (where each GP can participate only once per
triennium) ensures reliable representation of what is happening in general practice
across the country. The sampling methods ensure that new entrants to the profession are
available for selection because the sample frame is based on the most recent Medicare
Australia data.

Where other data collection programs use a fixed set of GPs over a long period, they are
measuring what that group is doing at any one time, or how that group has changed
over time, and there may well be a “training effect’ inherent in longer term participation
in such programs. Such measures cannot be generalised to the whole of general practice.
Further, where GPs in the groups have a particular characteristic in common (e.g. all
belong to a professional organisation to which not all GPs belong; all use a selected
software system which is not used by all GPs), the group is biased and cannot represent
all GPs.

e  Each GP records for a set number of encounters (100), but there is wide variance among
them in the number of patient consultations they conduct in any one year. The DoHA
therefore provides an individual count of activity level (i.e. number of A1 Medicare item
numbers claimed in the previous period) for all randomly sampled GPs, allowing us to
give a weighting to each GP’s set of encounters commensurate with his or her
contribution to total general practice encounters. This ensures that the final encounters
represent encounters with all GPs.

e  The structured paper encounter form leads the GP through each step in the encounter,
encouraging entry of data for each element (see Appendix 1). In contrast, systems such
as electronic health records rely on the GP to complete all fields of interest without
guidance.

e The activities described in BEACH include all patient encounters, not just those covered
by Medicare.

e The medication data include all prescriptions, rather than being limited to those
prescribed medications covered by the Pharmaceutical Benefits Scheme, PBS (as are PBS
data).

e BEACH is the only source of information on medications supplied directly to the patient
by the GP, and about the medications GPs advise for over-the-counter (OTC) purchase,
the patients to whom they provide such advice and the problems managed in this
manner.

e The inclusion of other (non-pharmacological) treatments such as clinical counselling and
procedural treatments provides a broader view of the interventions used by GPs in the
care of their patients than other data sources.

e  The link from all management actions (e.g. prescribing, ordering tests) to the problem
under management provides the user with a measure of the ‘quality” of care rather than
just a count of the number of times an action has occurred (e.g. how often a specific drug
has been prescribed).

e The use of a well-structured classification system designed specifically for general
practice, together with the use of an extended vocabulary of terms which facilitates
reliable classification of the data by trained secondary coders, removes the guesswork
often applied in word searches of available records (in free text format) and in
classification of a concept.



e  The analytical techniques applied to the BEACH data ensure that the clustering inherent
in the sampling methods is dealt with. Results are reported with 95% confidence
intervals. Users are therefore aware of how reliable any estimate might be.

e Reliability of the methods is demonstrated by the consistency of results over time where
change is not expected, and by the measurement of change when it might be expected.

A more detailed discussion of methodological issues associated with BEACH is provided in
Section 5.11. Issues surrounding future computerised data collection are discussed in
Section 1.4.

1.3 BEACH data and other national data sources

Users of the BEACH data might wish to consider the results in relation to data from other
sources. Integration of data from multiple sources can provide a more comprehensive
picture of the health and health care of the Australian community. This section summarises
the differences between BEACH and other national sources of data about general practice in
Australia.

The Pharmaceutical Benefits Scheme

Prescribed medications paid for under the Pharmaceutical Benefits Scheme (PPBS) are
recorded by Medicare Australia. The PBS data:

e count the prescription each time it crosses the pharmacist’s counter (so that one
prescription written by the GP with five repeats in BEACH would be counted by the PBS
six times if the patient filled all repeats)

e count only those prescribed medications subsidised by the PBS and costing more than
the minimum subsidy (and therefore covered by the PBS for all patients), or medications
prescribed for those holding a Commonwealth concession card or for those who have
reached the safety net threshold

e will change with each change in the PBS safety net threshold —when the threshold
increases, as it did in January 2005, fewer prescribed medications are counted in the PBS
for non-Commonwealth concession card holders!3

e have no record of the problem being managed, so that economic cost analyses must rely
on assumptions about the indication for specific drug types.

In BEACH:

e total medications include those prescribed (whether covered by the PBS for all or some
patients), those supplied to the patient directly by the GP, and those advised for OTC
purchase

e each prescription recorded reflects the GP’s intent that the patient receives the
prescribed medication and the specified number of repeats; the prescription, irrespective
of the number of repeats ordered, is counted only once

e the medication is directly linked to the problem being managed by the GP, allowing cost
analyses of pharmacological management of specific morbidity

e there is no information on the number of prescriptions not filled by the patient (and this
also applies to the PBS).



These differences influence not only the numbers of prescriptions counted but also their
distribution. For example, the majority of broad spectrum antibiotics such as amoxycillin fall
under the PBS minimum subsidy level and would not be counted in the PBS data except
where patients received the medication under the PBS because they are Commonwealth
concession card holders or had reached the annual safety net threshold. The PBS would
therefore under-estimate the number of antibiotic prescriptions filled and the proportion of
total medications accounted for by antibiotics. Changes in the minimum subsidy level (such
as the increase in 2004) make the measurement of changes in prescribing through the PBS
extremely difficult.1?

Medicare Benefits Schedule

Consultations with GPs that are paid for in part or in full under the Medicare Benefits
Schedule (MBS) are recorded by Medicare Australia.

e  The MBS consultation data provided by DoHA do not usually include data about
patients and encounters funded through the Department of Veterans’ Affairs.

e The MBS data include only those GP services that have been billed to Medicare. In
contrast, the BEACH database includes data about all clinical activities, irrespective of
who pays for them (if anyone).

e The MBS data reflect the item number charged to Medicare for a service and some
patient demographics but hold no information about the content of the consultation.

e In 2005-06, BEACH participants were able to record up to three Medicare item numbers
for each encounter. In contrast, MBS data include all Medicare item numbers claimed at
each encounter. In the BEACH data set this may result in a lower number of ‘other’
Medicare items than would be counted in the Medicare data.

In the first seven years of BEACH (1998-99 to 2004-05), participants had the opportunity
to record only one Medicare item number on each encounter form. They were instructed
to select the more general item number where two item numbers apply to the
consultation. Additional services attracting their own item MBS number (e.g. 30026 —
repair of wound) were captured in BEACH as actions recorded in other parts of the
form. This resulted in a smaller number of ‘other” Medicare items than would be
counted in the Medicare data.

e In activities of relatively low frequency with a skewed distribution across individual
GPs, the relative frequency of the event in the BEACH data may not reflect that reported
in the MBS data. For example, a study of early uptake of some enhanced primary care
items by GPs demonstrated that almost half the enhanced primary care items claimed
through the MBS came from about 6% of active GPs.1* Where activity is so skewed
across the practising population, a national random sample will provide an under-
estimate of activity because the sample reflects the population rather than the minority.

Pathology data from the MBS

Pathology tests undertaken by pathologists that are charged to Medicare are recorded by
Medicare Australia. However, this does not reflect tests ordered by the GP.

e  Each pathology company can respond differently to a specific test order label recorded
by the GP. So the tests completed by a pathologist in response to a GP order for a full
blood count may differ between companies.



e The pathology companies can charge through the MBS only for the three most expensive
tests undertaken even when more were actually done. This is called ‘coning” and is part
of the DoHA pathology payment system. This means that the tests recorded in the MBS
include only those charged for, not all those that were done.

e The effect of these factors is that the MBS pathology data include only those tests billed
to the MBS after interpretation of the order by the pathologist and after selection of the
three most expensive tests. This effect will not be random. For example, in an order for
four tests to review the status of a patient with diabetes, it is likely that the HbA1c test
will be the least expensive and will ‘drop off” the billing process because of coning. This
results in an under-estimate of the number of HbA1c tests being ordered by GPs.

e Pathology MBS items contain pathology tests that have been grouped on the basis of
cost. An MBS item may not therefore give a clear picture of the precise tests performed.

In BEACH, the pathology data:
e include details of pathology tests ordered by the participating GPs

e reflect the GP’s intent that the patient should have the pathology test(s) done, so
information about the extent to which patients do not have the test done is not available
(nor is it in the MBS data)

e reflect the terms used by GPs in their orders to pathologists, and for reporting purposes
these have been grouped by the MBS pathology groups for comparability. The
distributions of the two data sets will differ, reflecting on the one hand the GP order and
on the other the MBS-billed services after coning and assignment of an MBS item
number.

Those interested in GP pathology ordering will find more detailed information from the
BEACH program in Pathology ordering by general practitioners in Australia 1998.15 A study of
changes in pathology ordering patterns between 1998-99 and 2000-01¢ is also available
through the Family Medicine Research Centre (FMRC) website
<www.fmrc.org.au/publications/> (go to Books —General Practice Series).

Imaging data from the MBS

Some of the issues discussed regarding pathology data also apply to imaging data. Although
coning is not an issue for imaging, radiologists can decide whether the test ordered by the
GP is the most suitable and whether to undertake other tests of their choosing. The MBS data
therefore reflect the tests that are actually undertaken by the radiologist, whereas the
BEACH data reflect those ordered by the GP. Those interested in GP imaging ordering
should view Imaging orders by general practitioners in Australia 1999-00,17 also available from
the Family Medicine Research Centre website.

The National Health Survey

The National Health Survey (NHS), conducted by the Australian Bureau of Statistics, can
provide estimates of the population prevalence of specific diseases and a measure of the
problems taken to the GP by people in the previous 2 weeks.

e Prevalence estimates are based on self-reported morbidity from a representative sample
of the Australian population using a structured interview to elicit health-related
information from participants.8



e Community surveys such as the NHS have the advantage of accessing people who do
not go to a GP. They can therefore provide an estimate of population prevalence of
disease and point estimates of incidence.

e  Self-report has been demonstrated to be susceptible to misclassification because of a lack
of clinical corroboration of diagnoses.?

Management rates of health problems in general practice represent GP workload for a health
problem. BEACH can be used to estimate the period incidence of diagnosed disease
presenting in general practice through the number of new cases of that disease. The
management rates of individual health problems and management actions can be
extrapolated to patient-population management rates (see Chapter 3). However, problem
management rates cannot be extrapolated to either patient-population prevalence or total
population prevalence of a disease.

The general practice patient population sits between the more clinical hospital-based
population and the general population,202! with around 85% of Australians visiting a GP at
least once in any one year (personal communication, Primary Care Division, Australian
Government Department of Health and Ageing, August 2002). Disease management rates
are a product of both the prevalence of the disease/health problem in the population and the
frequency with which a patient visits a GP for the treatment of that problem. Those who are
older and/or have more chronic disease are therefore likely to visit more often and have a
greater chance of being sampled in the encounter data. Further, some diseases require more
frequent visits, so that the specific set of problems experienced by a patient will determine
their visit frequency.

Access to BEACH data

Different bundles of BEACH data are available to the general public, to BEACH participating
organisations, and to other organisations and researchers.

Public domain

In line with standard AIHW practice, this annual publication provides a comprehensive
view of general practice activity in Australia. The BEACH program has generated many
papers on a wide range of topics available in journals and professional magazines. Appendix
3 lists all published material from BEACH.

Since April 1998, a section on the bottom of each encounter form has been used to investigate
aspects of patient health or health care delivery not covered by general practice consultation-
based information. These additional substudies are referred to as SAND (Supplementary
Analysis of Nominated Data). The SAND methods are described in Section 5.5. Abstracts of
results for the substudies conducted in the eighth BEACH year and not reported here are on
the website of the FMRC <www.fmrc.org.au/publications/SAND_abstracts.htm>. The
subjects covered in the abstracts are listed in Table 1.1 with the sample size for each topic.

Participating organisations

Organisations providing funding for the BEACH program receive summary reports of the
encounter data quarterly and standard reports about their subjects of interest. Participating
organisations have direct access to straightforward analyses on any selected problem,
medication, pathology or imaging test through an interactive web server.



External purchasers of standard reports

Non-contributing organisations may purchase standard reports or other ad hoc analyses.
Charges are available on request. The AGPSCC should be contacted for further information.
Contact details are provided at the front of this publication.

Analysis of the BEACH data is a complex task. The AGPSCC has designed standard reports
that cover most aspects of a subject under investigation. Examples of a problem-based
standard report (subject warts) and a pharmacological-based standard report (subject

allopurinol) for a single year’s data are available on <www .fmrc.org.au/purchase.htm>.

Standard reports are available for selected groups of patients (e.g. children aged less than
15 years, or all women with a cardiovascular problem, or all patients residing in New South
Wales), or a for a specific non-pharmacological management action.

Individual data analyses can be conducted where the specific research question is not

adequately answered through standard reports.

Table 1.1: SAND abstracts for 2005-06 and sample size for each

Abstract Number of Number
number Subject respondents of GPs
82 Prevalence and management of chronic pain 3,211 109
83 Prevalence and management of migraine 5,663 191
84 Menopausal status, symptoms and treatment of women aged 18 and over 1,590 106
85 Management of osteoporotic fractures in general practice patients 3,071 105
86 Diabetes Types 1 and 2 and coronary heart disease 3,099 105
87 Management of cardiovascular or diabetes related conditions 3,015 104
88 Arthritis rates and NSAID use in general practice patients 3,076 104
Estimates of the prevalence of chronic ilinesses identified as Health Priority Areas
89 among patients attending general practice® 9,156 305
Prevalence, management and investigations of chronic heart failure in general
90 practice patients 2,859 98
91 Prevalence and management of gastrointestinal symptoms 5,310 181
92 Prevalence of metabolic syndrome 5,594 193
93 Sexual dysfunction—premature ejaculation 2,186 91
94 Type 2 diabetes—investigations and related conditions 2,713 92

(@)  This is the second report on this topic, using additional data collected following publication of the previous abstract.

1.4 Future options for national representative data
collection from general practice

The BEACH program is currently a paper-based data collection program. It is labour-

intensive for the GPs and for secondary data entry by the research team. Further, the
introduction of practice nurse item numbers and the growing role and number of practice
nurses in general practices means that some of the work undertaken by GPs in the past will
increasingly be transferred to practice nurses who are not completing BEACH forms. We
therefore believe that a move to national electronic data collection systems will be essential in

the future.



Requirements for electronic data collection

The structure of electronic clinical systems varies, as do the coding and classification systems
used in each. National electronic data collection will require:

the development and full adoption of a standardised minimum data set.

During 2005 we developed a minimum data set for the Electronic Communication
Working Group of the General Practice Computing Group. The project was conducted
under the auspice of the RACGP with funding from DoHA. This was one of a series of
projects designed to improve inter-operability of GP computer systems and to improve
communication between systems by standardising data elements and database systems.

This project developed a minimum set of data items necessary for reporting from GP
computer systems. The data items were derived from established reporting data sets
used in general practice in Australia including the Australian Childhood Immunisation
Register, the Enhanced Divisional Quality Use of Medicines Program, BEACH and the
Cardiab data sets. Although these data items were derived from reporting sets, all the
data items have relevance to the clinical activities of general practitioners. After
consultation it was decided to format the minimum data set in the National e-Health
Transition Authority (NeHTA) format to facilitate use in other related projects. Research
was undertaken to elicit standardised data definitions based on commonly used
definitions relevant in the context of general practice.

The final minimum data set comprises 90 data elements and includes data groups of
logically associated items and a linkage diagram to specify required linkages between
data items. The report ‘General practice EHR and data query minimum data set’ is
available on the web at <www.gpcg.org.au/index.php?option=com_content&task=view
&id=41&Itemid=54>.

We believe that the work already done on this minimum data set is extremely valuable
and that the investment should be built on. The minimum dataset would provide an
excellent platform for standardising the data set available in every software system, to
provide standard electronic data reporting to national data collection programs.

However, the minimum data set has not been incorporated into GP software and it
appears unlikely to be adopted unless adequate incentives are in place.

the adoption of standard coding and classification systems in all GP electronic clinical
systems and uniform application of these within the clinical software.

Currently there are about 12 software providers in Australia with finished product
clinical systems being used in general practice that utilise the ICPC-2 PLUS,22 an
interface terminology classified to the International Classification of Primary Care
(Version 2) (ICPC-2). ICPC-2 PLUS allows speedy classification of “problems managed’
data (and in some systems, presenting symptoms) to the international standard for
classification of data collected in general practice, ICPC-2.2 This is the same coding and
classification system used in BEACH (see Section 5.8 Classification of data). However,
the major software provider in Australia does not use ICPC-2 for the classification of any
data.

ICPC-2 and the PLUS terminology can be used for many other aspects of the patient
record, including clinical treatments (such as counselling), diagnostic and therapeutic
procedures, referrals, pathology and imaging tests ordered. Generally, the software
providers do not offer or do not encourage their use for these data.
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It has been proposed that the Systematized Nomenclature of Medicine Clinical Terms
(SNOMED CT) terminology?* could be used in the Australian setting as a standardised
terminology across all sectors of health care. NeHTA has recently signed a national
licence for the use of SNOMED CT. Before the implementation of a standard
terminology, considerable work has to be done to ensure that the terminology can
integrate with other terminologies and classifications already in use in Australia through
the introduction/implementation of maps to and from SNOMED CT.

Pharmaceuticals also need to be coded and classified. Currently NeHTA is developing
the Australian Medicines and Devices Terminology as a national standard linked to the
SNOMED CT terminology. This system is due to become available in 2007, but
implementation across all IT systems in the health sector may take years.

e resolution of privacy and confidentiality issues.

Electronic download of patient data from GP electronic health records (EHRs) software
has become a contentious issue for both professionals and consumers. The lack of
adequate privacy and ethical controls in the private sector has contributed to the
decision to review the National Health and Medical Research Council (NHMRC)
Guidelines for Research and to the Law Reform Commission’s review of the Privacy Act.

Consumer and professional concerns need to be addressed even where data collections
occur under the auspices of statutory authorities such as the AIHW.

Passive data collection

Passive data collection is where data is drawn by automatic download from general practice
EHRs.

Many people have suggested that with the increased GP uptake of electronic prescribing
systems or full clinical systems (i.e. EHRs) data can be drawn directly from the GPs’ clinical
computers. Some also suggest that patient-based longitudinal data could be gained by such
means. This is being done in some divisions of general practice for such projects as the
Enhanced Divisional Quality Use of Medicine’s program, but obtaining reliable data at the
national level for all data elements collected in BEACH presents a major challenge.

To obtain a national random sample of practising GPs, each GP must have an equal chance
of selection and this is not possible until all GPs are using EHRs. With the recognised
variance between GPs? it is likely that those who do not have EHRs differ from those who
do. Sampling from only those GPs with EHRs would therefore give a biased national result.

Passive data collection also requires complete records with valid data in all compulsory
fields. Proposals to randomly sample current EHRs are based on an assumption that all of
the GPs (and the practice nurses) enter all of the required data, all of the time, for all
patients —that is, that they are virtually paperless. Many GPs currently have electronic
prescribing systems available but not full EHRs, or they use their EHRs for prescribing only
(see Chapter 2). Henderson et al. recently published a more detailed analysis of the BEACH
data demonstrating the extent to which individual GPs use their computers for clinical
purposes. This study demonstrated that only about one in five GPs used all the functions
that would be required to collect the BEACH data set and submit it electronically to the
Centre.?
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Active electronic data collection

Active electronic data collection requires participants to manually enter all compulsory data
into an electronic data collection tool (e.g. an Internet-based data collection form).
Information would not be extracted from existing electronic records.

A longitudinal crossover study by the FMRC, commissioned by the RACGP and the Western
Sydney Division of General Practice in 2001, demonstrated that using a purpose-built data
collection software module on the GPs” desktops resulted in low compliance by the GPs and
poor data quality with much less data recorded than in the paper-based BEACH collection.
The results of this study clearly indicated that any active data collection program must use
software that is integrated with, and automatically uses data already in, the GPs” EHRs.2

Ways we could move forward

The methodological studies leading up to BEACH and the BEACH program itself have
demonstrated that it is not necessary or practical to collect all of the data for all of the
patients all of the time to gain a reliable national picture of GP activity.

Electronic data collection (PC or web-based), in which randomly sampled GPs record data
for all the necessary BEACH data elements for a sample of patients —on computer instead of
paper — could be introduced as a process integrated with GPs” desktop EHR software. The
relevant data already recorded in the EHR could be transferred to a “plug in” data collection
tool. Such a process has been used in a limited way in the National Primary Care
Collaboratives Program. At the end of the encounter any BEACH data fields that remain
empty could be highlighted for the manual addition of information where required.

This method would mean that a GP only had to provide complete data for a sample of
encounters, as is the case with the current BEACH program. However, the issues of
standardised coding and classification system still apply in this model —standards will still
be needed.

This approach could provide a way forward. When such a system proves reliable (as tested
against parallel BEACH paper-based data), and random sampling is possible (when all GPs
are using EHRs) paper-based data collection could be phased out. A move to passive data
collection can be made once all GPs use complete EHRs and as standards are implemented
and rigorously applied in all clinical systems.

However, for both options, the same methodological rigour should be applied as was the
case in the development of the BEACH paper-based collection systems over a period of 25
years. The BEACH instrument and methodology provide an excellent jumping-off point for
developing any future electronic data collection from general practice.
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2 Annual results BEACH 2005-06

This chapter provides a summary of the annual results from the eighth year of the BEACH
program —data collected between April 2005 and March 2006. The methods are only
summarised in this chapter. For those wanting more detailed explanation, a full description
of the BEACH methods and a discussion of methodological issues are provided in Chapter 5.

2.1 The sample

The sample frame

A random sample of general practitioners (GPs) who claimed at least 375 general practice
Medicare items of service in the previous 3 months is regularly drawn from Medicare
Australia data by the Primary Care Division of the Australian Government Department of
Health and Ageing (DoHA) (see Chapter 5).

Response rate

Contact was attempted with 3,620 GPs—9.8% could not be contacted. The majority of these
had moved, retired or died and were untraceable. It is notable that of GPs approached who
were aged less than 35 years, 27.5% were no longer at that practice and could not be traced.
These would largely be registrars moving through practices during training. In contrast,
8.4% of GPs aged 35 years and over were not traceable.

The final participating sample consisted of 1,017 practitioners, representing 31.1% of those
who were contacted and available, and 28.1% of those with whom contact was attempted
(Table 2.1). Methodological issues related to the response rate are discussed in Section 5.11.

Table 2.1: Recruitment and participation rates

Per cent of approached Per cent of contacts

Number (n=3,620) established (n=3,266)

Letter sent and phone contact attempted 3,620 100.0 —
No contact 354 9.8 —
No phone number 49 14 —
Moved/retired/deceased 168 4.6 —
Unavailable 66 1.8 —

No contact after five calls 71 2.0 —
Telephone contact established 3,266 90.2 100.0
Declined to participate 1,988 54.9 60.9
Agreed but withdrew 261 7.2 7.8
Agreed and completed 1,017 28.1 31.1
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Representativeness of the GP sample

Whenever possible, the study group of GPs should be compared with the population from
which the GPs were drawn in order to identify and, if necessary, adjust for any sample bias
that may have an impact on the findings of the study.

Statistical comparisons, using the chi-square statistic ()?2) (significant at the 5% level), were
made between BEACH participants and all recognised GPs in the sample frame during the
study period (Table 2.2). The GP characteristics data for BEACH participants were drawn
from the GP profile questionnaire. The DoHA provided the data for all GPs in the sample
frame, drawn from Medicare claims data.

Table 2.2 demonstrates that there were no significant differences in GP characteristics
between the final sample and all GPs in the sample frame, in terms of sex, place of
graduation and distribution across RRMA classes. However, participants were significantly
older and differed in their state distribution when compared with the total sample. The
under-representation of young GPs has been experienced through most years of the BEACH
program and could to a large degree be due to the fact that more than 25% of those drawn in
the sample were not traceable, having moved on to other practices since the sample draw.

Data on the number of Medicare Al items of service claimed in the previous quarter were
also provided by DoHA for each GP in the original sample, but not for all GPs in the sample
frame. These data showed there was no significant difference (p=0.75) in the mean number of
Al items claimed by GPs in the final BEACH sample (1,300 claims for the quarter) and
among those GPs who declined to participate (1,309 for the quarter) (results not tabulated).

Table 2.2: Comparison of BEACH participants and all active recognised GPs in Australia

BEACH®® Australia®®
Per cent Per cent

Variable Number of GPs Number of GPs
Sex (x°=2.45, p=0.12)

Males 639 62.8 11,500 65.2

Females 378 37.2 6,128 348
Age (x°=36.2, p<0.0001)

<35 47 47 1,693 9.6

35-44 223 22.3 4,253 241

45-54 342 34.2 5,932 33.6

55+ 387 38.7 5,770 32.7
Place of graduation (X2=0.01, p=0.93)

Australia 728 72.0 12684 71.9

Overseas 283 28.0 4964 28.1

(continued)
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Table 2.2 (continued): Comparison of BEACH participants and all active recognised GPs in
Australia (the sample frame)

BEACH®® Australia®®
Per cent Per cent
Variable Number of GPs Number of GPs
State (x°=26.9, p<0.001)
New South Wales 407 40.0 5,997 34.0
Victoria 193 19.0 4,389 24.9
Queensland 197 19.4 3,287 18.6
South Australia 77 7.6 1,480 8.4
Western Australia 88 8.7 1,619 9.2
Tasmania 26 2.6 480 2.7
Australian Capital Territory 21 2.1 278 1.6
Northern Territory 8 0.8 118 0.7
RRMA (x*=3.8, p=0.70)
Capital 702 69.1 11,743 66.5
Other metropolitan 69 6.8 1,369 7.8
Large rural 58 5.7 1,109 6.3
Small rural 61 6.0 1,161 6.6
Other rural 113 111 1,988 11.3
Remote centre 5 0.5 125 0.7
Other remote 8 0.8 153 0.9

(@)  Missing data removed.
(b) Data drawn from the BEACH GP profile completed by each participating GP.

(c)  All GPs who claimed at least 375 A1 Medicare items during the most recent 3-month Medicare Australia data period. Data
provided by the Primary Care Division of the Australian Government Department of Health and Ageing.

Note: RRMA—Rural, Remote and Metropolitan Area classification.

Weighting the data

Activity weights: In BEACH each GP provides details of 100 consecutive encounters. There
is considerable variation in the number of services provided by different GPs in a given year.
Encounters were therefore assigned an additional weight that was directly proportional to
how busy the recording GP was. GP activity level was measured as the number of Medicare
Al items claimed by the GP in the previous 12 months (data supplied by DoHA).

Age-sex weights: In most years, including 2005-06, BEACH has had an under-
representation of young GPs. In order to achieve comparable estimates and precision, we
applied GP age-sex and activity level weights to the 2005-06 data in post-stratification
weighting, as we have done in previous years.

Total weights: The final weighted estimates were calculated by multiplying raw rates by the
GP age-sex weight and the GP sampling fraction of services in the previous 12 months. Table
2.3 shows the precision ratio calculated before and after weighting the data.
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Representativeness of the final encounter sample

BEACH aims to gain a representative sample of GP-patient encounters. To assess the
representativeness of the final weighted sample of encounters, the age-sex distribution of
patients at BEACH A1 Medicare-claimable encounters was compared with that of all
encounters claimed in the 2005-06 study period (data provided by DoHA) as Medicare Al
items of service.

As shown in Table 2.3, there is an excellent fit of the MBS and BEACH age and sex
distribution both with and without weighting, with no age-sex category varying by more
than 10% from the population distribution. The range of raw precision ratios (0.9-1.1)
indicates that the BEACH sample of encounters is a good representation of Australian
GP-patient encounters. After weighting, the precision ratios improved slightly in some
aspects, but remained within the 0.9-1.1 range.

Table 2.3: Age-sex distribution of patients at BEACH and MBS A1 services

BEACH® Australia® Precision ratios
Variable Number  Per cent Per cent Raw®  Weighted®
Male
<1 year 1,030 1.3 1.2 0.9 0.9
1-4 years 2,061 2.5 2.7 1.1 1.1
5-14 years 2,607 3.2 3.5 1.1 1.0
15-24 years 2,670 3.3 3.4 1.0 0.9
25-44 years 6,792 8.4 8.9 1.1 1.0
45-64 years 9,160 1.3 11.7 1.0 1.0
65-74 years 4,437 5.5 57 1.0 1.0
75+ years 3,831 4.7 4.9 1.0 1.0
Female
<1 year 903 1.1 1.0 0.9 1.0
1-4 years 1,743 2.1 2.4 1.1 1.1
5-14 years 2,490 3.1 3.3 1.1 1.0
15-24 years 5,084 6.3 5.9 0.9 1.0
25-44 years 12,620 15.5 14.8 1.0 1.0
45-64 years 13,505 16.6 15.5 0.9 1.0
65-74 years 5,590 6.9 6.7 1.0 1.0
75+ years 6,705 8.3 8.4 1.0 1.1

(a) Unweighted data, A1 items only, excluding encounters with patients who hold a DVA Repatriation health card.

(b)  Data provided by the Primary Care Division of the Australian Government Department of Health and Ageing.

(c) Calculated from BEACH weighted data, excluding encounters with patients who hold a DVA Repatriation health card.
Note: A1 Medicare services—see Glossary. Only encounters with a valid age and sex are included in the comparison.

The weighted data set

The final unweighted data set from the eighth year of collection contained encounters,
reasons for encounters, problems and management/treatments. The apparent number of
encounters and medications increased after weighting, whereas reasons for encounter,
problems managed, the numbers of referrals, imaging and pathology all decreased after
weighting. Raw and weighted totals for each data element are shown in Table 2.4.
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Table 2.4: The BEACH data set

Variable Raw Weighted
General practitioners 1,017 1,017
Encounters 101,700 101,993
Reasons for encounter 154,653 153,309
Problems managed 152,802 149,088
Medications 105,340 106,493
Other treatments 50,517 47,847
Referrals 12,901 12,235
Imaging 9,227 9,003
Pathology 42,854 39,357

2.2 The general practitioners
All participants returned a GP profile questionnaire, although some were incomplete. The
results are provided in Table 2.5. Of the 953 participants:

e 63% were male and almost three-quarters were 45 years or older, including almost 40%
aged 55 years or more

e more than half had been in general practice for more than 20 years

e more than half were in a practice of five or more GPs and 13% were in solo practice

e 72% of GPs had graduated in Australia

e 69% practised in capital cities

e 28% conducted some consultations in a language other than English

e  41% were Fellows of the Royal Australian College of General Practitioners

e 84% worked in accredited practices

e 60% worked in practices that employed practice nurses

e 42% spent more than 40 hours each week on direct patient care services

e nearly half had provided care in a residential aged care facility in the previous month

e onein ten had worked as a salaried /sessional hospital medical officer at some time in
the previous month

e almost half provided their own or cooperative after-hours care and half employed a
deputising service for after-hours patient care

e about one-quarter bulk-billed Medicare for all patients; 44% bulk-billed for all
consultations with pensioner/ Commonwealth concession card holders and one-third
bulk-billed for all consultations with children

e half worked in a teaching practice for undergraduates, for registrars, or for both.
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Table 2.5: Characteristics of participating GPs

GP characteristic Number® Per cent of GPs"® (n=1,017)
Sex Male 639 62.8
Female 378 37.2

Age (missing=18)

<35 years 47 4.7
35-44 years 223 223
45-54 years 342 34.2
55+ years 387 38.7

Years in general practice (missing=13)

<2 years 6 0.6
2-5 years 49 4.9
6-10 years 121 121
11-19 years 241 240
20+ years 587 58.5

Size of practice (missing=9)

Solo 132 131
2-4 GPs 355 35.2
5+ GPs 521 51.7

Practice location by RRMA (missing=1)

Capital 702 69.1
Other metropolitan 69 6.8
Large rural 58 5.7
Small rural 61 6.0
Other rural 113 111
Remote central 5 0.5
Other remote, offshore 8 0.8

Practice location by ASGC Remoteness structure (missing=0)

Major cities 733 721
Inner regional 191 18.8
Outer regional 79 7.8
Remote 8 0.8
Very remote 6 0.6

Place of graduation (missing=6)

Australia 728 72.0
United Kingdom 82 8.1
Asia 110 10.9
Europe 21 21
Africa 45 4.5
New Zealand 19 1.9
Other 6 0.6
(continued)
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Table 2.5 (continued): Characteristics of participating GPs

GP characteristic Number®  Per cent of GPs® (n=1,017)
Consult in languages other than English (missing=9) 281 27.9
<25% 211 21.0
25-50% 36 3.6
>50% 34 34
Currently in general practice training program (missing=13) 26 2.6
Department of Veterans’ Affairs registered (missing=25) 901 90.8
Fellow of RACGP (missing=9) 408 40.7
Accredited practice (missing=10) 847 84.0
Practice nurse at major practice address (missing=17) 594 59.4
Sessions per week (missing=6)
<6 per week 175 17.3
6—10 per week 715 70.7
11+ per week 121 12.0
Direct patient care hours (worked) per week (missing=34)
<= 10 hours 8 0.8
11-20 hours 96 9.8
21-40 hours 463 471
41-60 hours 383 39.0
60+ hours 33 34
Patient care provided in previous month (missing=22)
As a locum 23 23
In a deputising service 20 2.0
In a residential aged care facility 459 46.1
As a salaried/sessional hospital medical officer 96 9.7
After-hours arrangements (missing=14)
Own or cooperative 475 47.4
Deputising service 509 50.8
Bulk-billing (missing=15)
All patients 272 27.2
All pension/Commonwealth concession card holders 442 441
Some pension/Commonwealth concession card holders 226 22.6
All children 330 329
Some children 266 26.6
Selected other patients 577 57.6
Major practice a teaching practice (missing=13)
Not a teaching practice 499 49.7
Yes—for undergraduates only 240 23.9
Yes—for GP registrars only 88 8.8
Yes—for both undergraduates and registrars 177 17.6

(a) Missing data removed.

Note: GP—general practitioner; RRMA—Rural, Remote and Metropolitan Areas classification; ASGC—Australian Standard
Geographical Classification; RACGP—Royal Australian College of General Practitioners.
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Computer use at GP practices

Table 2.6 shows the proportion of participating GPs who worked in a practice in which
computers were used for each of five listed activities.

Only 5.4% of GPs worked in a non-computerised practice.

Computers were used mainly for prescribing and billing purposes.

Almost three-quarters had computers available for administrative processes.
Almost three-quarters had computers available for medical records.

More than two-thirds were in practices that had Internet and/or email available.

Table 2.6: Computer use at major practice address

Per cent of GPs Per cent of GPs with

Computer use Number (n=1,017)® computers (n=962)
Not at all 55 5.4 —
Billing 818 80.4 85.0
Prescribing 844 83.0 87.7
Medical records 744 73.2 77.3
Other administrative 742 73.0 771
Internet/email 705 69.3 73.3
Missing 19 — —

(a)

Missing data removed.

Table 2.7 lists the top ten combinations of computer use by participants” practices.

Half the GPs indicated that their practice used computers for all five listed purposes —
billing, prescribing, medical records, other administrative purposes and Internet/email.

Nearly 60% of the GPs reported computer use for both medical records and
Internet/email purposes.

Prescribing was the only use included in all of the top ten combinations.

Within other top ten combinations of purposes for computer use, billing was the second
most frequently available function, with medical records and Internet/email usage
ranking equal third.

Note these results refer to computer use at practice level. Information about reported
individual GP use of computers at the practice can be found in Henderson et al. “Extent and
utilisation of computerisation in Australian general practice” in the Medical Journal of
Australia.2
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Table 2.7: Top ten combinations of computer use for GPs

Per cent of Per cent of GPs
GPs  with computers

Combination Number (n=1,017)® (n=962)?
All five uses 521 51.2 54.2
Billing + prescribing + medical records + other administrative 70 6.9 7.3
Billing + prescribing + other admin + Internet/email 45 4.4 4.7
Billing + prescribing + medical records 39 3.8 4.1
Billing + prescribing + medical records + Internet/email 36 3.5 3.7
Billing + prescribing 21 21 2.2
Prescribing + medical records + other admin + Internet/email 18 1.8 1.9
Billing + prescribing + other administrative 17 1.7 1.8
Billing + prescribing + Internet/email 17 1.7 1.8
Prescribing + medical records + Internet/email 16 1.6 1.7

(@)  Missing data removed.

2.3 The encounters

In 2005-06 there were 101,993 encounters (weighted data) from 1,017 GPs. The content of
these encounters is summarised in Table 2.8. Reasons for encounter (RFEs) and problems
managed are expressed as rates per 100 encounters. Each management action is presented in
terms of both a rate per 100 encounters and a rate per 100 problems managed, with 95%
confidence limits.

e  On average, patients put forward 1.5 RFEs and GPs managed about 1.5 problems per
encounter (146 per 100 encounters).

e New problems accounted for nearly 40% of all problems, being managed at a rate of 57
per 100 encounters.

e  Chronic problems accounted for 35% of all problems managed at encounter.

e Medications were the most common treatment choice (71 per 100 problems managed)
and most of these were medications prescribed (rather than supplied or advised), at a
rate of 59 per 100 problems managed.

¢ (linical treatments (such as advice and counselling) were provided at a rate of 20 per
100 problem:s.

e The patient was referred for care elsewhere 8 times for every 100 problems.

e Twenty-six pathology tests were ordered for every 100 problems managed.
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Table 2.8: Summary of morbidity and management

Rate per 100 Rate per 100

encounters 95% 95% problems 95% 95%

Variable Number (n=101,993) LCL ucL (n=149,088) LCL ucL
General practitioners 1,017 — — — — — —
Encounters 101,993 — — — — — —
Reasons for encounter 153,309 150.3 1484 152.2 — — —
Problems managed 149,088 146.2 1442 148.2 — —
New problems 58,002 56.9 55.5 58.2 38.9 37.9 39.9
Work-related 2,876 2.8 2.6 31 1.9 1.8 2.1
Chronic problems 51,946 50.9 49.1 52.8 348 33.9 35.8
Medications 106,493 104.4 101.8 107.0 714 69.9 72.9
Prescribed 87,544 85.8 83.3 88.4 58.7 57.2 60.3
GP-supplied 9,950 9.8 9.0 10.5 6.7 6.2 7.2
Advised OTC 8,999 8.8 8.2 9.5 6.0 5.6 6.5
Other treatments 44,504 43.6 41.5 45.8 29.9 28.5 31.2
Clinical* 29,785 29.2 27.3 31.1 20.0 18.8 21.2
Procedural® 14,719 14.4 13.7 15.1 9.9 9.4 10.3
Referrals 12,233 12.0 11.5 125 8.2 7.9 8.5
Specialist* 2,932 2.9 2.7 31 2.0 1.8 2.1
Allied health services* 8,342 8.2 7.8 8.5 5.6 5.4 5.8
Hospital* 192 0.2 0.2 0.2 0.1 0.1 0.2
Emergency department*® 373 0.4 0.3 0.4 0.3 0.2 0.3
Other medical services* 334 0.3 0.3 0.4 0.2 0.2 0.3
Other referrals* 60 0.1 0.0 0.1 0.0 0.0 0.1
Pathology 39,358 38.6 36.9 40.3 26.4 253 27.5
Imaging 9,003 8.8 8.4 9.2 6.0 5.8 6.3
Other investigations 1,023 1.0 0.9 1.1 0.0 0.0 0.0

*

Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: LCL—Iower confidence limit; UCL—upper confidence limit; OTC—over-the-counter.

Encounter type

During the first seven years of the BEACH program, where a Medicare item number was
claimable for the encounter the GP was instructed to record only one item number. Where
multiple item numbers (for example, an Al item such as ‘standard surgery consultation” and
a procedural item number) were claimable for an encounter the GP was instructed to record
the lower of the item numbers (usually an A1l item number).

Changes to the BEACH form were made in order to capture practice nurse activity
associated with the GP-patient consultations for the 2005-06 BEACH year. One of these
changes was to allow GPs to record multiple (up to three) Medicare item numbers per
encounter.

Table 2.9 provides an overview of the MBS item numbers recorded in BEACH in 2005-06.
Overall there were 89,063 item numbers recorded. At three-quarters of encounters only one
item number was recorded.
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Table 2.9: Overview of MBS items recorded

Variable Number Per cent
Encounters at which one MBS item was recorded 67,393 75.7
Encounters at which two MBS items were recorded 20,516 23.0
Encounters at which three MBS items were recorded 1,154 1.3
Total encounters at which at least one item was recorded 89,063 100.0

Table 2.10 reports the breakdown of encounter type (by payment source, place and type)
counting a single Medicare item number per encounter (where applicable), the item number
selected being the lowest of those recorded. This provides comparable data to that reported
in previous years. This table is used as the comparison in Chapter 3.

e Direct encounters (patient was seen by the GP) accounted for 97.8% of all encounters.
e Direct encounters where no charge was made arose on average once per 200 encounters.

e About 96% of all direct encounters were claimable either through Medicare or the
Australian Department of Veterans” Affairs (DVA).

e Standard surgery consultations accounted for the majority (83.7%) of Medicare/ DVA
claimable consultations.

e Almost one in ten Medicare/DVA encounters were long surgery consultations.

e Short and prolonged surgery consultations, home visits and residential aged care
consultations were relatively rare, and encounters occurring in hospitals insignificant.

e  Encounters payable through workers compensation accounted for 2.3% of encounters.

e  Chronic disease management items, case conferences and health assessments were all
recorded rarely.

Note that encounters listed as health assessments, chronic disease management visits, case
conferences, or encounters involving incentive items or other items may have taken place
either at the GPs’ consulting rooms, or at the consulting rooms of other health professionals,
at residential aged care facilities, or at the patient’s home.

Table 2.11 provides the distribution of all Medicare item numbers recorded across Medicare
item number groups. Overall, there were 111,888 MBS item numbers recorded in BEACH in
2005-06. An average of 1.3 items was recorded at encounters where at least one MBS item
was recorded.

Surgery consultations (including short, standard, long and prolonged) accounted for three-
quarters of all MBS items recorded in BEACH. Items for surgery consultations were the most
commonly recorded type of item number, at 95.1% of the encounters where at least one item
was recorded (Table 2.11).

The second most commonly recorded were items for bulk-billed services, which accounted
for 16.9% of all items recorded. Items for hospital, residential aged care and home visits were
recorded at one in every fifty encounters. Practice nurse items were recorded at 1.5% of all
encounters (Table 2.11). Section 2.11, Table 2.47 provides a more detailed breakdown of
practice nurse item numbers.
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Table 2.10: Type of encounter

Per cent of

Rate per 100 direct Per cent of

encounters® 95%  95%  encounters  Medicare-paid

Variable Number (n=101,993) LCL UCL (n=92,617) (n=89,011)
General practitioners 1,017 — — — — —
Direct encounters 92,617 97.8 975 98.1 100.0 —
No charge 431 0.5 0.4 0.5 0.5 —

MBS items of service 89,011 94.0 934 94.6 96.1 100.0
Short surgery consultations 855 0.9 0.8 1.1 — 1.0
Standard surgery consultations 74,477 787 775 79.8 — 83.7

Long surgery consultations 8,739 9.2 8.6 9.9 — 9.8
Prolonged surgery consultations 588 0.6 0.5 0.7 — 0.7
Home visits 1,078 1.1 0.9 1.4 — 1.2
Hospital 171 0.2 0.1 0.3 — 0.2
Residential aged care facility 1,138 1.2 0.9 1.5 — 1.3
Health assessments 162 0.2 0.1 0.2 — 0.2
Chronic disease management items 258 0.3 0.2 0.3 — 0.3

Case conferences 2 0.0°7 0.0 0.0 — 0.0
Incentive payments 139 0.1 0.1 0.2 — 0.2
Other items 1,405 1.5 1.3 1.7 — 1.6
Workers compensation 2,190 2.3 21 2.5 2.4 —
Other paid (hospital, state, etc.) 995 1.1 0.6 1.5 1.1 —
Indirect encounters® 2,066 22 19 25 — —
Missing 7,310 — — — — —
Total encounters 101,993 — — — — —

(@)  Missing data removed from analysis.

(b) If the ‘Patient not seen’ box was ticked, and MBS items were recorded, the encounters were regarded as indirect encounters. Eleven of
these encounters involved chronic disease management or case conference items.

¥ Rates are reported to one decimal place. This indicates that the rate is <0.05 per 100 encounters.

Note: LCL—Ilower confidence limit; UCL—upper confidence limit; MBS—Medicare Benefits Schedule.
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Table 2.11: Medicare item number distribution across item number groups

All MBS items® At least one item recorded®

Per Per 95% 95%
Variable Number cent Number cent LCL ucL
Surgery consultations 84,659 75.7 84,659 95.1 94.5 95.6
Hospital, residential aged care and home visits 2,388 21 2,388 2.7 2.2 3.2
Health assessments 182 0.2 182 0.2 0.2 0.3
S:Srgrzgncii:re;sczg;anagement items (including 432 04 381 04 03 05
Incentive payments 146 0.1 146 0.2 0.1 0.2
Acupuncture 232 0.2 232 0.3 0.2 0.4
Bulk-billed services® 18,857 16.9 18,857 21.2 19.1 23.3
Practice nurse services 1,695 1.5 1,682 1.9 1.6 2.2
Diagnostic procedures and investigations 464 0.4 462 0.5 0.4 0.6
Therapeutic procedures 487 0.4 486 0.5 0.4 0.7
Surgical operations 1,334 1.2 1,304 1.5 1.3 1.6
Diagnostic imaging services 8 0.0 8 0.0 0.0 0.0
Pathology services 300 0.3 295 0.3 0.2 0.4
Other items 703 0.6 394 0.4 0.3 0.6
Total items 111,888 100.0 — — — —

(a) Up to 3 MBS items could be recorded at each encounter. Missing data removed from analysis.
(b) Identifies encounters where at least one item from a MBS group was recorded. Per cent base n=89,063.

(c) Includes 15 encounters with only a bulk-billing service item recorded at the encounter.

2.4 The patients

Age—sex distribution of patients at encounter

The age-sex distribution of patients at the 101,993 encounters is shown in Figure 2.1. Females
accounted for the greater proportion of encounters (56.0%). This was reflected across all age
groups except for children aged less than 15 years, and was greatest among the younger
adults (15-24 years and 25-44 years) (Figure 2.1).

Other patient characteristics

Table 2.12 provides a view of other characteristics of the patients. In summary:
* the patient was new to the practice at one in ten encounters (9.1%)

* over 40% of encounters were with patients who held a Commonwealth concession card
and 3.1% were with persons who held a Repatriation health card

* atone in ten encounters the patient was from a non-English-speaking background

* at0.9% of encounters the patient identified themselves as an Aboriginal person or Torres
Strait Islander.
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Figure 2.1: Age-sex distribution of patients at encounter

Note: Missing data removed. The distributions will not agree perfectly with those in Table 2.12 because of
to missing data in either age or sex fields.

Table 2.12: Characteristics of the patients at encounters

Per cent of encounters 95% 95%
Patient variable Number (n=101,993) ucL  ucL
Sex (Missing=788)
Males 44,486 44.0 43.2 44.7
Females 56,719 56.0 55.3 56.8
Age group (Missing=769)
<1 year 2,098 21 1.9 2.2
1-4 years 4,301 4.2 4.0 45
5-14 years 6,100 6.0 5.7 6.3
15-24 years 9,486 9.4 9.0 9.8
25-44 years 24,226 23.9 23.2 247
45-64 years 27,980 27.6 27.0 28.2
65-74 years 12,302 12.2 11.7 12.6
75+ years 14,731 14.6 13.7 154
Other characteristics
New patient to practice 9,098 9.1 8.3 9.9
Commonwealth concession card 42,983 421 40.6 43.7
Repatriation health card 3,141 3.1 2.8 3.3
Non-English-speaking background 10,000 9.8 8.2 11.4
Aboriginal person 723 0.7 0.5 0.9
Torres Strait Islander 133 0.1 0.0 0.3
Aboriginal person and Torres Strait Islander 29 0.0 — —
(a) Missing data removed.
¥ Rates are reported to one decimal place. This indicates that the rate is <0.05 per 100 encounters. The confidence interval could not be

calculated because of the small sample size.

Note: LCL—Ilower confidence limit; UCL—upper confidence limit.
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Patient reasons for encounter

International interest in reasons for encounter (RFEs) has been developing over the past three
decades. RFEs reflect the patient’s demand for care and can provide an indication of service
utilisation patterns, which may benefit from intervention on a population level.2

RFEs are those concerns and expectations that patients bring to the GP. Participating GPs
were asked to record at least one and up to three patient RFEs in words as close as possible
to those used by the patient, before the diagnostic or management process had begun. These
reflect the patient’s view of their reasons for consulting the GP. RFEs can be expressed in
terms of one or more symptoms (e.g. ‘itchy eyes’, ‘chest pain’), in diagnostic terms (e.g.
‘about my diabetes’, ‘for my hypertension’), a request for a service (‘I need more scripts’, ‘I
want a referral’), an expressed fear of disease, or a need for a check-up.

Patient RFEs have a many-to-many relationship to problems managed; that is, the patient
may describe multiple symptoms that relate to a single problem managed at the encounter or
may describe one RFE that relates to multiple problems.

Number of reasons for encounter

Table 2.13 shows the number of RFEs presented by patients at encounters. At 60% of
encounters only one RFE was recorded. Patients presented on average with 150.3 RFEs per
100 encounters, or 1.5 RFEs per encounter (Table 2.14).

Table 2.13: Number of patient reasons for encounter

Number of encounters Per cent of 95% 95%
Number of RFEs at encounter (n=101,993) encounters LCL ucCL
One RFE 62,142 60.9 59.7 62.2
Two RFEs 28,386 27.8 271 28.5
Three RFEs 11,465 11.2 10.5 11.9
Total 101,993 100.0 — —

Note: RFEs—reasons for encounter; LCL—Ilower confidence limit; UCL—upper confidence limit.

Reasons for encounter by ICPC-2 chapter

The distribution of patient RFEs by ICPC-2 chapter and the most common RFEs within each
chapter are presented in Table 2.14. Each chapter and individual RFE is expressed as a
percentage of all RFEs and as a rate per 100 encounters with 95% confidence limits.
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Table 2.14: Distribution of patient reasons for encounter, by ICPC-2 chapter and most frequent
individual reasons for encounter within chapter

Per cent of Rate per 100
total RFEs®  encounters®™ 95% 95%

Reasons for encounter Number (n=153,309) (n=101,993) LCL uUcCL
General & unspecified 37,041 24.2 36.3 35.2 37.4
Prescription NOS 8,139 5.3 8.0 7.5 8.5
Results tests/procedures NOS 5,421 35 5.3 5.0 5.6
Check-up—general* 3,697 24 3.6 3.4 3.9
Immunisation/vaccination—general 2,370 15 23 2.1 26
Fever 2,236 15 22 1.9 2.5
Administrative procedure NOS 1,457 1.0 14 13 16
Weakness/tiredness 1,294 0.8 13 1.2 14
Blood test NOS 1,179 0.8 1.2 1.0 1.3
Chest pain NOS 1,134 0.7 1.1 1.0 1.2
Other reason for encounter NEC 1,013 0.7 1.0 0.8 11
Other referrals NEC NOS 840 0.5 0.8 0.7 0.9
Traumal/injury, NOS 820 0.5 0.8 0.7 0.9
Observation/health educat/advice/diet NOS 756 05 0.7 0.7 0.8
Respiratory 22,351 14.6 21.9 211 22.7
Cough 6,533 4.3 6.4 6.0 6.8
Throat complaint 3,328 2.2 3.3 3.0 3.5
Upper respiratory tract infection 2,399 1.6 2.4 2.0 2.7
Immunisation/vaccination—respiratory 2,299 1.5 23 1.9 2.6
Nasal congestion/sneezing 1,364 0.9 1.3 1.1 1.6
Asthma 815 0.5 0.8 0.7 0.9
Shortness of breath, dyspnoea 775 0.5 0.8 0.7 0.8
Influenza 726 0.5 0.7 0.5 0.9
Musculoskeletal 16,690 10.9 16.4 15.8 16.9
Back complaint* 3,515 2.3 3.5 3.2 3.7
Knee complaint 1,414 0.9 1.4 1.3 1.5
Shoulder complaint 1,149 0.7 1.1 1.0 1.2
Foot/toe complaint 1,124 0.7 1.1 1.0 1.2
Leg/thigh complaint 1,045 0.7 1.0 0.9 1.1
Neck complaint 965 0.6 1.0 0.8 1.1
Injury musculoskeletal NOS 858 0.6 0.8 0.7 0.9
Skin 15,321 10.0 15.0 14.5 15.6
Rash* 2,697 1.8 26 25 2.8
Skin complaint 1,410 0.9 1.4 1.3 1.5
Check-up—skin* 1,331 0.9 1.3 1.0 1.6
Swelling* 1,161 0.8 1.1 1.0 1.2
(continued)
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Table 2.14 (continued): Distribution of patient reasons for encounter, by ICPC-2 chapter and most
frequent individual reasons for encounter within chapter

Per cent of Rate per 100
total RFEs®  encounters® 95% 95%

Reasons for encounter Number (n=153,309) (n=101,993) LCL UCL
Cardiovascular 10,965 7.2 10.8 10.2 11.3
Check-up—cardiovascular® 5,109 3.3 5.0 4.6 54
Hypertension/high blood pressure* 1,890 1.2 1.9 1.6 2.1
Prescription—cardiovascular 929 0.6 0.9 0.8 1.1
Digestive 10,111 6.6 9.9 9.5 10.3
Abdominal pain* 1,837 1.2 1.8 1.7 1.9
Diarrhoea 1,371 0.9 1.3 1.2 14
Vomiting 966 0.6 1.0 0.8 1.0
Psychological 7,990 5.2 7.8 7.3 8.3
Depression* 1,908 1.2 1.9 17 2.0
Sleep disturbance 1,184 0.8 1.2 1.0 1.3
Anxiety* 1,182 0.8 1.2 1.1 1.3
Endocrine & metabolic 6,307 4.1 6.2 5.8 6.5
Prescription—endocrine/metabolic 1,028 0.7 1.0 0.9 1.1
Diabetes (non-gestational)* 1,036 0.7 1.0 0.9 1.1
Check-up—endocrine/metabolic* 732 0.5 0.7 0.6 0.8
Female genital system 5,221 3.4 5.1 4.8 5.5
Check-up/Pap smear* 1,932 1.3 1.9 1.7 21
Menstrual problems* 753 0.5 0.7 0.6 0.8
Neurological 5,046 3.3 4.9 4.7 5.2
Headache 1,711 1.1 1.7 1.6 1.8
Vertigo/dizziness 1,168 0.8 1.1 1.1 1.2
Ear 3,956 2.6 3.9 3.7 4.1
Ear pain 1,631 1.1 1.6 1.5 1.7
Pregnancy & family planning 3,423 2.2 3.4 31 3.6
Oral contraception* 814 0.5 0.8 0.7 0.9
Pre/postnatal check-up* 810 0.5 0.8 0.7 0.9
Eye 2,809 1.8 2.8 2.6 29
Urology 2,658 1.7 2.6 2.5 2.8
Male genital system 1,322 0.9 1.3 1.2 1.4
Blood 1,179 0.8 1.2 1.0 1.3
Social 918 0.6 0.9 0.8 1.0
Total RFEs 153,309 100.0 150.3 1484  152.2

(a)  Only those individual RFEs accounting for >=0.5% of total RFEs are included.
(b)  Figures do not total 100 as more than one RFE can be recorded at each encounter.
* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: RFEs—reasons for encounter; LCL—lower confidence limit; UCL—upper confidence limit; NOS—not otherwise specified;
NEC—not elsewhere classified; educat—education.
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Distribution of RFEs by ICPC-2 component

The distribution of patient RFEs by ICPC-2 component is presented in Table 2.15 expressed
as a percentage of all RFEs and as a rate per 100 encounters with 95% confidence limits.

Table 2.15: Distribution of RFEs by ICPC-2 component

Per cent of Rate per 100

total RFEs encounters® 95% 95%
ICPC-2 component Number (n=153,309) (n=101,993) LCL uUcCL
Symptoms & complaints 71,070 46.4 69.7 67.9 71.5
Diagnoses, diseases 27,319 17.8 26.8 254 28.2
Diagnostic & preventive procedures 24,831 16.2 24.4 23.4 25.3
Medications, treatments & therapeutics 14,692 9.6 14.4 13.7 15.1
Referral & other RFE 7,079 4.6 6.9 6.5 7.4
Results 6,618 4.3 6.5 6.1 6.9
Administrative 1,700 1.1 1.7 1.5 1.8
Total RFEs 153,309 100.0 150.3 148.4 152.2

(a) Figures do not total 100 as more than one RFE can be recorded at each encounter.

Note: RFEs—reasons for encounter; LCL—lower confidence limit; UCL—upper confidence limit.

Most frequent patient reasons for encounter

The 30 most commonly recorded RFEs, listed in order of frequency in Table 2.16, accounted
for more than half of all RFEs. In this analysis the specific ICPC-2 chapter to which an across-
chapter RFE belongs is disregarded, so that, for example, ‘check-up —all” includes all check-
ups from all body systems irrespective of whether the type was specified.

Table 2.16: Most frequent patient reasons for encounter

Per cent of total Rate per100

RFEs encounters® 95% 95%
Patient reason for encounter Number (n=153,309) (n=101,993) LCL ucL
Check-up—all* 14,402 9.4 141 134 14.8
Prescription—all* 12,260 8.0 121 11.4 12.7
Test results® 6,618 4.3 6.5 6.1 6.9
Cough 6,533 43 6.4 6.0 6.8
Immunisation/vaccination—all* 4,872 3.2 4.8 4.4 52
Back complaint* 3,515 2.3 3.5 3.2 3.7
Throat complaint 3,328 2.2 3.3 3.0 3.5
Rash* 2,697 1.8 2.6 25 2.8
Upper respiratory tract infection 2,399 1.6 2.4 2.0 2.7
Fever 2,236 1.5 2.2 1.9 25
Depression* 1,908 1.2 1.9 1.7 2.0
Hypertension/high blood pressure* 1,890 1.2 1.9 1.6 21
Abdominal pain* 1,837 1.2 1.8 1.7 1.9
Headache 1,711 1.1 1.7 1.6 1.8

(continued)
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Table 2.16 (continued): Most frequent patient reasons for encounter

Per cent of total Rate per100

RFEs encounters® 95% 95%
Patient reason for encounter Number (n=153,309) (n=101,993) LCL ucL
Ear pain 1,631 1.1 1.6 1.5 1.7
Administrative procedure NOS 1,457 1.0 14 1.3 1.6
Knee complaint 1,414 0.9 1.4 1.3 1.5
Skin complaint 1,410 0.9 14 1.3 15
Diarrhoea 1,371 0.9 1.3 1.2 14
Nasal congestion/sneezing 1,364 0.9 1.3 11 1.6
Weakness/tiredness 1,294 0.8 1.3 1.2 1.4
Blood test NOS 1,179 0.8 1.2 1.0 1.3
Anxiety* 1,182 0.8 1.2 1.0 1.3
Sleep disturbance 1,184 0.8 1.2 1.1 1.3
Swelling* 1,161 0.8 1.1 1.0 1.2
Vertigo/dizziness 1,168 0.8 11 1.1 1.2
Shoulder complaint 1,149 0.8 1.1 1.0 1.2
Chest pain NOS 1,134 0.7 1.1 1.0 1.2
Foot/toe complaint 1,124 0.7 1.1 1.0 1.2
Leg/thigh complaint 1,045 0.7 1.0 0.9 1.1
Subtotal 86,474 56.4 — — —
Total RFEs 153,309 100.0 150.3 148.4 152.2

(a) Figures do not total 100 as more than one RFE can be recorded at each encounter. Also, only the most frequent RFEs are included.

Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: RFEs—reasons for encounter; LCL—Ilower confidence limit; UCL—upper confidence limit; NOS—not otherwise specified.

2.5 Problems managed

A “‘problem managed’ is a formal statement of the provider’s understanding of a health
problem presented by the patient, family or community, and can be described in terms of a
disease, symptom or complaint, social problem or ill-defined condition managed at the
encounter. As GPs were instructed to record each problem to the most specific level possible
from the information available, the problem managed may at times be limited to the level of
a presenting symptom.

At each patient encounter, up to four problems could be recorded by the GP. A minimum of
one problem was compulsory. The status of each problem to the patient—new (first
presentation to a medical practitioner) or old (follow-up of previous problem)—was also
indicated. The concept of a principal diagnosis, which is often used in hospital statistics, is
not adopted in studies of general practice where multiple problem management is the norm
rather than the exception. Further, the range of problems managed at the encounter often
crosses multiple body systems and may include undiagnosed symptoms, psychosocial
problems or chronic disease, which makes the designation of a principal diagnosis difficult.
Thus the order in which the problems were recorded by the GP is not significant. All
problems managed in general practice are included in this section including those which
involved management by a practice nurse. Problems that specifically included management
by a practice nurse are reported separately in Section 2.11.
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There are two ways to describe the relative frequency of problems managed: as a percentage
of all problems managed in the study, or as a rate of problems managed per 100 encounters.
Where groups of problems are reported (e.g. cardiovascular problems), it must be
remembered that more than one type of problem (e.g. hypertension and heart failure) may
have been managed at a single encounter. In considering these results, the reader must be
mindful that although a rate per 100 encounters for a single ungrouped problem (e.g.
asthma, 2.6 per 100 encounters) can be regarded as equivalent to “asthma is managed at 2.6%
of encounters’, such a statement cannot be made for grouped concepts (ICPC-2 chapters and
those marked with an asterisk in the tables).

Number of problems managed at encounter

Table 2.17 shows the number of problems managed at each encounter. Only one problem
was managed at two-thirds of encounters.

Table 2.17: Number of problems managed at an encounter

Number of problems managed

at encounter Number of encounters Per cent 95% LCL  95% UCL
One problem 67,687 66.4 65.1 67.6
Two problems 23,887 23.4 22.7 241
Three problems 8,048 7.9 7.4 8.4
Four problems 2,371 2.3 21 2.6
Total 101,993 100.0 — —

Note: LCL—Ilower confidence limit; UCL—upper confidence limit.
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Figure 2.2: Age-sex-specific rates of problems managed per 100 encounters
with 95% confidence intervals
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The number of problems managed at encounters increased steadily with the age of the
patient. Significantly more problems were managed overall at encounters with female
patients (149.4 per 100 encounters, 95% CI: 147.2-151.6) than at those with male patients
(142.1 per 100 encounters, 95% CI: 140.1-144.2). Figure 2.2 shows the age-sex-specific rates of
problems managed, and demonstrates that this difference was particularly evident in the
15-24, 25-44 and 45-64 years age groups.

Nature of morbidity

Problems managed by ICPC-2 chapter

The frequency and the distribution of problems managed, by ICPC-2 chapter, are presented
in Table 2.18. Rates per 100 encounters and the proportion of total problems are provided at
the ICPC-2 chapter level and for individual problems. Only those problems accounting for at
least 0.5% of all problems managed are listed in the table, in decreasing order of frequency
within a chapter.

Table 2.18: Distribution of problems managed, by ICPC-2 chapter and most frequent individual
problems within chapter

Per cent total Rate per 100

problems®  encounters® 95% 95%

Problem managed Number (n=149,088) (n=101,993) LCL UCL
Respiratory 21,020 141 20.6 19.9 21.3
Upper respiratory tract infection 6,332 4.2 6.2 5.8 6.6
Immunisation/vaccination—respiratory 2,711 1.8 2.7 23 3.0
Acute bronchitis/bronchiolitis 2,590 1.7 25 2.3 2.7
Asthma 2,319 1.6 2.3 21 24
Sinusitis 1,308 0.9 1.3 1.2 1.4
Tonsillitis* 1,108 0.7 1.1 1.0 1.2
Chronic obstructive pulmonary disease 742 0.5 0.7 0.6 0.8
Musculoskeletal 17,527 11.8 17.2 16.7 17.7
Osteoarthritis* 2,737 1.8 27 25 2.9

Back complaint* 2,698 1.8 2.6 2.5 2.8
Sprain/strain® 1,787 1.2 1.8 1.6 1.9
Fracture* 1,039 0.7 1.0 0.9 1.1
Osteoporosis 955 0.6 0.9 0.8 1.0
Injury musculoskeletal NOS 825 0.6 0.8 0.7 0.9
Bursitis/tendonitis/synovitis NOS 779 0.5 0.8 0.7 0.8
Musculoskeletal disease, other 755 0.5 0.7 0.7 0.8
Cardiovascular 17,241 11.6 16.9 16.1 17.7
Hypertension* 9,635 6.5 9.4 8.9 10.0
Ischaemic heart disease* 1,320 0.9 1.3 1.2 1.4
Cardiac check-up* 1,174 0.8 1.2 1.0 1.3

Atrial fibrillation/flutter 953 0.6 0.9 0.8 1.0

(continued)
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Table 2.18 (continued): Distribution of problems managed, by ICPC-2 chapter and most frequent
individual problems within chapter

Per cent total Rate per 100

problems®  encounters® 95% 95%

Problem managed Number (n=149,088) (n=101,993) LCL UCL
Skin 16,966 11.4 16.6 16.1 17.2
Contact dermatitis 1,840 1.2 1.8 1.7 1.9

Solar keratosis/sunburn 1,236 0.8 1.2 11 1.3
Malignant neoplasm skin 1,035 0.7 1.0 0.9 1.1
Laceration/cut 857 0.6 0.8 0.7 0.9

Skin disease, other 825 0.6 0.8 0.7 0.9

Skin injury, other 712 0.5 0.7 0.6 0.8
Dermatophytosis 693 0.5 0.7 0.6 0.7
Warts 693 0.5 0.7 0.6 0.8
General & unspecified 15,426 10.4 15.1 14.5 15.7
General immunisation/vaccination 2,121 1.4 21 1.9 23
General check-up* 2,106 1.4 21 1.9 2.2
I\rillgiécation/script/request/renew/inject 1376 09 13 11 16

Viral disease, other/NOS 1,221 0.8 1.2 1.0 14
Results tests/procedures NOS 1,013 0.7 1.0 0.9 1.1
Endocrine & metabolic 11,818 7.9 11.6 11.0 121
Diabetes, non-gestational* 3,603 24 3.5 3.3 3.8

Lipid disorder* 3,479 2.3 3.4 3.1 3.7
Psychological 11,286 7.6 1.1 10.5 11.7
Depression* 3,688 2.5 3.6 3.4 3.8
Anxiety* 1,837 1.2 1.8 1.6 2.0
Sleep disturbance 1,621 1.1 1.6 1.5 1.7

Drug abuse 674 0.5 0.7 0.4 1.0
Digestive 10,260 609 10.1 9.8 10.4
Oesophageal disease 2,397 1.6 24 2.2 2.5
Gastroenteritis, presumed infection 1,109 0.7 1.1 1.0 1.2
Female genital system 5,899 4.0 5.8 5.4 6.2
Female genital check-up/Pap smear* 1,829 1.2 1.8 1.6 2.0
Menopausal complaint 884 0.6 0.9 0.8 0.9
Menstrual problems* 694 0.5 0.7 0.6 0.8

Ear 4,076 2.7 4.0 3.8 4.2
Acute otitis media/myringitis 1,180 0.8 1.2 1.0 1.3
Pregnancy & family planning 3,903 2.6 3.8 3.6 41
Oral contraception* 1,219 0.8 1.2 1.1 1.3
Pregnancy* 895 0.6 0.9 0.8 1.0
Contraception, other 503 0.3 0.5 0.4 0.6

(continued)
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Table 2.18 (continued): Distribution of problems managed, by ICPC-2 chapter and most frequent
individual problems within chapter

Per cent total Rate per 100

problems®  encounters® 95% 95%

Problem managed Number (n=149,088) (n=101,993) LCL UCL

Neurological 3,665 2.5 3.6 3.4 3.8

Migraine 713 0.5 0.7 0.6 0.8

Urology 3,127 21 31 29 3.2

Urinary tract infection* 1,788 1.2 1.8 1.6 1.9

Eye 2,818 1.9 2.8 2.6 29

Infectious conjunctivitis 829 0.6 0.8 0.7 0.9

Male genital system 1,910 1.3 1.9 1.7 2.0

Blood 1,509 1.0 1.5 14 1.6

Social 638 0.4 0.6 0.5 0.7

Total problems 149,088 100.0 146.2 144.2 148.2
(a) Figures do not total 100 as more than one problem can be recorded at each encounter.

(b) Only those individual problems accounting for >=0.5% of total problems are included.

*

Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).
Note: LCL—Iower confidence limit; UCL—upper confidence limit; NOS—not otherwise specified.

Problems managed by ICPC-2 component

Problems managed in general practice may also be examined using the components of the
ICPC-2 classification to provide a more thorough understanding of the types of problems
managed during general practice encounters. Table 2.19 lists the distribution of problems
managed by ICPC-2 component.

In the BEACH program, participating GPs are instructed to record the problem being
managed at the encounter at the highest diagnostic level possible using the currently
available evidence. As such, almost two-thirds of problems were expressed as diagnoses or
diseases, with the majority of other problems described as symptoms or complaints (20.8%),
or as diagnostic or preventive procedures such as check-ups (9.4%). However, in some
situations, rather than providing clinical details about the problem under management, a
‘process’ was recorded. That is, the problem was described in terms of a test result, an
administrative procedure, or as a prescription.

Table 2.19: Distribution of problems managed, by ICPC-2 component

Per cent of Rate per 100

total problems encounters® 95% 95%
ICPC-2 component Number (n=149,088) (n=101,993) LCL ucCL
Diagnosis, diseases 97,359 65.3 95.5 93.6 97.3
Symptoms & complaints 31,034 20.8 30.4 29.6 31.2
Diagnostic & preventive procedures 14,000 9.4 13.7 13.1 14.4
Medications, treatments & therapeutics 3,299 2.2 3.2 3.0 3.5
Results 1,462 1.0 1.4 1.3 1.6
Referral & other RFE 1,249 0.8 1.2 1.1 1.4
Administrative 684 0.5 0.7 0.6 0.8
Total problems 149,088 100.0 146.2 144.2 148.2

(a) Figures do not total 100 as more than one problem can be managed at each encounter.
Note: LCL—Iower confidence limit; UCL—upper confidence limit, RFE—reason for encounter.
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Most frequently managed problems

Overall, there were 146.2 problems managed per 100 encounters. Table 2.20 shows the most
frequently managed individual problems in general practice, in decreasing order of

frequency. These 30 problems accounted for almost half of all problems managed.

In this analysis, the specific chapter to which “across chapter concepts’ (check-ups,

immunisation/vaccination, and prescriptions) apply is ignored and the concept is grouped
with all similar concepts. For example, immunisation/vaccination includes influenza
vaccinations, along with immunisations for childhood diseases, and vaccinations for

hepatitis.

The far right-hand column in Table 2.20 lists the percentage of each problem that was new to
the patient, indicating the first presentation of a problem to a medical practitioner. This can
provide a measure of general practice incidence. For example, only 6.1% of all contacts with
diabetes were new problems to the patient. In contrast, more than three-quarters of upper

respiratory tract infection (URTI) problems were new to the patient.

Table 2.20: Most frequently managed problems

Per cent of Rate per 100

total problems  encounters® 95% 95%  Per cent new
Problem managed Number (n=149,088) (n=101,993) LCL UCL problems“”
Hypertension* 9,635 6.5 9.4 89 10.0 6.1
Upper respiratory tract infection 6,332 4.2 6.2 5.8 6.6 77.9
Immunisation/vaccination—all* 5,115 3.4 5.0 4.6 54 54.7
Depression* 3,688 2.5 3.6 3.4 3.8 16.6
Diabetes* 3,618 24 3.5 3.3 3.8 6.1
Lipid disorders* 3,479 2.3 34 3.1 3.7 11.2
Osteoarthritis* 2,737 1.8 27 2.5 2.9 17.3
Back complaint* 2,698 1.8 2.6 2.5 2.8 25.2
Acute bronchitis/bronchiolitis 2,590 1.7 25 23 2.7 74.3
Oesophageal disease 2,397 1.6 2.4 2.2 2.5 19.0
Asthma 2,319 1.6 2.3 21 24 18.3
General check-up* 2,106 14 21 1.9 2.2 46.2
Prescription all* 2,035 1.4 2.0 1.7 2.2 5.9
Contact dermatitis 1,840 1.2 1.8 1.7 1.9 47.3
Anxiety* 1,837 1.2 1.8 1.6 2.0 21.0
Female genital check-up* 1,829 1.2 1.8 1.6 2.0 41.7
Urinary tract infection® 1,788 1.2 1.8 1.6 1.9 67.5
Sprain/strain* 1,787 1.2 1.8 1.6 1.9 61.4
Sleep disturbance 1,621 1.1 1.6 1.5 1.7 16.6
Test results* 1,462 1.0 1.4 1.3 1.6 294
Ischaemic heart disease* 1,320 0.9 1.3 1.2 1.4 13.5
Sinusitis acute/chronic 1,308 0.9 1.3 1.2 1.4 70.8
Solar keratosis/sunburn 1,236 0.8 1.2 1.1 1.3 47.7
Viral disease, other/NOS 1,221 0.8 1.2 1.0 1.4 75.6

(continued)
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Table 2.20 (continued): Most frequently managed problems

Per cent of Rate per 100

total problems  encounters®® 95% 95%  Per cent new
Problem managed Number (n=149,088) (n=101,993) LCL ucL problems®
Oral contraception*® 1,219 0.8 1.2 1.1 1.3 18.7
Acute otitis media/myringitis 1,180 0.8 1.2 1.0 1.3 74.0
Cardiac check-up* 1,174 0.8 1.2 1.0 1.3 10.7
Gastroenteritis, presumed infection 1,109 0.7 1.1 1.0 1.2 80.5
Tonsillitis* 1,108 0.7 1.1 1.0 1.2 76.9
Fracture® 1,039 0.7 1.0 0.9 1.1 52.5
Subtotal 72,827 48.8 — — — —
Total problems 149,088 100.0 146.2 144.2 148.2 38.9

(a) Figures do not total 100 as more than one problem can be recorded at each encounter. Also, only more frequently managed problems are
included.

(b) The proportion of problems of this type that were new problems (the first presentation of a problem, including the first presentation of a
recurrence of a previously resolved problem, but excluding the presentation of a problem first assessed by another provider).

* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: UCL—upper confidence limit; LCL—lower confidence limit; NOS—not otherwise specified.

Most common new problems

For each problem managed, participating GPs are asked to indicate whether the problem
under management is a new problem for the patient, or a problem that has been managed
previously by any medical practitioner. Table 2.21 lists the most common new problems
managed in general practice in 2005-06, in decreasing order of frequency. Overall, in
2005-06, 58,002 problems were specified as being ‘new’, being managed at a rate of 56.9 per
100 encounters.

The far right-hand column of this table shows the proportion of total contacts with this
problem that were reported as being new problems to the patient. For example, the 614 new
cases of depression represented only 17% of all GP contacts with diagnosed depression. In
contrast, almost three-quarters of the acute otitis media cases were first consultations to
medical practitioners for this episode of acute otitis media. The balance (26%) would have
been follow-up consultations for this episode of this problem.

Most frequently managed chronic problems

Table 2.22 shows the most frequently managed chronic problems in Australian general
practice in decreasing order of frequency. To identify chronic conditions, a chronic condition
list classified according to ICPC-2 was applied to the BEACH data set.?? Nearly 35% of the
problems managed in general practice were chronic in nature in 2005-06. At least one
chronic problem was managed at 39.0% of encounters (95% CI: 38.0-40.1), and chronic
problems were managed at an average of 50.9 per 100 encounters.

In other parts of this chapter, both chronic and non-chronic conditions (e.g. hypertension and
gestational hypertension) may be found in the groups reported (e.g. hypertension, Table
2.20). In this section, only problems regarded as ‘chronic” have been included in the analysis.
For this reason, the condition labels and figures in this analysis may differ from those in
Table 2.20. Where the group used for the chronic analysis differs from that used in other
analyses in this report, they are marked with a double asterisk. Codes included in the group
may be found in Appendix 6, <www.aihw.gov.au/publications/index.cfm/subject/19>.
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Table 2.21: Most frequently managed new problems

Per cent of total Rate per 100 Per cent of
new problems  encounters® 95%  95% this
New problem managed Number (n=58,002) (n=101,993) LCL  ucL problem®
Upper respiratory tract infection 4,933 8.5 4.8 4.4 5.2 77.9
Immunisation/vaccination—all* 2,797 4.8 2.7 2.5 3.0 54.7
Acute bronchitis/bronchiolitis 1,925 3.3 1.9 1.7 2.1 74.3
Urinary tract infection* 1,206 21 1.2 1.1 1.3 67.5
Sprain/strain* 1,096 1.9 1.1 1.0 1.2 61.4
General check-up* 973 1.7 1.0 0.8 1.1 46.2
Sinusitis acute/chronic 926 1.6 0.9 0.8 1.0 70.8
Viral disease, other/NOS 923 1.6 0.9 0.8 1.0 75.6
Gastroenteritis, presumed
infection 893 1.5 0.9 0.8 1.0 80.5
Acute otitis media/myringitis 873 1.5 0.9 0.8 1.0 74.0
Contact dermatitis 870 1.5 0.9 0.8 0.9 47.3
Tonsillitis* 852 1.5 0.8 0.7 1.0 76.9
Female genital check-up* 763 1.3 0.7 0.6 0.9 41.7
Back complaint* 679 1.2 0.7 0.6 0.7 25.2
Infectious conjunctivitis 646 1.1 0.6 0.6 0.7 77.9
Depression* 614 1.1 0.6 0.5 0.7 16.6
Solar keratosis/sunburn 589 1.0 0.6 0.5 0.7 47.7
Hypertension* 588 1.0 0.6 0.5 0.6 6.1
Malignant neoplasm skin 581 1.0 0.6 0.5 0.6 56.1
Fracture* 546 0.9 0.5 0.5 0.6 52.5
Excessive ear wax 509 0.9 0.5 0.4 0.6 62.5
Otitis externa 497 0.9 0.5 0.4 0.5 71.8
Osteoarthritis* 474 0.8 0.5 0.4 0.5 17.3
Bursitis/tendonitis/synovitis NOS 459 0.8 0.4 0.4 0.5 58.9
Oesophageal disease 456 0.8 0.4 0.4 0.5 19.0
Skin injury, other 445 0.8 0.4 0.4 0.5 62.6
Skin disease, other 441 0.8 0.4 0.4 0.5 53.5
Dermatophytosis 437 0.8 0.4 0.4 0.5 63.1
Pregnancy* 432 0.7 0.4 0.4 0.5 48.3
Test results® 430 0.7 0.4 0.3 0.5 294
Subtotal 27,853 48.0 — — — —
Total new problems 58,002 100.0 56.9 55.5 58.2 —

(a)

Figures do not total 100 as more than one new problem can be recorded at each encounter. Also, only the most frequently managed new

problems are included.

The proportion of total contacts with this problem that were accounted for by new problems.

Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).
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Table 2.22: Most frequently managed chronic problems

Per cent of total Rate per 100

chronic problems encounters® 95% 95%

Chronic problem managed Number (n=51,946) (n=101,993) LCL UCL
Hypertension (non-gestational)** 9,629 18.5 9.4 8.9 10.0
Depressive disorder 3,662 71 3.6 3.4 3.8
Diabetes (non-gestational)** 3,603 6.9 3.5 3.3 3.8
Lipid disorders* 3,479 6.7 34 31 3.7
Osteoarthritis* 2,737 5.3 2.7 25 29
Oesophageal disease 2,397 4.6 2.4 22 25
Asthma 2,319 45 2.3 21 24
Ischaemic heart disease* 1,320 2.5 1.3 1.2 1.4
Malignant neoplasm skin 1,035 2.0 1.0 0.9 1.1
Back complaint* 965 1.9 0.9 0.8 1.0
Osteoporosis 955 1.8 0.9 0.8 1.0
Atrial fibrillation/flutter 953 1.8 0.9 0.8 1.0
Chronic obstructive pulmonary disease 742 1.4 0.7 0.6 0.8
Migraine 713 14 0.7 0.6 0.8
Hypothyroidism/myxoedema 670 1.3 0.7 0.6 0.7
Heart failure 645 1.2 0.6 0.6 0.7
Obesity (BMI >30) 582 1.1 0.6 0.5 0.6
Gout 581 1.1 0.6 0.5 0.6
Arthritis** 574 1.1 0.6 0.5 0.6
Dementia 535 1.0 0.5 04 0.6
Rheumatoid arthritis 522 1.0 0.5 0.5 0.6
Shoulder syndrome 497 1.0 0.5 0.4 0.6
Schizophrenia 482 0.9 0.5 0.4 0.5
Anaemia (chronic)** 466 0.9 0.5 0.4 0.5
Anxiety disorder 442 0.9 0.4 0.4 0.5
Acne (chronic)** 418 0.8 0.4 0.4 0.5
Vertiginous syndromes 349 0.7 0.3 0.3 0.4
Neck syndrome 341 0.7 0.3 0.3 0.4
Epilepsy 332 0.6 0.3 0.3 0.4
Malignant neoplasm prostate 320 0.6 0.3 0.3 0.4
Subtotal 42,264 81.4 — — —
Total chronic problems 51,946 100.0 50.9 49.1 52.8

(a) Figures do not total 100 as more than one chronic problem can be recorded at each encounter. Also, only the most frequently
managed chronic problems are included.

Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

*k

Indicates that this group differs from that used for analysis in other sections of this chapter, as only chronic conditions have been
included in this analysis (see Appendix 6 <www.aihw.gov.au/publications/index.cfm/subject/19> for codes included in analysis of chronic
conditions).

Note: LCL—Iower confidence limit; UCL—upper confidence limit; BMI—body mass index.
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2.6 Overview of management

The BEACH survey form allowed GPs to record several aspects of patient management for
each problem managed at each encounter. Pharmaceutical management was recorded in
detail. Other modes of treatment, including clinical treatments (e.g. counselling) and
procedures recorded briefly in the GP’s own words, were also related to a single problem.
Provision was made on the form for referrals and hospital admissions, and for pathology
and imaging orders to be related to multiple problems.

GPs undertook 212,614 management activities in total. Of these:

e the most common management form was medication, either prescribed, GP-supplied, or
advised for over-the-counter purchase

e other treatments were the second most common management activity, with clinical
treatments occurring more frequently than procedural treatments (Table 2.23).

Table 2.23: Summary of management

Rate per 100 Rate per 100

encounters 95% 95% problems 95% 95%

Management type Number (n=101,993) LCL ucL (n=149,088) LCL UCL
Medications 106,493 104.4 101.8 107.0 714 69.9 729
Prescribed 87,544 85.8 83.3 88.4 58.7 572 60.3
GP-supplied 8,999 8.8 8.2 9.5 6.0 5.6 6.5
Advised OTC 9,950 9.8 9.0 10.5 6.7 6.2 7.2
Other treatments 44,504 43.6 41.5 45.8 29.9 285 312
Clinical 29,785 29.2 27.3 31.1 20.0 188 212
Procedural 14,719 14.4 13.7 15.1 9.9 94 103
Referrals 12,233 12.0 11.5 12.5 8.2 7.9 8.5
Specialist 8,342 8.2 7.8 8.5 5.6 5.4 5.8
Allied health 2,932 2.9 2.7 3.1 2.0 1.8 2.1
Hospital 373 04 0.3 04 0.3 0.2 0.3
Emergency dept 192 0.2 0.2 0.2 0.1 0.1 0.2
Other medical services 60 0.1 0.0 0.1 0.0 0.0 0.1
Other referral 334 0.3 0.3 0.4 0.2 0.2 0.3
Pathology 39,358 38.6 36.9 40.3 26.4 253 275
Imaging 9,003 8.8 8.4 9.2 6.0 5.8 6.3
Other investigations 1,023 1.0 0.9 1.1 0.0 0.0 0.0
Total management activities 212,614 208.5 — — 142.6 — —

Note: LCL—Iower confidence limit; UCL—upper confidence limit; OTC—over-the-counter.

Another perspective emerges in analysis of the number of encounters or problems for which
at least one form of management was recorded by the GP (Table 2.24). At least one
management action was recorded at 91.2% of encounters and for 86.2% of problems
managed.

e Atleast one medication or other treatment was given for three-quarters of the problems
managed.
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e Atleast one medication (most commonly prescribed) was prescribed, supplied or
advised for over half the problems managed.

e Atleast one other treatment (most commonly clinical) was provided for one-quarter of
problems managed.

e Atleast one referral (most commonly to a specialist) was made for 8% of problems
managed.

e Atleast one investigation (most commonly pathology) was requested for 18% of
problems managed.

Table 2.24: Encounters and problems for which management was recorded

Per cent of Per cent of

Number of  total encs®  Numberof total probs®

Management type encounters  (n=101,993) problems (n=149,088)
At least one management type 93,034 91.2 128,574 86.2
At least one medication or other treatment 82,989 81.4 109,650 73.5
At least one medication 66,541 65.2 84,161 56.5

At least one prescription 56,664 55.6 71,073 47.7

At least one GP-supplied 6,566 6.4 6,772 4.5

At least one OTC advised 8,792 8.6 9,002 6.0

At least one other treatment 35,822 35.1 40,133 26.9

At least one clinical treatment 24,514 24.0 27,210 18.3

At least one procedural treatment 13,444 13.2 13,833 9.3

At least one referral 11,543 1.3 12,225 8.2
At least one referral to a specialist 8,029 7.9 8,414 5.6

At least one referral to allied health 2,809 2.8 2,943 2.0

At least one referral to hospital 373 0.4 393 0.3

At least one referral to emergency department 192 0.2 196 0.1

At least one referral to other medical services 60 0.1 65 0.0

At least one referral NOS 333 0.3 343 0.2

At least one investigation 23,060 22.6 26,241 17.6
At least one pathology order 16,693 16.4 18,938 12.7

At least one imaging order 7,928 7.8 8,192 5.5

At least one other investigation 986 1.0 994 0.7

(a) Figures will not total 100 as multiple events may occur in one encounter or in the management of one problem at encounter.

Note: Encs—encounters; probs—problems; OTC—over-the-counter; NOS—not otherwise specified.

The combinations of management types related to each problem were then investigated. The
majority of treatments occurred either as a single component or in combination with one
other component. Management was provided:

e as asingle component for almost two-thirds of the problems managed
e as adouble component for just over 16% of problems managed
e rarely with more than two components.

Table 2.25 lists the most common management combinations. Medication alone was the most
common management, followed by the combination of a medication and a clinical treatment.
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Table 2.25: Most common management combinations

Per cent of | Per cent of
1+ clinical 1+ procedural 1+ imaging | 1+ pathology | total encs | total probs
1+ medication| treatment treatment 1+ referral order order (n=101,993) | (n=149,088)
No recorded management 8.8 13.8
1+ management recorded 91.2 86.2
v 35.0 40.2
v v 9.1 55
v 6.8 8.9
v v 4.7 3.2
v v 3.9 24
v 3.9 43
v 3.3 4.2
v 3.2 49
v v 29 14
v v 1.9 1.1
v 1.7 2.0
v v v 1.4 0.5
v v 1.1 1.0
v v 1.0 1.0
v v 0.9 0.7
v v v 0.9 0.3
v v v 0.8 0.2

Note: 1+—at least one specified management type; encs—encounters; probs—problems.

2.7 Medications

GPs could record up to four medications for each of four problems —a maximum of 16
medications per encounter.

Each medication could be recorded as prescribed (the default), supplied by the GP or
recommended for over-the-counter (OTC) purchase.

GPs were asked to:

- enter the generic or brand name, the strength, regimen and number of repeats
ordered for each medication

- to designate this as a new or continued medication for that patient for this problem.
Generic or brand names were entered into the database in the form recorded by the GP.

Medications were coded using the Coding Atlas of Pharmaceutical Substances (CAPS)
system (developed by the Family Medicine Research Centre) from which they were
classified to the international Anatomical Therapeutic Chemical (ATC) classification (see
Chapter 5).30

Results are reported in this chapter at drug group and generic level using ATC levels 3
and 5.
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Source of medications

A total of 106,493 medications were recorded at rates of 104 per 100 encounters and 71 per
100 problems managed (Table 2.23).

*  Four out of five medications (82.2% of all medications) were prescribed.

* Less than one in ten (8.5%) medications were supplied to the patient by the GP.

*  About one in ten medications (9.3%) were recommended by the GP for OTC purchase.

If we extrapolate to the 93 million A1 and A2 Medicare-claimed encounters in Australia in
2005, GPs in Australia:

e  prescribed over 79 million medications (not counting repeats)
e supplied over eight million medications directly to the patient

e recommended over nine million medications for OTC purchase.

Prescribed medications

There were 87,544 prescriptions recorded, at rates of 86 per 100 encounters and 59 per 100
problems managed. On a per problem basis:

* no prescription was given for half (52.3%) of all problems managed

* one prescription was given for almost 40% of problems managed

* two prescriptions were given for 7% of problems managed

* three or more prescriptions were rarely given (2% of problems managed) (Figure 2.3).
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Figure 2.3: Number of medications prescribed per problem

Number of repeats

For the 65,124 prescriptions for which the GPs recorded ‘number of repeats’, the distribution
of the specified number of repeats (from nil to more than five) is provided in Figure 2.4. For
36.0% of these prescriptions, the GP specified that no repeats had been prescribed and for
31.7%, five repeats were ordered. The latter proportion reflects the Pharmaceutical Benefits
Scheme (PBS) provision of one month’s supply and five repeats for many medications used
for chronic conditions such as hypertension. The ordering of one or two repeats (17.6% and
10.2%) was also common.
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Figure 2.4: Number of repeats ordered per prescription

Age-sex-specific rates of prescribed medications

Age-sex-specific analysis found similar prescription rates per 100 encounters for males and
females (results not shown). It also showed the well-described tendency for the number of
prescriptions written at each encounter to rise with advancing age of the patient, with a rate
of about 60 per 100 encounters with patients aged less than 25 years rising to over 100 per
100 encounters for patients aged 65 years or more (results not shown).

Figure 2.5, however, demonstrates that the age-based increase lessens if the prescription rate
is related to problems. This suggests that the increased prescription rate in older patients is
largely accounted for by the increased number of health problems they have managed at an

encounter.
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Figure 2.5: Age-sex-specific prescription rates per 100 problems
managed

Types of medications prescribed

Table 2.26 shows the distribution of prescribed medications using the WHO ATC
classification.® This allows comparison with other data sources such as those produced by
Medicare Australia for PBS data. The table lists medications in frequency order within ATC
Levels 1, 3 and 5. Prescriptions are presented as a percentage of total prescriptions and as a

rate per 100 encounters with 95% confidence intervals.
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Table 2.26: Distribution of prescribed medications, by ATC Levels 1, 3 and 5

Per cent of Rate per

ATC scripts 100 encs® 95% 95%
Level1 ATC Level 3 ATC Level 5 Number (n=87,544) (n=101,993) LCL UCL
Nervous system 18,999 21.7 18.6 17.8 19.5
Other analgesics and anti-pyretics 5,157 6.6 55 51 5.8
Paracetamol 3,073 3.5 30 27 33

Paracetamol, combinations excl. psycholeptics 2,135 24 2.1 1.9 23
Acetylsalicylic acid 756 0.9 07 07 08

Anti-depressants 3,272 3.7 32 30 34
Sertraline 671 0.8 07 06 07

Opioids 2,862 3.3 28 25 31
Tramadol 966 1.1 09 09 1.0

Oxycodone 771 0.9 08 0.7 09

Morphine 440 0.6 05 02 08

Anxiolytics 2,112 2.4 21 19 23
Diazepam 1,125 1.3 1.1 10 12

Oxazepam 725 0.8 07 06 038

Hypnotics and sedatives 1,800 21 1.8 16 1.9
Temazepam 1,111 1.3 1.1 1.0 1.2

Anti-psychotics 1,146 1.3 11 1.0 1.2
Prochlorperazine 578 0.7 06 05 0.6

Anti-epileptics 640 0.7 06 06 0.7
Drugs used in addictive disorders 545 0.6 05 04 07
Anti-infectives for systemic use 17,848 20.4 17.5 169 18.1
Beta-lactam antibacterials, penicillins 6,421 7.3 6.3 6.0 6.6
Amoxicillin 3,640 4.2 36 33 38

Amoxicillin and enzyme inhibitor 1,679 1.9 17 15 1.8

Other beta-lactam antibacterials 3,454 4.0 3.4 3.1 3.6
Cefalexin 2,573 29 25 23 27

Cefaclor 817 0.9 08 06 10

Macrolides, lincosamides and streptogramins 2,582 3.0 25 23 28
Roxithromycin 1,499 1.7 1.5 1.3 1.7

Erythromycin 519 0.6 05 04 06

Viral vaccines 1,616 1.9 16 13 1.8
Influenza, inactivated, whole virus 1,091 1.3 1.1 0.8 1.3

Tetracyclines 968 1.1 1.0 09 1.0
Doxycycline 783 0.9 08 07 09

Bacterial vaccines 749 0.9 07 06 08
Sulfonamides and trimethoprim 683 0.8 0.7 06 07
Trimethoprim 414 0.5 04 02 06

Other antibacterials 483 0.6 05 04 05

(continued)
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Table 2.26 (continued): Distribution of prescribed medications, by ATC Levels 1, 3 and 5

Per cent of Rate per
ATC scripts 100 encs® 95% 95%
Level1 ATC Level 3 ATC Level 5 Number (n=87,544) (n=101,993) LCL UCL
Cardiovascular system 16,592 19.0 16.3 15.2 17.3
Lipid modifying agents, plain 3,376 3.9 33 30 36
Atorvastatin 1,631 1.9 16 14 1.8
Simvastatin 1,182 1.4 12 10 13
ACE inhibitors, plain 2,679 3.1 26 24 28
Perindopril 996 1.1 1.0 09 141
Ramipril 811 0.9 08 07 09
Beta blocking agents 1,954 2.2 19 18 241
Atenolol 976 1.1 1.0 09 11
Metoprolol 522 0.6 05 04 06
Angiotensin Il antagonists, plain 1,924 2.2 1.9 1.7 20
Irbesartan 1,090 1.3 1.1 1.0 1.2
Selective calcium channel blockers
with mainly vascular effects 1,637 1.9 16 14 18
Amlodipine 742 0.9 07 06 08
Angiotensin Il antagonists, combinations 1,072 1.2 1.1 09 12
Irbesartan and diuretics 719 0.8 07 06 038
High-ceiling diuretics 653 0.8 06 06 07
Furosemide 647 0.7 06 06 0.7
Selective calcium channel blockers
with direct cardiac effects 582 0.7 06 05 07
ACE inhibitors, combinations 581 0.7 06 05 06
Vasodilators used in cardiac diseases 578 0.7 06 05 06
Low-ceiling diuretics, excl. thiazides 493 0.6 05 04 06
Alimentary tract and metabolism 8,271 9.5 81 76 8.6
Drugs for peptic ulcer and GORD 3,051 3.5 30 28 32
Esomeprazole 924 1.1 09 08 1.0
Omeprazole 638 0.7 06 06 0.7
Pantoprazole 518 0.6 05 04 06
Oral blood glucose lowering drugs 2,137 2.4 21 1.8 23
Metformin 1,187 1.4 12 10 13
Gliclazide 564 0.6 06 05 06
Propulsives 685 0.8 0.7 06 07
Metoclopramide 572 0.7 06 05 0.6
Respiratory system 5,383 6.2 53 49 56
Adrenergics, inhalants 2,952 3.4 29 27 341
Salbutamol 1,494 1.7 15 13 16
Salmeterol with other drugs for
obstructive airway disease 890 1.0 09 08 1.0
(continued)
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Table 2.26 (continued): Distribution of prescribed medications, by ATC Levels 1, 3 and 5

Per cent of Rate per
ATC scripts 100 encs® 95% 95%
Level1 ATC Level 3 ATC Level 5 Number (n=87,544) (n=101,993) LCL UCL
Other drugs for obstructive airway disease, inhalants 914 1.0 09 08 1.0
Decongestants and other nasal preparations for topical use 648 0.7 06 05 0.7
Antihistamines for systemic use 440 0.5 04 03 06
Musculoskeletal system 5,285 6.0 5.2 4.9 5.5
Anti-inflammatory and antirheumatic products, non-steroids 3,953 4.5 39 36 441
Diclofenac 1,157 1.3 11 10 13
Meloxicam 917 1.1 09 08 1.0
Celecoxib 524 0.6 05 05 06
Drugs affecting bone structure and mineralisation 611 0.7 06 05 07
Anti-gout preparations 463 0.5 05 04 05
Dermatologicals 3,906 4.5 3.8 3.6 4.0
Corticosteroids, plain 2,390 2.7 23 22 25
Betamethasone 720 0.8 07 06 038
Mometasone 686 0.8 07 06 07
Genitourinary system and sex hormones 3,547 41 35 33 37
Hormonal contraceptives for systemic use 1,891 2.2 1.9 17 20
1,003 1.2 1.0 09 11
Oestrogens 596 0.7 06 05 06
Sensory organs 2,730 31 27 25 28
Anti-infectives ophthalmological 1,164 1.3 11 1.0 1.2
Chloramphenicol 1,076 1.2 1.1 1.0 11
Corticosteroids with anti-infectives otological 636 0.7 06 06 07
Blood and blood-forming organs 2,042 2.3 20 18 22
Anti-thrombotic agents 1,336 15 13 12 14
Warfarin 936 1.1 09 08 10
Vitamin B12 and folic acid 461 0.5 05 04 05
Systemic hormonal preparations, excl. sex hormones and insulins 2,040 2.3 20 18 22
Corticosteroids for systemic use, plain 1,322 1.5 1.3 12 14
Prednisolone 724 0.8 07 06 08
Thyroid preparations 656 0.8 06 06 0.7
Levothyroxine sodium 652 0.8 06 06 0.7
Anti-neoplastic and immunomodulating agents 417 0.5 04 04 05
Various 341 0.4 03 03 04
Anti-parasitic products, insecticides and repellents 141 0.2 0.1 0.1 0.2

(a) Column will not add to 100 because multiple prescriptions could be written at each encounter and only the most frequent Level 3 and Level

5 drugs are included.

Note: Scripts—prescriptions; encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit; excl—excluding; ACE—angiotensin

converting enzyme; GORD—gastro-oesophageal reflux disease.
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Most frequently prescribed medications

The most frequently prescribed individual medications are reported at the generic level in
Table 2.27. Together, these 30 medications accounted for 44.3% of all prescribed medications.

Table 2.27: Most frequently prescribed medications (CAPS generic level)

Per cent Rate per

of scripts 100 encs® 95% 95%
Generic medication Number (n=87,544) (n=101,993) LCL UCL
Amoxycillin 3,640 4.2 3.6 3.3 3.8
Paracetamol 3,073 3.5 3.0 2.7 3.3
Cephalexin 2,573 29 2.5 2.3 2.7
Paracetamol/codeine 2,032 23 2.0 1.8 2.2
Amoxycillin/potassium clavulanate 1,679 1.9 1.7 1.5 1.8
Atorvastatin 1,631 1.9 1.6 1.4 1.8
Salbutamol 1,521 1.7 1.5 1.4 1.6
Roxithromycin 1,498 1.7 1.5 1.3 1.7
Metformin 1,187 1.4 1.2 1.0 1.3
Simvastatin 1,182 14 1.2 1.0 1.3
Diazepam 1,125 1.3 1.1 1.0 1.2
Temazepam 1,110 1.3 1.1 1.0 1.2
Influenza virus vaccine 1,091 1.3 1.1 0.9 1.3
Irbesartan 1,090 1.3 1.1 1.0 1.2
Chloramphenicol eye 1,075 1.2 1.1 1.0 11
Diclofenac sodium systemic 1,011 1.2 1.0 0.9 1.1
Levonorgestrel/ethinyloestradiol 1,003 1.2 1.0 0.9 1.1
Perindopril 996 1.1 1.0 0.9 1.1
Atenolol 976 1.1 1.0 0.9 1.1
Tramadol 966 1.1 0.9 0.9 1.0
Warfarin sodium 936 1.1 0.9 0.8 1.0
Esomeprazole 924 1.1 0.9 0.8 1.0
Meloxicam 917 1.1 0.9 0.8 1.0
Fluticasone/salmeterol 890 1.0 0.9 0.8 1.0
Cefaclor monohydrate 816 0.9 0.8 0.6 1.0
Ramipril 811 0.9 0.8 0.7 0.9
Doxycycline 783 0.9 0.8 0.7 0.9
Oxycodone 771 0.9 0.8 0.7 0.9
Aspirin 756 0.9 0.7 0.7 0.8
Amlodipine 742 0.9 0.7 0.6 0.8
Subtotal 38,807 44.3 — — —
Total prescribed medications 87,544 100.0 85.8 83.3 88.4

(@)  Column will not add to 100 because multiple prescriptions could be written at each encounter and only the most frequently prescribed
medications are included in this table.

Note: Scripts—prescriptions; encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit.
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Medications supplied by GPs

GPs supplied their patients with a total of 8,999 medications in this study, at a rate of 8.8
medications per 100 encounters. At least one medication was supplied at 6.4% of encounters
for 4.5% of problems. Vaccines constituted 58.4% of GP-supplied medications by group, and
central nervous system medications accounted for 7.3% of medications (results not
presented). Table 2.28 shows the wide range of the most commonly supplied medications.

Table 2.28: Medications most frequently supplied by GPs

Per cent of Rate per 100
GP-supplied  encounters® 95% 95%

Generic medication Number (n=8,999) (n=101,993) LCL ucL
Influenza virus vaccine 1,682 17.6 1.6 1.3 1.8
Pneumococcal vaccine 893 9.9 0.9 0.8 1.0
Polio vaccine oral sabin/injection 456 5.1 0.5 0.4 0.5
Diphtheria/pertussis/tetanus/hepatitis B vaccine 310 3.5 0.3 0.2 0.4
Mumps/measles/rubella vaccine 307 3.4 0.3 0.3 0.4
Haemophilus B vaccine 306 3.4 0.3 0.2 0.4
ADT/CDT (diphtheria/tetanus) vaccine 243 2.7 0.2 0.2 0.3
Vitamin B12 (cobalamin) 224 2.5 0.2 0.2 0.3
Meningitis vaccine 180 2.0 0.2 0.1 0.2
Triple antigen(diphtheria/pertussis/tetanus) 176 2.0 0.2 0.1 0.2
Meloxicam 146 1.6 0.1 0.1 0.2
Metoclopramide 102 1.1 0.1 0.1 0.1
Chickenpox (varicella zoster) vaccine 96 1.1 0.1 0.1 0.1
Esomeprazole 95 1.1 0.1 0.1 0.1
Allergen treatment 95 1.1 0.1 0.1 0.1
Hepatitis B vaccine 93 1.0 0.1 0.1 0.1
Hepatitis A and B vaccine 93 1.0 0.1 0.1 0.1
Budesonide/eformoterol 75 0.8 0.1 0.1 0.1
Typhoid vaccine (salmonella typhi) 73 0.8 0.1 0.1 0.1
Betamethasone systemic 72 0.8 0.1 0.0 0.1
Diphtheria/pertussis/tetanus /polio vaccine 72 0.8 0.1 0.0 0.1
Methylprednisolone 68 0.8 0.1 0.0 0.1
Medroxyprogesterone 68 0.8 0.1 0.1 0.1
Diphtheria/pertussis/tetanus/hepB/polio/hib vaccine 67 0.8 0.1 0.0 0.1
Hepatitis A vaccine 66 0.7 0.1 0.0 0.1
Haemophilus B/hepatitis B vaccine 64 0.7 0.1 0.0 0.1
Paracetamol 58 0.6 0.1 0.0 0.1
Celecoxib 57 0.6 0.1 0.0 0.1
Lignocaine injection 55 0.6 0.1 0.0 0.1
Pethidine hydrochloride 50 0.6 0.1 0.0 0.1
Subtotal 6,241 69.4 — — —
Total medications supplied 8,999 100.0 8.8 8.2 9.5
(a) Column will not add to 100 because multiple medications could be given at each encounter and only the medications most frequently
supplied by GPs are included. Note: LCL—Ilower confidence limit; UCL—upper confidence limit.
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Medications advised for over-the-counter purchase

The GPs recorded 9,950 medications as recommended for OTC purchase, at rates of 9.8 per
100 encounters and 6.7 per 100 problems managed. At least one OTC medication was
recorded as advised at 8.6% of encounters and for 6.0% of problems.

Central nervous system medications predominated in those advised to patients, with almost
one-third in that group. Respiratory medication accounted for one-fifth of advised
medications (results not presented).

Table 2.29 shows the wide range of advised medications. It includes analgesic,
anti-inflammatory and skin products. The 30 listed medications accounted for over 60% of all
OTC medications.

Table 2.29: Most frequently advised over-the-counter medications

Per cent Rate per

of OTCs 100 encounters®® 95% 95%
Generic medication Number (n=9,950) (n=101,993) LCL ucL
Paracetamol 2,578 25.9 2.5 2.2 2.8
Ibuprofen 576 5.8 0.6 0.5 0.7
Diclofenac topical 183 1.8 0.2 0.1 0.2
Clotrimazole topical 168 1.7 0.2 0.1 0.2
Sodium chloride topical nasal 157 1.6 0.2 0.1 0.2
Glucosamine 154 1.6 0.2 0.1 0.2
Loratadine 149 1.5 0.2 0.1 0.2
Sodium/potassium/citric/glucose 139 1.4 0.1 0.1 0.2
Paracetamol/codeine 135 1.4 0.1 0.1 0.2
Fexofenadine 118 1.2 0.1 0.1 0.2
Cetirzine 112 1.1 0.1 0.1 0.1
Aspirin 110 1.1 0.1 0.1 0.1
Mouthwash/gargle other 110 1.1 0.1 0.1 0.2
Chlorpheniramine/pseudoephedrine 103 1.0 0.1 0.1 0.2
Bromhexine 102 1.0 0.1 0.1 0.1
Saline bath/solution/gargle 99 1.0 0.1 0.1 0.1
Codeine/paracet/pseudoephedrine 98 1.0 0.1 0.1 0.1
Brompheniramine/phenylephrine 96 1.0 0.1 0.1 0.1
Chlorpheniramine/phenylephrine 92 0.9 0.1 0.1 0.1
Clotrimazole vaginal 88 0.9 0.1 0.1 0.1
Promethazine hydrochloride 87 0.9 0.1 0.1 0.1
Cold and flu medication NEC 86 0.9 0.1 0.1 0.1
Hyoscine butylbromide 83 0.8 0.1 0.1 0.1
Sod bicarb/citrate/tartaric 80 0.8 0.1 0.1 0.1
Sorbolene/glycerol/cetomac 76 0.8 0.1 0.1 0.1
Pholcodine 75 0.8 0.1 0.0 0.1
Psyllium hydrophilic mucilloid 72 0.7 0.1 0.1 0.1

(continued)
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Table 2.29 (continued): Most frequently advised over-the-counter medications

Per cent Rate per

of OTCs 100 encounters® 95% 95%
Generic medication Number (n=9,950) (n=101,993) LCL uUCL
Cinchocaine and hydrocortisone 70 0.7 0.1 0.1 0.1
Folic acid 69 0.7 0.1 0.1 0.1
Hydrocortisone topical skin 68 0.7 0.1 0.1 0.1
Subtotal 6,132 61.6 — — —
Total medications advised 9,950 100.0 9.8 9.0 10.5

(a) Column will not add to 100 because multiple medications could be given at each encounter and only the medications most frequently
advised for over-the-counter purchase are included.

Note: OTCs—over-the-counter medications; LCL—lower confidence limit; UCL—upper confidence limit; NEC—not elsewhere classified.

2.8 Other treatments

The survey form allowed GPs to record up to two other treatments for each problem
managed at the encounter. Other treatments included all clinical and procedural treatments
provided by the GPs at the encounters. These groups are defined in Appendix 5,
<www.aihw.gov.au/publications/index.cfm/subject/19>. Patient observations that were
regarded as routine clinical measurements, such as measurements of blood pressure, were
not included.

The GPs were also asked to indicate whether the treatment was undertaken by a practice
nurse (tick box). In this section all ‘other treatments” are reported, irrespective of whether
they were done by the GP or by the practice nurse. Those treatments provided by the
practice nurse are reported separately in Section 2.11.

Number of other treatments

Other treatments were commonly provided by GPs to manage patient morbidity. In 2005-06,
a total of 44,504 other treatments were recorded, at a rate of 43.6 per 100 encounters. The
majority of these were clinical treatments (Table 2.30).

Table 2.30: Summary of other treatments

Rate per Rate per 100
100 encs 95% 95% problems 95% 95%
Number (n=101,993) LCL uUcCL (n=149,088) LCL UCL
Other treatments 44,504 43.6 41.5 45.8 29.9 28.5 31.2
Clinical treatments 29,785 29.2 27.3 31.1 20.0 18.8 21.2
Procedural treatments 14,719 14.4 13.7 15.1 9.9 9.4 10.3
At least one other treatment 35,822 35.1 33.7 36.6 — — —

Note: Encs—encounters; UCL—upper confidence limit; LCL—Ilower confidence limit.
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Table 2.31 shows the proportion of problems for which at least one other treatment was
given. In summary:

e for nearly two-thirds of the problems managed with another treatment, no
pharmacological treatment was provided

e nearly one in five problems were managed with a clinical treatment, and no medications
were provided at the majority of these encounters

e  GPs undertook a procedure in the management of 9.3% of problems, with no
pharmacological management given at two-thirds of these encounters.

Table 2.31: Relationship of other treatments with pharmacological treatments

Per cent of

Co-management of problems with Number of Per cent problems 95% 95%
other treatments problems within class (n=149,088) LCL ucL
At least one other treatment 40,133 100.0 26.9 258 28.1
Without pharmacological treatment 25,489 63.5 171 16.3 17.9

At least one clinical treatment 27,210 100.0 18.3 17.2 19.3
Without pharmacological treatment 16,906 62.1 11.3 10.7 12.0

At least one procedural treatment 13,833 100.0 9.3 8.9 9.7
Without pharmacological treatment 9,033 65.3 6.1 5.8 6.4

Note: LCL—Ilower confidence limit; UCL—upper confidence limit.

Clinical treatments

Clinical treatments include general and specific advice, counselling or education, family
planning, and administrative processes. During 2005-06, there were 29,785 clinical
treatments recorded (Table 2.30).

Most frequent clinical treatments

Table 2.32 lists the most common clinical treatments provided. Each treatment is expressed
as a percentage of all other treatments and as a rate per 100 encounters with 95% confidence
limits.

Table 2.32: Most frequent clinical treatments

Per cent of other Rate per 100

treatments encounters 95% 95%

Treatment Number (n=44,504) (n=101,993) LCL uUcCL
Counselling—problem* 4,887 11.0 4.8 41 5.4
Advice/education* 4,858 10.9 4.8 4.1 54
Counselling/advice—nutrition/weight* 3,678 8.3 3.6 3.2 4.0
Advice/education—treatment” 3,111 7.0 31 2.6 3.5
Counselling—psychological* 3,110 7.0 3.1 2.8 3.3
Sickness certificate™ 1,644 3.7 1.6 1.4 1.9
Advice/education—medication* 1,597 3.6 1.6 1.4 1.7
Counselling/advice—exercise* 1,116 25 1.1 0.9 1.2

(continued)
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Table 2.32 (continued): Most frequent clinical treatments

Per cent of other Rate per 100

treatments encounters 95% 95%

Treatment Number (n=44,504) (n=101,993) LCL UCL
Reassurance, support 1,023 2.3 1.0 0.8 1.2
Other admin/document* 1,012 23 1.0 0.9 1.1
Counselling/advice—smoking* 530 1.2 0.5 0.4 0.6
Counselling/advice—life style* 470 1.1 0.5 0.3 0.6
Counselling/advice—alcohol* 307 0.7 0.3 0.3 0.3
Observe/wait* 304 0.7 0.3 0.2 0.4
Counselling/advice—pregnancy* 298 0.7 0.3 0.2 0.4
Family planning* 282 0.6 0.3 0.2 0.3
Counselling/advice—relaxation® 239 0.5 0.2 0.2 0.3
Subtotal 28,692 64.5 — — —
Total clinical treatments 29,785 66.9 29.2 27.3 31.1

*

Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: LCL—Ilower confidence limit; UCL—upper confidence limit.

Problems managed with clinical treatments

Table 2.33 lists the top ten problems managed with a clinical treatment. It also shows the
extent to which a clinical treatment was used for that problem and the relationship between
the use of a clinical treatment and a medication for individual problems.

e C(linical treatments were provided in the management of 27,210 problems (18.3% of all
problems).

e  The ten most common problems managed with a clinical treatment accounted for almost
one-third of all problems for which a clinical treatment was provided.

e  Almost half the contacts with depression involved a clinical treatment. Of these, half
were also managed with a medication.

e  One-quarter of upper respiratory tract infection contacts involved a clinical treatment,
with over 60% of these encounters managed without medication.

e Only 11% of hypertension contacts resulted in a clinical treatment. For half of these a
medication was also prescribed, supplied or advised.

e Atone-quarter of both lipid disorder and diabetes contacts a clinical treatment was used,
and two-thirds of these did not involve medication.
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Table 2.33: The ten most common problems managed with a clinical treatment

Per cent of Per cent of

problems Rate per 100 Per cent treated

with clinical  encounters®  95%  95% of this problems

Problem managed Number treatment (n=101,993) LCL UCL problem®  nomeds"
Depression* 1,683 6.2 1.7 1.5 1.8 457 499
Upper respiratory tract infection 1,584 5.8 1.6 1.3 1.8 25.0 61.8
Hypertension* 1,031 3.8 1.0 0.9 1.2 10.7 50.4
Diabetes* 845 3.1 0.8 0.7 0.9 23.3 63.4
Anxiety* 811 3.0 0.8 0.7 0.9 442 65.7
Lipid disorders* 814 3.0 0.8 0.7 0.9 234 63.7
Back complaint* 533 2.0 0.5 0.4 0.6 19.8 56.4
Gastroenteritis, presumed infectious 467 1.7 0.5 04 0.5 421 63.0
Sprain/strain* 465 1.7 0.5 0.4 0.5 26.0 62.8
Test results* 460 1.7 0.5 0.3 0.6 315 95.2
Subtotal 8,694 32.0 — — — — —
Total problems 27,210 100.0 26.7 251 28.3 — —

(a) Rate of provision of clinical treatment for selected problem per 100 total encounters.
(b) Per cent of contacts with this problem that generated at least one clinical treatment.

(c)  The numerator is the number of cases of this problem that generated at least one clinical treatment but generated no medications.
The denominator is the total number of contacts for this problem that generated at least one clinical treatment (with or without medications).

* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: LCL—Ilower confidence limit; UCL—upper confidence limit; meds—medications.

Procedural treatments

Procedural treatments included therapeutic actions and diagnostic procedures undertaken at
the encounter. However, they do not include injections for immunisations/vaccinations
given by either the GP or a practice nurse, as these have already been counted as medications
(see Section 2.7). There were a total number of 14,719 procedural treatments provided in
general practice during the study year (Table 2.30).

Most frequent procedures

Table 2.34 lists the most common procedural treatments provided by GPs. Each treatment is
expressed as a percentage of all other treatments and as a rate per 100 encounters with 95%
confidence limits. To find the total number of diagnostic procedures ordered or performed
by the GP, the numbers of investigations in Table 2.34 need to be added to those in

Table 2.46, which reports the most common other investigations ordered by GPs.
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Table 2.34: Most frequent procedural treatments

Per cent of
other Rate per 100

treatments® encounters 95% 95%
Treatment Number (n=44,504) (n=101,993) LCL uUcCL
Excision/removal tissue/biopsy/destruction/
debridement/cauterisation* 3,043 6.8 3.0 2.7 3.2
Dressing/pressure/compression/tamponade* 2,119 4.8 2.1 1.9 23
Local injection/infiltration* 2,006 4.5 2.0 1.8 2.2
Physical medicine/rehabilitation* 1,406 3.2 1.4 11 1.6
Incision/drainage/flushing/aspiration/removal body
fluid* 1,304 2.9 1.3 1.2 14
Pap smear* 983 2.2 1.0 0.8 1.1
Repair/fixation—suture/cast/prosthetic device
(apply/remove)* 982 2.2 1.0 0.9 11
Other therapeutic procedures/surgery NEC* 794 1.8 0.8 0.6 0.9
Electrical tracings* 416 0.9 0.4 0.3 0.5
Physical function test* 409 0.9 0.4 0.3 0.5
Urine test* 291 0.7 0.3 0.2 0.3
Other preventive procedures/high-risk medication,
condition* 224 0.5 0.2 0.2 0.3
Subtotal 13,977 31.4 — — —
Total procedural treatments 14,719 331 14.4 13.7 15.1

(@)  Only the most common procedural treatments are included, those accounting for >0.5% of all other treatments.
* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).
+ Excludes all local injection/infiltrations performed for immunisations.

Note: LCL—Iower confidence limit; UCL—upper confidence limit; NEC—not elsewhere classified.

Problems managed with a procedural treatment

Table 2.35 lists the top ten problems managed with a procedural treatment. It also
demonstrates the proportion of contacts with each problem managed with a procedure and
the proportion of problems managed with a procedure but without a concomitant
medication.

e A total of 13,833 problems involved a procedural treatment in their management (9.3%
of all problems).

e  The top ten problems accounted for less than 40% of all problems for which a procedure
was used.

e Solar keratosis/sunburn was the most common problem managed with a procedure,
undertaken for 70% of all solar keratosis/sunburn contacts.

e Over 70% of malignant skin neoplasms were managed with a procedural treatment, and
the vast majority of these did not have a medication prescribed, supplied or advised.
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Table 2.35: The ten most common problems managed with a procedural treatment

Per cent of Per cent of
problems Rate per Per cent treated
with 100 encs®  95% 95% of this problems
Problem managed Number procedure  (n=101,993) LCL UCL problem®  no meds®
Solar keratosis/sunburn 874 6.3 0.9 0.8 1.0 70.7 97.6
Female genital check-up*® 799 5.8 0.8 0.7 0.9 43.7 97.6
Excessive ear wax 679 4.9 0.7 0.6 0.8 79.2 7.7
Malignant neoplasm skin 586 4.2 0.6 0.5 0.6 71.8 94.7
Laceration/cut 534 3.9 0.5 0.5 0.6 771 97.5
Back complaint® 433 3.1 0.4 0.4 0.5 41.8 97.1
Warts 429 3.1 0.4 0.4 0.5 721 80.7
Sprain/strain* 359 2.6 0.4 0.3 0.4 20.1 53.2
Chronic skin ulcer (incl varicose
ulcer) 319 2.3 0.3 0.2 04 11.8 57.8
Skin disease, other 218 1.6 0.2 0.2 0.3 26.4 94.0
Subtotal 5,228 37.8 — — — — —
Total problems 13,833 100.0 13.6 129 14.2 — —
(a) Rate of provision of procedural treatment for selected problem per 100 total encounters.

(b) Percentage of contacts with this problem that generated at least one procedural treatment.

(c) The numerator is the number of cases of this problem that generated at least one procedural treatment but generated no medications. The
denominator is the total number of contacts (for this problem) that generated at least one procedural treatment (with or without
medications).

* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: Encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit; meds—medications; incl—including.

2.9 Referrals and admissions

A referral is defined as the process by which the responsibility for part or all of the care of a
patient is temporarily transferred to another health care provider. Only new referrals arising
at the encounter were included (i.e. continuations were not recorded). For each encounter,
GPs could record up to two referrals. These included referrals to specialists, allied health
professionals, hospitals for admission, emergency departments or other medical services.
Referrals to hospital outpatient clinics and other GPs were classified as referrals to other
medical services.

Number of referrals and admissions

Table 2.36 provides a summary of referrals and admissions, and the rates per 100 encounters
and per 100 problems for which referrals were provided. The patient was given at least one
referral at 11.3% of all encounters, and for 8.2% of all problems managed. The most frequent
referrals were to specialists, followed by referrals to allied health services. Very few patients
were referred to hospitals, to the hospital emergency department, or to other medical
services.
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Table 2.36: Summary of referrals and admissions

Rate per 100 Rate per 100

encounters 95% 95% problems 95% 95%

Variable Number (n=101,993) LCL ucL (n=149,088) LCL ucL
At least one referral® 11,543 113 109 118 8.2 7.9 8.5
Referrals 12,233 12.0 11.5 125 8.2 7.9 8.5
Specialist 8,342 8.2 7.8 8.5 5.6 5.4 5.8

Allied health service 2,932 29 27 3.1 2.0 1.8 21
Hospital 373 0.4 0.3 0.4 0.3 0.2 0.3
Emergency department 192 0.2 0.2 0.2 0.1 0.1 0.2
Other medical services 60 0.1 0.0 0.1 0.0 0.0 0.1
Other referrals 334 0.3 0.3 0.4 0.2 0.2 0.3

(a) Rate per 100 problems for at least one referral is calculated using a numerator of number of individual problems with a referral (n=12,225).

Note: LCL—Ilower confidence limit; UCL—upper confidence limit.

Most frequent referrals

Table 2.37 shows the specialists and allied health service groups to whom GPs most often
refer. The most common referrals were to ophthalmologists, surgeons and dermatologists.
Almost 40% of referrals to allied health services were to physiotherapists.

Table 2.37: The most frequent referrals by type

Per cent Rate per 100

Per cent of  of referral encounters 95% 95%

Professional/organisation Number referrals® group (n=101,993) LCL ucL
Medical specialist 8,342 74.0 100.0 8.2 7.8 8.5
Ophthalmologist 820 7.3 9.8 0.8 0.7 0.9
Surgeon 773 6.9 9.3 0.8 0.7 0.8
Dermatologist 715 6.3 8.6 0.7 0.6 0.8
Orthopaedic surgeon 709 6.3 8.5 0.7 0.6 0.8
Cardiologist 619 55 74 0.6 0.5 0.7
Gynaecologist 548 4.9 6.6 0.5 0.5 0.6
Gastroenterologist 530 4.7 6.4 0.5 0.5 0.6

Ear, nose and throat 499 4.4 6.0 0.5 0.4 0.5
Urologist 332 2.9 4.0 0.3 0.3 04
Neurologist 266 2.4 3.2 0.3 0.2 0.3
Subtotal: top ten specialist referrals 5,811 51.5 69.7 — — —
Allied health and other professionals 2,932 26.0 100.0 29 2.7 3.1
Physiotherapy 1,161 10.3 39.6 1.1 1.0 1.3
Psychologist 286 2.5 9.7 0.3 0.2 0.3
Podiatrist/chiropodist 233 2.1 8.0 0.2 0.2 0.3
Dietitian/nutritionist 232 2.1 7.9 0.2 0.2 0.3
Dentist 159 14 5.4 0.2 0.1 0.2
(continued)
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Table 2.37 (continued): The most frequent referrals by type

Per cent Rate per 100

Per cent of  of referral encounters 95% 95%
(a)

Professional/organisation Number referrals group (n=101,993) LCL ucCL
Optometrist 79 0.7 2.7 0.1 0.1 0.1
Counsellor 75 0.7 2.6 0.1 0.0 0.1
Audiologist 72 0.6 2.4 0.1 0.0 0.1
Diabetes education 57 0.5 2.0 0.1 0.0 0.1
Mental health team 50 0.4 1.7 0.1 0.0 0.1

Subtotal: top ten allied health referrals 2,404 21.3 82.0 — — —

Total specialist and allied health
referrals 11,274 100.0 — 1.1 10.6 11.6

(@)  Percent of referrals to specialists and allied health services.

Note: LCL—Ilower confidence limit; UCL—upper confidence limit.

Problems most often referred

A referral to a specialist was provided in the management of 8,524 problems. The ten
problems most commonly referred to a specialist accounted for 18.7% of all problems
referred to a specialist. The problems most often referred were diabetes (2.9% of problems
referred to a specialist), malignant skin neoplasm, pregnancy and back complaint

(Table 2.38).

Table 2.38 also shows the rate of referral per 100 contacts for each problem. Although
diabetes accounted for the greatest proportion of problems referred, the problem most likely
to result in a referral to a specialist was cataract, with GPs referring more than two out of
every three contacts with a cataract problem.

Table 2.38: The ten problems most frequently referred to a medical specialist

Rate per 100

Per cent of Rate per contacts of
problems 100 encs 95% 95% this
Problem managed Number referred (n=101,993) LCL UCL problem®
Diabetes* 249 2.9 0.2 0.2 0.3 6.9
Malignant skin neoplasm 217 26 0.2 0.2 0.3 21.0
Pregnancy* 185 2.2 0.2 0.2 0.2 20.6
Back complaint* 161 1.9 0.2 0.1 0.2 6.0
Ischaemic heart disease* 155 1.8 0.2 0.1 0.2 11.7
Depression*® 139 1.6 0.1 0.1 0.2 3.8
Osteoarthritis* 130 1.5 0.1 0.1 0.2 4.8
Oesophagus disease 122 1.4 0.1 0.1 0.2 5.1
Hypertension* 122 1.4 0.1 0.1 0.2 1.3
Cataract 116 1.4 0.1 0.1 0.1 70.7
Subtotal: top ten problems referred to a
specialist 1,696 18.7 — — — —
Total problems referred to specialist 8,524 100.0 8.4 8.0 8.7 —
(a) The rate of referrals to medical specialists per 100 contacts with the problem.
* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: Encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit.
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There were 3,034 problems referred to an allied health professional or service. The ten most
common of these accounted for 44.8% of all problems referred to allied health services, with
back complaint the most common. However, the problem most likely to result in a referral to
an allied health service was teeth/gum disease, with one in four contacts resulting in referral

(Table 2.39).

The ten problems most frequently referred to

hospital are shown in Table 2.40.

Table 2.39: The ten problems most frequently referred to allied health services

Rate per 100

Per cent of Rate per contacts of
problems 100 encs 95% 95% this
Problem managed Number referred (n=101,993) LCL UCL problem‘a)
Back complaint* 257 8.5 0.3 0.2 0.3 9.5
Sprain/strain* 224 7.4 0.2 0.2 0.3 12.5
Depression* 200 6.6 0.2 0.2 0.2 5.4
Diabetes* 175 5.8 0.2 0.1 0.2 4.8
Osteoarthritis* 114 3.8 0.1 0.1 0.1 4.2
Teeth/gum disease 101 3.3 0.1 0.1 0.1 26.6
Anxiety* 87 29 0.1 0.1 0.1 4.7
Musculoskeletal injury NOS 76 2.5 0.1 0.1 0.1 9.2
Shoulder syndrome 69 2.3 0.1 0.1 0.1 13.9
Musculoskeletal disease, other 55 1.8 0.1 0.0 0.1 7.3
Subtotal: top ten problems referred to AHS 1,358 44.8 — — — —
Total problems referred to AHS 3,034 100.0 3.0 2.7 3.2 —
(@)  The rate of referrals to allied health services per 100 contacts with the problem.
* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: Encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit; NOS—not otherwise specified; AHS—allied health service.

Table 2.40: The ten problems most frequently referred to hospital

Rate per 100

Per cent of Rate per contacts of
problems 100encs 95% 95% this
Problem managed Number referred (n=101,993) LCL UCL problem®
Ischaemic heart disease* 20 5.0 0.02 0.01 0.03 1.5
Fracture* 17 43 0.02 0.01 0.03 1.6
Pregnancy* 16 41 0.02 0.01 0.02 1.8
Appendicitis 13 3.2 0.01 0.00 0.02 23.9
Pneumonia 12 3.1 0.01 0.00 0.02 3.4
Chronic obstructive pulmonary disease 10 2.6 0.01 0.00 0.02 1.4
Stroke/cerebrovascular accident 8 21 0.01 0.00 0.01 4.0
Pre/postnatal check-up* 8 21 0.01 0.00 0.01 14
Depression* 7 1.9 0.01 0.00 0.01 0.2
Musculoskeletal injury NOS 7 1.9 0.01 0.00 0.01 0.9
Subtotal: top ten problems referred for admission 119 30.2 — — — —
Total problems referred to hospital 393 100.0 0.4 0.3 0.5 —
(@)  The rate of referrals to hospital per 100 contacts with the problem.
* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: Encs—encounters; LCL—lower confidence limit; UCL—upper co

nfidence limit; NOS—not otherwise specified.

59



2.10 Investigations

The GPs participating in the study were asked to record (in free text) any pathology, imaging
or other tests ordered or undertaken at the encounter and to nominate the patient problem(s)
associated with each test order placed. This allows the linkage of test orders to a single
problem or multiple problems. Up to five orders for pathology and two for imaging and
other tests could be recorded at each encounter. A single test may have been ordered for the
management of multiple problems, and multiple tests may have been used in the
management of a single problem.

A pathology test order may be for a single test (e.g. Pap smear, HbAlc) or for a battery of
tests (e.g. lipids, full blood count). Where a battery of tests was ordered, the battery name
was recorded rather than each individual test. GPs also recorded the body site for any
imaging ordered (e.g. X-ray chest, CT head).

Numbers of investigations

Table 2.41 shows the number of encounters and problems at which a pathology or imaging
test was ordered. There were no tests recorded at the vast majority (77.9%) of encounters.

At least one pathology test order was recorded at 16.4% of encounters (for 12.7% of problems
managed) and at least one imaging test was ordered at 7.8% of encounters (for 5.5% of
problems managed).

Table 2.41: Number of encounters and problems for which pathology or imaging ordered

Per cent of Per cent of

Number encs 95% 95% Number of problems 95% 95%
Variable ofencs (n=101,993) LCL UCL problems (n=149,088) LCL UCL
Pathology and imaging ordered 2,110 21 1.9 2.2 1,526 1.0 0.9 1.1
Pathology only ordered 14,583 143 138 1438 17,411 117 113 121
Imaging only ordered 5,818 5.7 5.4 6.0 6,665 45 4.3 4.7
No tests ordered 79,482 779 773 786 123,485 82.8 823 834
At least one pathology ordered 16,693 16.4 158 16.9 18,938 127 122 132
At least one imaging ordered 7,928 7.8 7.4 8.1 8,192 5.5 5.3 5.7

Note: Encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit.

Pathology ordering

A comprehensive report on pathology ordering by GPs in Australia in 1998, written by the
then General Practice Statistics and Classification Unit (GPSCU) using BEACH data, was
published on the Internet by the Diagnostics and Technology Branch of the Department of
Health and Aged Care during 2000.15 A report on changes in pathology ordering by GPs
from 1998 to 2001 was also published by the GPSCU in 2003.1¢ Readers may wish to compare
those results with the information presented below.
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Nature of pathology orders at encounter

The distribution of pathology tests by Medicare Benefits Schedule (MBS) group and the most
common tests within each group are presented in Table 2.42. Each group and individual test

is expressed as a percentage of all pathology tests, as a percentage of the group and as a rate

per 100 encounters with 95% confidence limits.

The pathology tests recorded were grouped according to the categories set out in

Appendix 5, <www.aihw.gov.au/ publications/index.cfm/subject/19>. The main pathology
groups reflect those used in previous analyses by Medicare Australia of pathology tests
recorded.?!

Table 2.42: Distribution of pathology orders across MBS pathology groups and most frequent
individual test orders within group

Per cent of all Percent Rate per100encs 95% 95%

Pathology test ordered Number pathology of group (n=101,993) LCL UCL
Chemistry 22,185 56.4 100.0 21.8 206 229
Lipids 3,859 9.8 17.4 3.8 35 4.1

EUC 2,807 71 12.7 2.8 25 3.0

Liver function 2,578 6.6 11.6 25 2.3 2.7
Glucose/tolerance 2,367 6.0 10.7 2.3 21 2.6
Thyroid function 2,168 5.5 9.8 21 2.0 2.3
Multibiochemical analysis 1,875 4.8 8.4 1.8 1.6 2.1
Chemistry; other 1,056 2.7 4.8 1.0 0.9 1.2
HbA1c 1,027 2.6 4.6 1.0 0.9 1.1
Ferritin 925 24 42 0.9 0.8 1.0
Prostate specific antigen 756 1.9 3.4 0.7 0.7 0.8
Hormone assay 749 1.9 3.4 0.7 0.6 0.8

C reactive protein 495 1.3 2.2 0.5 0.4 0.6
Haematology 7,460 19.0 100.0 7.3 6.9 7.7
Full blood count 5,379 13.7 721 5.3 5.0 5.6

ESR 925 24 124 0.9 0.8 1.0
Coagulation 891 2.3 11.9 0.9 0.8 1.0
Microbiology 5,677 14.4 100.0 5.6 5.2 5.9
Urine MC&S 1,846 4.7 325 1.8 1.7 1.9
Microbiology; other 776 2.0 13.7 0.8 0.7 0.8
Hepatitis serology 604 1.5 10.6 0.6 0.5 0.7
Faeces MC&S 333 0.9 5.9 0.3 0.3 04
Chlamydia 317 0.8 5.6 0.3 0.2 0.4
Vaginal swab and C&S 316 0.8 5.6 0.3 0.3 04

HIV 307 0.8 5.4 0.3 0.2 0.4
Cytology 1,773 4.5 100.0 1.7 1.6 1.9
Pap smear 1,731 4.4 97.6 1.7 1.5 1.9
(continued)
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Table 2.42 (continued): Distribution of pathology orders across MBS pathology groups and most
frequent individual test orders within group

Per cent of all Per cent Rate per100encs 95% 95%

Pathology test ordered Number pathology of group (n=101,993) LCL UCL
Other NEC 709 1.8 100.0 0.7 0.6 0.8
Blood test 296 0.8 417 0.3 0.2 04
Infertility/pregnancy 224 0.6 100.0 0.2 0.2 0.3
Tissue pathology 591 1.5 100.0 0.6 0.5 0.7
Histology, skin 547 1.4 92.4 0.5 0.5 0.6
Immunology 593 1.5 100.0 0.6 0.5 0.7
Immunology, other 268 0.7 45.2 0.3 0.2 0.3
Simple basic tests 145 0.4 100.0 0.1 0.1 0.2
Total pathology tests 39,358 100.0 — 38.6 369 403

Note: Encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit; NEC—not elsewhere classified.

Problems for which pathology tests were ordered

Table 2.43 describes, in decreasing frequency order of problem-pathology combinations, the
most common problems for which pathology was ordered. The two right-hand columns
show the proportion of each problem that resulted in a pathology order and the rate of
pathology orders per 100 specified problems when at least one test is ordered. For example,
30% of contacts with diabetes result in pathology orders, and when at least one pathology
test is ordered for diabetes, 263 tests are ordered per 100 diabetes contacts.

Table 2.43: The ten problems for which pathology was most frequently ordered

Rate of path

Number of Per cent of Percentof orders per 100

Number of problem-path problem-path problems problems with

Problem managed problems  combinations®  combinations®”  with test® pathology"
Diabetes* 3,618 2,849 7.0 30.0 262.8
Hypertension* 9,635 2,734 6.7 11.6 244.8
Lipid disorders* 3,479 2,207 54 31.0 204.7
General check-up* 2,106 1,655 4.1 26.3 299.0
Female genital check-up* 1,829 1,503 3.7 70.7 116.3
Weakness/tiredness general 589 1,399 3.4 63.6 373.7
Urinary tract infection* 1,788 1,066 2.6 54.6 109.3
Blood test NOS 325 932 23 86.8 330.4
Pregnancy* 895 799 2.0 39.9 223.5
Microbiology/immunology NOS 208 600 1.5 87.7 330.0
Subtotal 24,472 15,744 38.7 — —
Total 149,088 40,648 100.0 12.7 207.8

(a) A test was counted more than once if it was ordered for the management of more than one problem at an encounter. There were 39,358
pathology test orders and 40,648 problem—pathology combinations.

(b)  The percentage of total contacts with the problem that generated at least one order for pathology.

(c) The rate of pathology orders placed per 100 contacts with that problem generating at least one order for pathology.

Includes multiple ICPC-2 and ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).
Note: Path—pathology; NOS—not otherwise specified.
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Imaging ordering

Readers wanting a more detailed study of imaging orders should consult the comprehensive
report on imaging orders by GPs in Australia in 1999-00, written by the GPSCU using
BEACH data, published by the AIHW in 2001.17

Nature of imaging orders at encounter

The distribution of imaging tests by MBS group and the most common tests within each
group are presented in Table 2.44. Each group and individual test is expressed as a
percentage of all imaging tests, as a percentage of the group and as a rate per 100 encounters
with 95% confidence limits.

Table 2.44: The most frequent imaging tests ordered, by MBS group

Rate per 100

Per cent of Per cent of encounters 95% 95%

Imaging test ordered Number tests group (n=101,993) LCL UCL
Diagnostic radiology 4,877 54.2 100.0 4.8 4.5 5.0
X-ray; chest 1,126 12.5 23.1 1.1 1.0 1.2
X-ray; knee 491 5.5 101 0.5 0.4 0.5
Mammography; female 375 4.2 7.7 0.4 0.3 0.4
X-ray; ankle 251 2.8 5.1 0.3 0.2 0.3
X-ray; foot/feet 221 2.5 4.5 0.2 0.2 0.2
X-ray; shoulder 206 2.3 4.2 0.2 0.2 0.2
Test; densitometry 189 21 3.9 0.2 0.2 0.2
X-ray; spine; lumbosacral 187 21 3.8 0.2 0.1 0.2
X-ray; hip 176 2.0 3.6 0.2 0.1 0.2
X-ray; wrist 151 1.7 3.1 0.2 0.1 0.2
X-ray; spine; lumbar 148 1.7 3.0 0.2 0.1 0.2
X-ray; hand 145 1.6 3.0 0.1 0.1 0.2
X-ray; finger(s)/thumb 121 1.3 2.5 0.1 0.1 0.1
X-ray; spine; cervical 121 1.3 2.5 0.1 0.1 0.1
X-ray; abdomen 84 0.9 1.7 0.1 0.1 0.1
Ultrasound 2,947 32.7 100.0 2.9 2.7 3.1
Ultrasound; pelvis 498 55 16.9 0.5 0.4 0.6
Ultrasound; abdomen 314 3.5 10.7 0.3 0.3 0.4
Ultrasound; breast; female 287 3.2 9.7 0.3 0.2 0.3
Ultrasound; shoulder 285 3.2 9.7 0.3 0.2 0.3
Ultrasound; obstetric 234 2.6 7.9 0.2 0.2 0.3
Ultrasound; renal tract 126 1.4 4.3 0.1 0.1 0.1

Test; doppler 123 1.4 4.2 0.1 0.1 0.1
Echocardiography 121 1.4 4.1 0.1 0.1 0.1
Ultrasound; thyroid 101 1.1 3.4 0.1 0.1 0.1
Ultrasound; scrotum 80 1.0 3.2 0.1 0.0 0.4

(continued)

63



Table 2.44 (continued): The most frequent imaging tests ordered, by MBS group

Rate per 100

Per cent of Per cent of encounters 95% 95%

Imaging test ordered Number tests group (n=101,993) LCL ucL
Computerised tomography 1,025 11.4 100.0 1.0 0.9 1.1
CT scan; brain 207 23 20.2 0.2 0.2 0.2

CT scan; spine; lumbar 125 1.4 12.2 0.1 0.1 0.2

CT scan; abdomen 114 1.3 11.1 0.1 0.1 0.1

CT scan; head 103 1.1 10.0 0.1 0.1 0.1
Nuclear medicine imaging 106 1.2 100.0 0.1 0.1 0.1
Scan; bone(s) 92 1.0 86.7 0.1 0.1 0.1
Magnetic resonance imaging 48 0.5 100.0 0.1 0.0 0.1
Total imaging tests 9,003 100.0 — 8.8 8.4 9.2

Note: LCL—Iower confidence limit; UCL—upper confidence limit; CT—computerised tomography.

Problems for which imaging tests were ordered

Table 2.45 describes, in decreasing frequency order of problem-imaging combinations, the
most common problems for which imaging was ordered. The two right-hand columns show
the proportion of each problem that resulted in an imaging test and the rate of imaging tests
per 100 specified problems when at least one test is ordered —for example, 43% of contacts
with fractures result in an imaging test and 109.8 tests are ordered per 100 fracture contacts
when at least one test is ordered.

Table 2.45: The ten problems for which an imaging test was most frequently ordered

Rate of imaging

Number of Per cent of Per cent of orders per 100

Number problem-imaging problem-imaging problems tested

Problem managed of probs combinations® combinations  with test® problems®
Back complaint* 2,698 501.4 55 16.1 115.6
Fracture* 1,039 492.9 54 43.2 109.8
Osteoarthritis* 2,737 4315 4.7 14.3 110.4
Sprain/strain* 1,787 372.0 41 18.0 1154
Injury musculoskeletal NOS 825 247.5 2.7 25.6 117.3
Abdominal pain* 573 234.7 2.6 36.9 111.0
Injury skin, other 712 212.3 2.3 26.9 111.0
Pregnancy* 895 201.0 2.2 22.2 101.2
Breast lump/mass (female) 201 195.1 21 67.7 143.0
Shoulder syndrome 497 161.7 1.8 231 140.9
Subtotal 11,964 3,050.2 33.5 — —
Total 149,088 9,096 100.0 5.5 109.9

(@) A testwas counted more than once if it was ordered for the management of more than one problem at an encounter. There were 9,003
imaging test orders and 9,096 problem—imaging combinations.

(b) The percentage of total contacts with the problem that generated at least one order for imaging.
(c)  The rate of imaging orders placed per 100 contacts with that problem generating at least one order for imaging.
* Includes multiple ICPC-2 and ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: Probs—problems; NOS—not otherwise specified.
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Other investigations ordered

Other investigations include diagnostic procedures ordered by the GP at the encounter.
There were a total of 1,040 other investigations ordered by GPs during the study year
(Table 2.23).

Most frequent procedures

Table 2.46 lists the most common other investigations ordered by GPs. Each investigation is
expressed as a percentage of all ‘other investigations” and as a rate per 100 encounters with
95% confidence limits.

To find the total number of these investigations ordered or performed by the GP, the
numbers of investigations in Table 2.46 need to be added to those in Table 2.34, which
reports the diagnostic procedures performed by the GP at the encounter.

Table 2.46: Most frequent other investigations

Per cent of Rate per 100

other encounters 95% 95%
Treatment Number investigations (n=101,993) LCL UCL
Electrical tracings* 523 51.4 0.5 0.4 0.6
Diagnostic endoscopy* 330 324 0.3 0.3 0.4
Physical function test* 147 14.5 0.1 0.1 0.2
Subtotal 1,000 98.3 — — —
Total other investigations 1,017 100.0 1.0 0.9 11

* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: LCL—Iower confidence limit; UCL—upper confidence limit.

2.11 Practice nurse activity

This section describes the activities of practice nurses that were directly associated with the
GP-patient encounters recorded by the GPs in BEACH. New Medicare item numbers were
introduced in November 2004 that allowed GPs to claim for specific tasks undertaken by a
practice nurse under the direction of the GP. Changes in the recording form were made for
the 2005-06 BEACH year to allow capture of this information. The changes in the form, and
the methods of reporting, are described in Chapter 5. In summary: for the first time GPs were
allowed to record multiple (up to three) Medicare item numbers where appropriate, rather
than be limited to one item number. In the “other treatments’ section, for each problem
managed, GPs were asked to tick the practice nurse box if the treatment recorded was
provided by the practice nurse, rather than by the GP. If the box was not ticked it was
assumed that the GP gave the "other treatment’. The survey form allowed GPs to record up
to two other treatments for each problem managed at the encounter. Other treatments
included all clinical and procedural treatments provided at the encounters. These groups are
defined in Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>. Patient
observations that were regarded as routine clinical measurements, such as measurements of
blood pressure, were not included.
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This section investigates:

e the distribution of the Medicare items claimed for practice nurses (we reported the total
number of these items as one group in Section 2.3, Table 2.11)

e the treatments provided by practice nurses in direct association with the GP-recorded
encounters

e  problems for which the practice nurse provided the treatment in direct association with
the GP-recorded encounters.

In Section 2.8, we reported all treatments (other than medications) recorded by the GPs,
irrespective of whether they were provided by the GP or by a practice nurse. As in previous
years we did not include “injections’ recorded in the provision of immunisations and
vaccinations, as these are already counted as pharmacological management. In contrast, in
this section, being a description of practice nurse activity, we report only the activities ticked
as being conducted by a practice nurse. We also include the injections for immunisation that
were not counted in Section 2.8.

When viewing these results, it must be remembered that these “practice nurse” data will not
include activities undertaken by the practice nurse during the GP’'s BEACH recording period
that were outside (not associated with) the recorded encounter. Such activities could include
Medicare claimable activities (e.g. immunisations/vaccinations) provided under instruction
from the GP but not at the time of the encounter recorded in BEACH, or provision of other
activities not currently claimable from Medicare (e.g. dietary advice on a one-to-one basis, or
in a group situation).

Practice nurse Medicare claims versus practice nurse activity

Practice nurses were involved in 4,013 GP-patient encounters but only 1,696 encounters
(42.3%) were claimable for Medicare under the practice nurse item numbers. Items for
practice nurse activities accounted for 1.5% of all items recorded in 2005-06 (Table 2.11).

Distribution of practice nurse item numbers claimed at encounters

By far the majority (79.5%) of the 1,696 practice nurse item numbers recorded for the BEACH
encounters were for the provision of immunisations by the practice nurse. A further 30%
were for wound treatment. Items claimed for practice nurse conduct of Pap smears were
very few, and the item for cervical smears for women who had not had a smear in the
previous 4 years was never recorded (Table 2.47).

Table 2.47: Distribution of practice nurse item numbers recorded at encounter

Medicare item Per cent
number Short descriptor Number of total
10993 Immunisation 1179 69.5
10996 Wound treatment 509 30.0
10998 Cervical smear—in regional, rural or remote area (RRMA 3-7) 0 0.0
Cervical smear—women 20-69, no smear in past 4 years—in
10999 regional, rural or remote area (RRMA 3-7) 8 0.5
Total All Medicare practice nurse item numbers 1,696 100.0

Note: RRMA—Rural, Remote and Metropolitan Area classification. One encounter at which the patient was not seen by the GP but a practice
nurse item number was recorded has been included in this table, but is not counted in the total practice nurse item numbers in Table 2.11.
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Treatments provided by practice nurses

There were 44,504 other treatments recorded by the GP that were reported in Section 2.8.
There were a further 3,356 injections given, in the provision of immunisation (not reported in
Section 2.8). In total there were 47,860 other treatments recorded.

At least one practice nurse activity was recorded at 4,013 encounters —3.9% of all encounters.
They were involved in the management of 4,110 problems (2.8% of all problems managed by
the participating GPs). Total other treatments given by practice nurses numbered 4,310,
representing 9.0% of all other treatments recorded at BEACH encounters. The majority
(95.2%) of the practice nurse activity was procedural in nature. These procedures represented
almost a quarter (22.7%) of all procedures recorded. In contrast, the practice nurse undertook
less than 1% of all clinical treatments recorded (Table 2.48).

Table 2.48: Summary of other treatments given by practice nurse

Performed by the

practice nurse Performed by the GP
Per cent Per cent Total number
Treatment Number  of total Number  of total recorded®
Clinical treatments 208 0.7 29,577 99.3 29,785
Procedural treatments'® 4,103 227 14,147 77.3 18,075
Total other treatments 4,310 9.0 43,724 91.4 47,860

(@)  Procedural treatments include all injections given for immunisations/vaccinations.

Table 2.49 provides a breakdown of the treatments undertaken by a practice nurse at the
recorded encounters. As previously stated, procedures made up the vast majority of the
practice nurse activity. Of the 4,103 procedures recorded, 40.1% were injections (which in the
majority were for immunisations) and a further 23.2% were dressing/ pressure/compression
/tamponade. Together these accounted for more than half of all procedures undertaken by
practice nurses. However, practice nurses provided a wide range of other activities in
association with the GP encounters, and the most common are listed in Table 2.49.

Comparing this table with the claims data in Table 2.47, we can conclude that 71.7% of the
injections were claimed as a practice nurse Medicare item number and 53.2% of the
dressing/ pressure/compression/tamponade work was claimed under Medicare. Some of
the dressings may be follow-up encounters where the follow-up treatment is included in the
initial Medicare claim (claimed in the past), and may therefore not be claimable for the
practice nurse.

Clinical treatments (such as advice and counselling) accounted for only 5% of the practice
nurse activity. General advice/education was most commonly recorded, accounting for
17.1% of the clinical treatments provided by the nurse, followed by counselling about the
problem under management (16.7%), other administrative and documentation work (12.9%)
and counselling/advice about nutrition/weight (11.0%).
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Table 2.49: Most frequent treatments provided by practice nurses

Rate per 100 encs

Per cent of involving practice 95% 95%
Treatment Number group® nurse (n=4,013)® LCL ucL
Clinical treatments 208 100.0 5.2 3.7 6.7
Advice/education® 36 171 0.9 0.4 1.3
Counselling—problem* 35 16.7 0.9 0.2 1.5
Other admin/document* 27 12.9 0.7 0.4 1.0
Counselling/advice—nutrition/weight* 23 11.0 0.6 0.2 1.0
Observe/wait* 21 10.1 0.6 0.0 1.2
Procedural treatments 4,103 100.0 102.2 100.1 104.3
Injection* 1,645 401 41.0 36.6 454
Dressing/pressure/compression/tamponade* 952 23.2 23.7 21.3 26.2
Incision/drainage/flushing/aspiration/
removal body fluid* 326 8.0 8.1 6.2 10.0
Excision/removal issue/biopsy/destruction/
debridement/cauterisation™ 299 7.3 7.4 5.6 9.2
Repair/fixation—suture/cast/prosthetic device
(apply/remove)* 256 6.2 6.4 5.0 7.8
Electrical tracings* 218 5.3 5.4 4.1 6.7
Physical function test* 158 3.8 3.9 2.6 5.3
Urine test* 57 1.4 1.4 0.8 2.0
Physical medicine/rehabilitation* 38 0.9 0.9 0.4 1.5
Other therapeutic procedures/surgery NEC* 37 0.9 0.9 0.5 1.3
Other diagnostic procedures* 34 0.8 0.9 0.3 1.4
Glucose test 28 0.7 0.7 0.3 1.1
Total other treatments 4,310 — 107.4 1059 108.9

(a) Figures do not total 100 as more than one treatment can be performed by a practice nurse at each encounter and only those individual
treatments accounting for >=0.5% of total treatments by practice nurse are included.

* Includes multiple ICPC-2 or ICPC-2 PLUS codes (see Appendix 5, <www.aihw.gov.au/publications/index.cfm/subject/19>).

Note: Encs—encounters; LCL—lower confidence limit; UCL—upper confidence limit; NEC—not elsewhere classified.

Problems managed with practice nurse involvement

Treatments provided by a practice nurse were most often in the management of
immunisation (30.2% of all problems managed with involvement of a practice nurse),
followed by chronic skin ulcer (6.7%) and laceration/cut (6.3%) (Table 2.50).
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Table 2.50: The most common problems managed with the involvement of practice nurse

Per cent of Rate per 100
problems encs involving

involving practice  practice nurse® 95% 95%
Problem managed Number nurse (n=4,110) (n=4,013) LCL uUcCL
Preventive immunisation/vaccination—all* 1240 30.2 30.9 26.9 34.9
Chronic skin ulcer (incl varicose ulcer) 274 6.7 6.8 5.6 8.0
Laceration/cut 258 6.3 6.4 5.0 7.8
Malignant neoplasm skin 130 3.2 3.2 2.3 4.2
General check-up* 100 24 2.5 1.7 3.3
Excessive ear wax 89 2.2 2.2 1.6 2.9
Skin infection, post traumatic 72 1.8 1.8 1.3 2.3
Diabetes* 70 1.7 1.7 1.0 24
Asthma 61 1.5 1.5 1.0 2.0
Repair/fixate—suture/cast/prosthetic device
(apply/remove) 50 1.2 1.2 0.7 1.8
Skin symptom/complaint NEC 47 1.2 1.2 0.7 1.7
Atrial fibrillation/flutter 47 1.1 1.2 0.6 1.7
Abrasion/scratch/blister 47 1.1 1.2 0.7 1.6
Fracture® 44 1.1 1.1 0.7 1.5
Contraception, other than oral 43 1.1 1.1 0.6 1.5
Hypertension® 43 1.0 1.1 0.6 1.5
Injury skin NEC 41 1.0 1.0 0.6 14
Total problems 4,110 100.0 102.4 101.7 103.2

(a) Rate of nurse provision of treatment for selected problem per 100 total encounters.

Note: Encs—encounters; LCL—Ilower confidence limit; UCL—upper confidence limit; NEC—not elsewhere classified; incl—including.

Discussion

These results suggest that many GPs have utilised practice nurses for provision of
immunisations and, to a lesser degree, for dressings. However, they also suggest that there
has been very little utilisation of the Pap smear practice nurse item numbers. This may be
due to multiple factors including:

e the fact that the practice nurse Pap smear Medicare item numbers can be claimed only
by GPs in regional, rural and remote areas—i.e. by about 26% of all GPs in the BEACH
sample frame (see Section 2.2, Table 2.2).

e possible patient preference for Pap smears to be done by the GP
e  GP preference
e lack of training and experience of practice nurses in undertaking Pap smears

e the difficulty of separating out the Pap smear from the total clinical activity of a female
check-up. Female genital checks often involve a bi-manual pelvic examination, breast
check, and may also involve discussion of sexual issues and contraception which in turn
may result in prescription of medication.

The practice nurse Medicare initiatives have clearly led to a shift of some work from the GP
to the nurse. However, this has had an impact on the rate at which GPs provide their patients
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with advice and counselling about health. Whether this advice and counselling is now being
done by the practice nurse on other occasions, or as part of the procedural work the nurse
does on behalf of the GP is not possible to assess from BEACH, as the nurse does not
complete the BEACH form. The effect of the practice nurse on GP provision of advice and
counselling is discussed in further detail in Section 4.2.

There were many activities undertaken by the practice nurse associated with the GP’s
BEACH encounters and many of these services were not claimable from Medicare. Some of
these activities could be considered as possible additions to the Medicare practice nurse
items. However, if this is to be considered, are there sufficient nurses available in the
community to encourage expansion of their role in general practice without having a
detrimental affect on the nursing labour force in other services such as hospitals?

2.12 Patient risk factors

General practice is commonly identified as a significant intervention point for health care
and health promotion because GPs have considerable exposure to the health of the
population.

Since April 1998, a section on the bottom of each encounter form has been used to investigate
aspects of patient health or health care delivery not covered by general practice consultation-
based information. These additional substudies are referred to as SAND (Supplementary
Analysis of Nominated Data). The SAND methods, used in the substudies reported here, are
described in Section 5.9).

Body mass index

Overweight and obesity have been estimated to account for more than 4% of the total burden
of disease in Australia.3?2 The 1999-00 Australian diabetes, obesity and lifestyle study
(AusDiab) estimated that 60% of Australians aged over 25 years were overweight or obese
(BMI >25). Men were more likely to be overweight or obese than women (67% compared
with 52%).3 This year we have adopted the WHO recommendations® for BMI groups. This
has affected the division between underweight and normal weight, which in previous
reports was set at a BMI of 20, but is now set at 18.5. BMI data for previous years reported in
Chapter 3 and Appendix 4 have been re-calculated and are reported for all years according
to the WHO criteria.

Body mass index of adults
The sample size was 33,101 patients aged 18 years and over at encounters with 1,005 GPs.

e More than half (56.8%) of patients were overweight or obese —22.2% obese and 34.6%
overweight.

e Only 2.8% of patients were underweight.
e 40% of patients had a BMI that was in the normal range (Table 2.51).

e  Males were more likely to be overweight or obese (64.2%, 95% CI: 63.1-65.3) than
females (51.9%, 95% CI: 50.8-52.9).

e  Overweight/obesity was most prevalent in male patients aged 45-64 years (Figure 2.6).
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e Inthe 18-24 years age group, 7.2% of women and 3.5% of men were underweight, as

were 6.1% of women and 2.4% of men aged 75 years or more (Figure 2.7). This is

considerably lower than reported in previous years because of the use of the lower BMI
cut-off for normal of 18.5 instead of 20.

These results are consistent with those of the 1999-00 AusDiab study3? and the results
reported for each BEACH year from 2000-01 onwards.3> They are also broadly consistent

with the Australian Bureau of Statistics 2001 figures from the National Health Survey of 58%
of adults aged 18 or more being overweight or obese.3¢

Table 2.51: Patient body mass index (aged 18 years and over)

(a)

Male® Female Total respondents
Per 95% 95% Per 95% 95% 95% 95%
BMI class cent LCL UcCL cent LCL UCL Per cent LCL uUcCL
Obese 21.6 20.7 22.5 22.6 21.7 23.4 22.2 21.5 229
Overweight 42.6 41.6 43.6 29.3 28.6 30.0 34.6 33.9 35.2
Normal 34.3 33.3 354 44.6 43.6 45.6 40.5 39.7 41.4
Underweight 1.5 1.3 1.7 3.5 3.2 3.8 2.8 25 3.0
Total (n, %) 12,882 100.0 —_ 19,976 100.0 —_ 33,101 100.0 —
(a)  Patient sex was unknown for 243 respondents.
Note: BMI—body mass index; LCL—Ilower confidence limit; UCL—upper confidence limit.
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Figure 2.6: Age-sex-specific rates of overweight and obesity in
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Figure 2.7: Age-sex-specific rates of underweight in adults
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Body mass index of children

BMI was calculated for 3,479 patients aged 2-17 years at encounters with 855 GPs.

Three in ten children (30.4%, 95% CI: 28.6-32.3) were considered overweight or obese;
11.9% (95% CI: 10.6-13.2) of all children were considered obese and 18.6%
(95% CI:17.2-19.9) children were defined as overweight (results not tabulated).

There was no difference in prevalence of overweight/obesity between male (30.5%,

95% CI: 28.1-33.0) and female children (30.4%, 95% CI: 28.1-32.7).

The age-specific rates of being obese follow very similar patterns for both sexes

(Figures 2.8 and 2.9).

Per cent

0 2-4 5-8 9-12 13-17
—&— Male obese 14.9 16.1 10.3 9.0
—l— Male overweight 11.6 14.5 244 22.1
—a&— Male under/normal 73.5 69.4 65.3 69.0

Age group (years)

Figure 2.8: Age-specific rates of obesity, overweight and
normal/underweight in male children
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—&— Female obese 131 171 11.8 6.5
—— Female overweight 14.7 16.3 20.8 224
—&— Female under/normal 72.2 66.6 67.5 711

Age group (years)

Figure 2.9: Age-specific rates of obesity, overweight and

normal/underweight in female children

Smoking

Tobacco smoking is the leading cause of drug-related death and hospital separations in
Australia.?” It has been identified as the risk factor associated with the greatest disease

burden, accounting for 9.7% of the total burden of disease in Australia.32 According to the

2001 National Drug Strategy Household Survey (NDSHS), 19.5% of Australians aged

14 years and over smoked daily, 21.1% of males and 18.0% of females.3

The smoking status of 33,558 adult patients was established at encounters with 1,005 GPs.

17% of adult patients were daily smokers.

Significantly more male (20.7%) than female patients (14.7%) were daily smokers.

Only 3.6% of adult patients were occasional smokers.

More than a quarter of the adults (27.1%) were previous smokers (Table 2.52).

Daily smoking was most prevalent among younger adult patients (aged 18-24 and

25-44) with one in four of these patients reporting daily smoking.

Almost 60% of male and 25% of female patients aged 75 years and over were previous

smokers but only 5% in this age group were daily smokers (Figures 2.10 and 2.11).

Table 2.52: Patient smoking status (aged 18 years and over)

Male® Female® Total respondents

95% 95% 95% 95% 95% 95%
Smoking status Per cent LCL UCL Per cent LCL UCL Per cent LCL uUCL
Daily 20.7 19.7 21.8 14.7 14.0 15.4 171 16.3 17.8
Occasional 4.1 3.7 4.6 3.3 3.0 3.6 3.6 34 3.9
Previous 35.7 34.5 36.9 215 20.7 223 271 26.3 27.8
Never 39.5 38.2 40.7 60.5 59.5 61.6 52.3 51.3 53.2
Total (n, %) 13,016  100.0 — 20,288  100.0 — 33,558 100.0 —

(a)

Note: LCL—Iower confidence limit; UCL—upper confidence limit.

Patient sex was unknown for 254 respondents.

73



70

Per cent

18-24 25-44 45-64 65-74 75+
—&— Male daily 28.0 33.3 21.9 11.2 5.4
—l— Male previous 9.9 191 35.2 50.1 58.8
—a— Male never 51.7 41.0 39.3 36.8 34.7

Figure 2.10: Smoking status —male age-specific rates

Age group (years)

80

Per cent

18-24 25-44 45-64 65-74 75+

—&— Female daily 21.5 20.5 15.4 8.1 4.6

—l— Female previous 12.9 19.1 23.2 25.2 24.4

—a&A— Female never 57.1 55.4 58.9 65.4 70.4
Age group (years)

Figure 2.11: Smoking status —female age-specific rates
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Alcohol consumption

In people aged 65 years and over, low to moderate consumption of alcohol has been found to
have a preventive effect against selected causes of morbidity and mortality (e.g.
cardiovascular disease).?” The beneficial impact of low alcohol consumption has been found
to prevent more mortality than is caused by harmful alcohol consumption.?” Alcohol
consumption accounted for 4.9% of the total burden of disease in Australia; however, after
taking into account the benefit derived from low to moderate alcohol consumption, this fell
t0 2.2%.32

The 2001 NDSHS found that 9.9% of people aged 14 years and over (10.2% of males and

9.4% of females) drank at levels considered to be risky or high risk for their health in the long
term.38 This risk level of alcohol consumption was based on the NHMRC 2001 guidelines .3
The NDSHS also found that 34.4% of people aged

14 years and over (39.3% of males and 29.6% of females) drank alcohol at levels which put
their health at risk in the short term during the preceding 12 months.3

The questions asked of the patients and the methods used to classify at-risk levels of alcohol
consumption in the BEACH study are described in Section 5.9. Patient self-reported alcohol
consumption was recorded at 32,753 adult patient (18 years and over) encounters with 1,005
GPs.

e  One-quarter of patients reported drinking alcohol at at-risk levels.

e  At-risk drinking was more prevalent in male (31.6%) than in female patients (22.2%)
(Table 2.53).

e  At-risk drinking was most prevalent in the 18-24 year age group, where almost half of
the males and more than a third of females reported at-risk alcohol consumption.

e  The proportion of patients who were at-risk drinkers decreased with age for both males
and females (Figure 2.12).

These estimates are a little lower than those for short-term risk from the NDSHS.? This is
likely to be due to the difference in the age ranges studied (14 and over in NDSHS and 18
and over in BEACH), and to differences in the age-sex distributions of the study
populations. As older people attend a GP more often than young adults do, they have a
greater chance of being selected in the subsample and this leads to a greater proportion of
older people, the group least likely to report drinking alcohol at at-risk levels.

Table 2.53: Patient alcohol consumption (aged 18 years and over)

Male Female Total respondents
Alcohol 95% 95% 95% 95% 95% 95%
consumption Per cent LCL UCL Per cent LCL UCL Per cent LCL UCL
At-risk drinker 31.6 30.3 328 22.2 21.3 23.2 259 25.0 26.8
Responsible drinker 47.9 46.7 491 42.8 41.8 43.9 448 44.0 457
Non-drinker 20.5 194 216 35.0 33.6 36.3 29.3 28.2 30.4
Total (n, %) 12,792  100.0 — 19,961 100.0 — 32,753 100.0 —

Note: LCL—Ilower confidence limit; UCL—upper confidence limit.
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Per cent

0
18-24 25-44 45-64 65-74 75+
—&— Male at-risk 48.9 40.6 34.6 22.8 13.0
—l— Female at-risk 36.0 25.4 21.8 17.3 13.6

Age group (years)

Figure 2.12: Age-sex-specific rates of at-risk alcohol consumption

Risk factor profile of adult patients

From 2001-02 onwards, all patient risk factor questions (BMI, smoking and alcohol
consumption) were asked of the same subsample of patients. This allows us to build a risk
profile of this sample of adult patients. For the purposes of this analysis, being overweight or
obese, a daily smoker or an at-risk drinker are considered risk factors. A risk factor profile
was prepared for 32,076 adult patients (aged 18 or more) (Table 2.54).

e Almost half of adult patients had one risk factor. Being overweight or obese accounted
for three-quarters of these patients.

e Onein five patients had two risk factors, the most common combinations being;:
- overweight + at-risk alcohol consumption—7.0% of surveyed patients
- obesity + at-risk alcohol consumption—3.9% of surveyed patients
- daily smoking + at-risk alcohol consumption—3.4% of surveyed patients.

e A small minority (3.9%) of patients reported having all three risk factors.

Table 2.55 shows the number of risk factors by patient sex. Female patients reported
significantly lower levels of risk factors than males:

e only one in five males compared with almost a third of females reported none of the
measured risk factors

e one-quarter of males compared with 15% of females reported two risk factors.
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Table 2.54: Risk factor profile of patients (aged 18 years and over)

Per cent of
patients 95% 95%
Number of risk factors Number (n=32,076) LCL ucL
None 8,829 27.5 26.7 28.3
One 15,772 49.2 48.5 49.9
Overweight only 7,089 221 21.5 227
Obese only 4,727 14.7 14.2 15.3
At-risk alcohol level only 2,524 7.9 7.4 8.3
Current daily smoker only 1,432 4.5 4.2 4.8
Two 6,232 19.4 18.8 20.0
Overweight and at-risk alcohol level 2,229 7.0 6.6 7.3
Obese and at-risk alcohol level 1,243 3.9 3.6 4.1
Daily smoker and at-risk alcohol level 1,097 3.4 3.2 3.7
Overweight and current daily smoker 956 3.0 2.8 3.2
Obese and current daily smoker 707 2.2 2.0 2.4
Three 1,243 3.9 3.6 4.1
Overweight and current daily smoker and at-risk alcohol level 820 2.6 24 2.8
Obese and current daily smoker and at-risk alcohol level 423 1.3 1.2 15
Note: LCL—Ilower confidence limit; UCL—upper confidence limit.
Table 2.55: Number of risk factors, by patient sex
Per cent of

Number of risk factors Number patients 95% LCL 95% UCL

Male patients 12,572 100.0 — —

Zero 2,647 211 201 22.0

One 5,945 47.3 46.3 48.3

Two 3,234 257 24.8 26.7

Three 746 5.9 5.5 6.4

Female patients 19,504 100.0 — —

Zero 6,182 317 30.7 327

One 9,827 50.4 49.5 51.2

Two 2,998 15.4 14.7 16.0

Three 497 2.6 2.3 2.8

Total patients 32,076 — — —

Note: LCL—Iower confidence limit; UCL—upper confidence limit.
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3 Summary of changes from
1999-00 to 2005-06

In this chapter we compare the 2005-06 BEACH results (summarised in Chapter 2) with
those from earlier years in the program. Presenting the data from each of the eight years of
the program produces complex tables that do not comfortably fit on a page. Thus, data from
the second, fourth, and sixth years of the program are presented for comparative purposes
(i.e. BEACH years 1999-00, 2001-02, 2003-04), and the current year, 2005-06. However, in
calculating the chi-square statistic and in extrapolating the effect of change we have used
data for each year, not merely each second year displayed here.

In Section 3.8, Table 3.7 we have also presented the results from 2004-05, to highlight the
very large change that occurred between 2004-05 and 2005-06.

e  Where we detected a significant change over time, we calculated the estimated annual
rate of change for Australia over the reported data period. This is expressed as the mean
annual increase (or decrease) over the study period, in the number of general practice
encounters for that problem or medication occurring in Australia each year.

e National estimates were extrapolated by multiplying the encounter rate for 1999-00 by
the number of unreferred attendances (A1l and A2 items) claimed through Medicare in
1999 (n=100,917,750)! to give the estimated number of encounters for that event in
1999-00. The same was done for 2005-06, based on total A1 and A2 Medicare claims in
2005 (1=93,655,652).1 The difference between the two estimates was averaged over six
years to give the estimated annual rate of change in encounters. Note there had been a
considerable decrease in the total number of Medicare Al and A2 item claims between
these years. The extrapolated effect of a change in practitioner activity on national
estimates is therefore less than the result may first suggest. In fact, where the positive
change (i.e. an increase in the rate of an event) is significant but relatively small, the
change can have a negative effect on total national encounter estimates.

Results reported and discussed in this chapter include:

* those that showed a significant change between 1999-00 and 2005-06 through non-
overlapping 95% confidence intervals around the estimates and

* those that did not show a significant change between 1999-00 and 2005-06 (shown in
italics in the tablets) but were reported last year as showing significant change between
1998-99 and 2004-05, and are therefore worthy of comment.

Note that for some data elements 1999-00 results have been omitted because of changes in
the level of specificity of data collected from 2000-01 (the third year of the program) which
result in data being non-comparable with those collected in 1999-00. Where results for 1999-
00 are not reported, the extrapolated national mean annual increase (or decrease) in an event
was derived from averaging the extrapolated change over 4 years.
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3.1 Characteristics of the GPs

Some interesting changes were apparent in the characteristics of GPs who participated in
BEACH between 1999-00 and 2005-06 (Table 3.1). Participants have been demonstrated to be
representative of the GP workforce, with the exception that there are fewer young GPs in the
BEACH sample (see Section 2.1). The encounter data are weighted to statistically adjust for
this under-representation. Changes in characteristics of participants would generally reflect
changes in the characteristics of the Australian GP workforce. Those interested in this topic
will find a more comprehensive report of changes in the GP workforce by Charles et al.4°

In summary, the majority of changes in the characteristics of participating GPs that were
reported in last year’s report continued to change or remained steady in 2005-06.

Results suggest that the feminisation and ageing of the GP workforce continues. Since
1999-00, participating GPs have become more likely to be female, accounting for 37% of
participants in 2005-06 compared with 30% in 1999-00.

In 2005-06 almost 40% of the participants were aged 55 years or more (compared with 27%
in 1999-00), and 73% were aged 45 years and over (compared with 59% in 1999-00). As a
result, 59% of GP participants in 2005-06 stated they had more than 20 years in general
practice (compared with 44% in 1999-00).

The significant move away from solo practice reported in 2004-05 appears to have stabilised
with approximately 12-13% of participants in each of the last 2 years being solo practitioners.
Also, the proportion of participants working in larger practices of five or more GPs, which
increased dramatically between 1999-00 and 2003-04, has since then remained relatively
constant at about 52%.

The move away from long working hours reported last year also seems to have stabilised,
somewhat. In 1999-00 18% of GPs reported working 11 or more sessions per week. This
decreased between 2000 and 2004 to 13% in 2003-04, and the trend continued in 2005-06
when only 12% reported working this high number of sessions per week. The increase in the
proportion of participants working less than 6 sessions per week appears to have settled for
the time being at about 17%.

The proportion of participants who reported being Fellows of the RACGP (41%) aligned with
last year’s result, being an increase of about 25% since 1999-00 (where 31% of GPs stated
they were Fellows of the RACGP).

Less than half (47%) the participants in 2005-06 reported providing their own or cooperative
after-hours patient care. This continued the downward trend reported last year (52%), and
compares with 56% of participants in 2001-02.

The availability of computers at the GPs” major practice address continued to increase to
96%, though with such a high proportion of GPs having computers available, growth has by
necessity slowed.

The proportion of 2005-06 GP participants who gained their primary medical degree in
Australia (72%) reflects that of 2003-04, and suggests that the result in 2004-05 of 69% was a
result of sampling variance rather than a true decrease in the proportion of Australian
graduates in the GP workforce. However, the distribution of graduates from other countries
shows interesting trends for increased numbers who have gained their primary medical
degree from a country in Asia, Europe or Africa.
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Table 3.1: Significant changes in the characteristics of participating GPs 1999-00 to 2005-06

1999-00 2001-02 2003-04 2005-06
Per cent Per cent Per cent Per cent

of GPs® of GPs® of GPs® of GPs® Chi-square
GP characteristic (n=1,047) (n=983) (n=1,000) (n=1,017) statistic
Sex x*=10.66, p=0.001
Male 69.6 64.2 67.3 62.8 —
Female 304 35.8 327 37.2 —
Age x*=52.64, p<0.001
<35 years 8.4 71 5.8 4.7 —
35-44 years 324 26.8 249 22.3 —
45-54 years 324 36.5 36.5 34.2 —
55+ years 26.7 29.5 327 38.7 —
Years in general practice x2=47.01, p<0.001
<2 years 0.7 0.3 1.3 0.6 —
2-5 years 8.0 7.2 5.3 4.9 —
6-10 years 15.9 13.4 10.7 121 —
11-19 years 31.9 28.4 28.1 24.0 —
20+ years 43.5 50.3 54.6 58.5 —
Sessions per week %?=16.45, p<0.001
<6 per week 15.3 16.0 17.2 17.3 —
6—10 per week 66.0 67.8 68.2 70.7 —
11+ per week 18.3 14.8 13.6 12.0 —
Size of practice x*=57.79, p<0.001
Solo 18.1 15.3 10.6 13.1 —
2-4 GPs 46.1 39.7 37.8 35.2 —
5+ GPs 35.8 447 51.6 51.7 —
Place of graduation x?=22.44, p=0.001
Australia 73.3 76.1 73.5 72.0 —
United Kingdom 8.5 7.6 7.2 8.1 —
Asia 9.4 8.6 9.5 10.9 —
Europe 1.9 1.8 2.3 21 —
Africa 24 3.7 5.4 45 —
New Zealand 1.5 0.5 1.0 1.9 —
Other 2.8 1.6 1.0 0.6 —
Fellow of RACGP 31.0 35.1 33.5 40.7 x°=18.56, p<0.001

Own or cooperative )
after-hours arrangements NAv 56.0 59.6 47.4 x=17.10, p<0.001
Computer use at practice NAv 89.7 95.0 96.4 x*=15.87, p<0.001

(@)  Missing data removed.

Note: RACGP—Royal Australian College of General Practitioners; NAv—not available.
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3.2 Encounter type

Between 1999-2000 and 2005-06 the proportion of all recorded encounters that were indirect
encounters (i.e. patient not seen by the GP who provided a service him/herself, such as a
prescription or referral) has declined (Table 3.2). This result cannot be extrapolated to
Medicare data since these encounters are not claimable from Medicare by the GP and are
therefore not included in the national Medicare statistics. However, there appears to be an
overall decline in the number of encounters where the GP provides a clinical service without
seeing the patient.

Last year we found that there had been an increase between 1998-99 and 2004-05 in the
proportion of Medicare encounters claimed as long consultations, and in 2005-06 this rate
did not differ from that found in 1999-00. However, there have been many changes in
Medicare items claimable by GPs over the last few years. Addition of new item numbers
over the years means that some of the more complex consultations will now be claimed
under specific chronic disease management item numbers, thus reducing the number of
claims for long surgery consultations.

Consultation length

In the subsample study of 32,489 encounters that included start and finish times for Al
Medicare-claimable encounters, there was no significant change in length of consultation. In
2000-01 (n=30,961), the mean length of such consultations was 14.8 minutes (95% CI: 14.5-
15.1) and the median length was 13 minutes. In 2005-06 the mean length was 14.9 minutes
(95% CI: 14.6-15.1) and the median length remained at 13.0 minutes (results not tabulated).

3.3 Characteristics of the patients at encounters

There was no significant change in the proportion of encounters with males, females,
Indigenous patients, patients from a non-English-speaking background or aged 65-74 years.

Table 3.3 shows that between 1999-00 and 2005-06 the proportion of encounters that were
with patients aged 0-44 years decreased, and the proportion of the GP workload accounted
for by patients aged 45-64 years and patients aged 75 years and over increased.

There was significant increase between 1999-2000 and 2001-02 in the proportion of patients
who hold a Commonwealth concession card but since that time the proportion has remained
relatively constant at about 42%.

The changes noted above represent:

* 3.2 million fewer encounters with children (<15 years) in 2005-06 than in 1999-00 (an
estimated average national decrease of 530,000 encounters per year)

* 5.8 million fewer encounters with young adults (15-44 years) in 2005-06 than in 1999-00
(an estimated average annual decrease of 960,000 encounters)

* an estimated national annual increase of 180,000 encounters (i.e. 1.1 million more
encounters in 2005-06 than in 1999-00) with patients aged 45-64 years

* an estimated annual increase of 230,000 encounters with patients aged 75+ years
(i.e. 1.4 million more encounters in 2005-06 than in 1999-00)

* half a million more encounters in 2005-06 than in 1999-00 with patients who held a
Commonwealth concession card.

81



4]

"a|qeoiidde Jou—y/N ‘Jueoyiubis Ajjeonsiess Jou—g/N {[eAI8IUI 8oUBPHU0I—|D) [BJON

‘pouad Apnis 8y} JOAO SAIRINWIND S| 109} ay}—aonoeld [esauab ul SJUSAS JO SWIS) Ul [9AS] [euoleU B uo abueyd |enuue abeiae pajewnss ay) :sebueyo Jesu| Joj uonejodenxy  (q)

'sisAjeue wouy panowal eyep Buissiy (e)

00008+ 1000°0> (Ler-90v) L'y (0vr-0'LY) G2y (e'er-vov) 61 (zov-0'28) 98¢ PJED UOISSB0UOD UJ[ESMUOWWOD)
soljsusloeIeyd 18yl0
000°0£Z+ 1000°0> (rsi-2¢L)ovl (zsi-9el) vyl (gel-ozL) 8zt (62L—t'LL) Lzl sieah +G/
VN SIN (9zi-L11) T2 (621-6'L1) ¥zl (8zi-8'11) €2l (szi-g'11) 02k s1eak 1/-G9
000'08 L+ 1000°0> (z82-012) 912 (L1z-Lr9g)Tle (8'92-1'62) €92 (0'52-0'%2) G've sieak $9-Gp
000°089- 1000°0> (Lvz-zea) 6'ee (8've—v'ea) L've (g'9z-1'62) 8'G¢ (0°22-5'52) €92 sieah yi—Gg
000°082- 1000°0> (8'6-0'6) ¥'6 (1'0L-26) 96 (00L-1'6)S'6 (8'0L-6'6) ¥'0L sieak yz—G1
000°092- 1000°0> (£'9-2'6) 09 (€'9-96)6'G (L'9-1'9) ¥9 (516922 sieok |-G
000°002- 1000°0> (S0P Zv (8y-€v) 9V (2597 67 (55672 sieak -
000°0Z- 80000 (zz-61) 12 (0z-91) 81 (L'z-8'1) 02 (gz22¥e 1eak |>
dnoub aby
@2Pueyd anjea-d (e66°LOL=) (228'86=U) (e26°96=u) (958'v01=U)
[euojeu enuuy (19 %se6) (19 %S6) (19 %se6) (19 %s6)
Ew..w«::oo:w @w..wucsoocw Ew._wucsoo:w Amvm._w“—r_-._onz._....v
JO Juad udd JO Jud9 19d JO JUd9d 19d JO Jua9d 19
90-5002 #0-£002 20-1002 00-6661

90-500Z 01 00-666T syuaned ay} Jo sonsLIdOEIRYD ) ur saSueyp juedyrusig :¢'¢ d[qeL.

‘|EAJBIUI ©OUBPIUOI—|D) [BJON

'sd9 9y} Aq papinoid 801AISS [eUOIPPE 8104218y} 81 pUe ‘SIedIpaj) WOJ) S|gewie|d Jou ale SJ9JUNodUs JO0alipul 8SNedad SWIE[O S1edIpaly [e1o} 0}

ajejodelixe JouuRD M ‘9seD SIy) Ul “polad Apn)s 8y} JoAo SARINWND S| 10848 ayj—oaonoeld [elausb Ul SJUsAS JO SWis) Ul [9A8] [BUOIBU B Uo aBueyd [enuue abeloAe psjewnise ay) :sebueyo Jesul| Joj uoiejodenxg  (e)

— G/¥0°0 (gz61)2C (9e-62) L€ (881 ez (8e-82) ¢¢ SuoHe)NSU0 JoalIpU|
@2Bueys anjeA-d (e66°'101=U) (228'86=U) (e26'96=U) (958°v0L=U) s|qerep
leuoneu (19 %S6) (19 %S6) (19 %S6) (19 %S6)
jenuuy SJ9jUunodua SJ9jUNOoJdUd SJ9jUunodud SJ9jUnodud
JO Juadd u8d JO JuUdd U8d JO JuUadd Udd JO juad Jdd
90-5002 ¥0—£002 20-1002 00-6661

90-S00¢C 03 00-666T S2d £} 1a3unoous ur sagueyd JuedyIuSIg :7°¢ d[qeL



3.4 Patient reasons for encounter

Overall, there was no change in the number of reasons for encounter (RFEs) per 100
encounters between 1999-00 and 2005-06. However, Table 3.4 shows there were significant
changes in the types of RFEs given by patients at general practice encounters.

Between 1999-00 and 2005-06 there were significant increases in:

* RFEs of a general and unspecified nature from 29.0 per 100 encounters in 1999-00 to 36.3
per 100 in 2005-06. However, this increase largely occurred during 2003-04 and the rate
has remained steady since that time.

* RFEs associated with the endocrine/metabolic system. This increase largely occurred in
2001-02 and the presentation rate has remained at this higher level since that time.

* RFEsrelated to the male genital system. Although there had been a small steady annual
increase in these RFEs, this is the first time the change (from 1.0 per 100 encounters in
1999-00 to 1.3 per 100 in 2005-06) has reached statistical significance.

* requests/need for medications, treatments and therapeutics. This increase largely
occurred in 2003-04 and the rate has remained constant since that time.

* requests for results of tests. The increase in the relative rate of these RFEs has been
consistent since the beginning of BEACH. However, the size of the increase has
diminished somewhat over the past three data years (2003-04, 2004-05 and 2005-06),
suggesting that the rate may have settled at about 6-7 occurrences per 100 encounters.

In contrast, between 1999-2000 and 2005-06 there were significant decreases in patient
presentations of RFEs related to the respiratory and neurological systems, and the blood.

e From 1999-00 to 2003-04 there was a consistent decrease in RFEs of a respiratory nature,
which have then remained steady at 21-22 such RFEs per 100 encounters.

*  The decrease in RFEs of a neurological nature was steady and stepwise through each
year from 1999-00 (5.6 per 100 encounters) to 2005-06 (4.9 per 100). This change became
statistically significant for the first time in 2005-06.

* There was a minor steady decrease in RFEs describing abdominal pain, which resulted
in a significant decrease between 1999-00 (2.1 per 100 encounters) and 2005-06 (1.8).

* The measured significant decrease in presentations of throat complaints really occurred
between 1999-00 and 2003-04, the rate having remained steady at about 3.4 per 100
encounters since that time.

Examples of the effect of these changes on a national level are:

* 4.9 million fewer occasions in 2005-06 at which the patient presented a respiratory
problem as a RFE than in 1999-00, representing an estimated national annual decrease of
820,000 presentations of respiratory problems as a reason for encounter.

* 2 million more occasions at which “test results” was given as a patient RFE in 2005-06
than in 1999-00 representing an estimated national annual increase of 340,000 reasons
for encounter associated with the receipt of results of tests already undertaken.

Last year, RFEs related to the ear and presentations of URTI (largely the common cold) were
shown to have decreased between 1998-99 and 2004-05. However, this year presentations of
URTI showed a marginal increase over 2004-05, reverting to the level found in 2000-02. This
still resulted in an overall decrease of 480,000 presentations of URTI in 2005-06 than in
1999-00. Ear problems were presented at the same rate as last year, with an overall decrease
of 540,000 such presentations since 1999-00.
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3.5 Problems managed

Overall, there was no change in the number of problems managed per 100 encounters
between 1999-00 and 2005-06. However, Table 3.5 shows significant changes in the types of
problems managed. These changes are summarised below.

There was a significant increase in the rate at which GPs labelled the problem as results
of tests and investigations. This suggests there were over half a million additional
encounters for ‘results” in 2005-06 than in 1999-00.

The rate of chronic problems managed remained the same as that of 2004-05. Although
this did not differ statistically from the result of 1999-00 in terms of non-overlapping
confidence intervals, we tested the result further because last year the change from
1998-99 to 2004-05 had been statistically significant. The result was found again to be
significant based on the p-value, chronic problem management increasing from 47.6 to
50.9 chronic problems per 100 encounters since 1999-00. However, the extrapolated
effect of this change in terms of total encounters at which chronic problems were
managed across the country was negative (300,000 fewer chronic problems managed in
2005-06 than in 1999-00 nationally), because the total number of Medicare-claimed
encounters has been consistently decreasing each year.

There was an increase in the management rate of:

general and unspecified problems

endocrine/metabolic problems, which rose from 9.1 to 11.6 per 100 encounters. This
equated to an average annual increase of 270,000 occasions where such problems were
managed (1.6 million more occasions in 2005-06 than in 1999-00), and was particularly
evident in the increased management rates of diabetes and lipid disorders.

male genital system problems, from 1.4 to 1.9 per 100 encounters, representing an
average annual increase of 50,000 encounters at which these problems were managed
(300,000 more in 2005-06 than in 1999-00).

There was no change in the overall rate of musculoskeletal, digestive, and female genital
problem management since 1999-00. However, increases in management rates were
apparent for osteoarthritis, oesophageal disease and (marginal) hypertension.

There was a significant decrease in the management rate of:

respiratory problems. The extrapolated national result suggests 5.1 million fewer
contacts with respiratory problems in 2005-06 than in 1999-00, an average annual
decrease of 850,000 occasions where respiratory problems were managed. However, this
decrease largely occurred between 1999-00 and 2002-03. Since then it has remained
relatively constant at about 20 respiratory problems per 100 encounters. Individual
respiratory problems that reflected this decline included URTI, acute
bronchitis/bronchiolitis, asthma, allergic rhinitis and sinusitis. These changes generally
reflected the pattern of all respiratory problems in that their management rate decreased
between 1999-00 and 2003-04, and have remained steady since that time. The exception
is asthma, which consistently decreased every second year, a decrease that appears to be
continuing.

problems relating to the ear. Specifically, the management of acute otitis media/
myringitis decreased steadily over the period examined.

A decrease in the management rate of menopausal complaints was also apparent but this
change was not ongoing. The change occurred between 2001-02 and 2003-04.
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3.6 Overview of management

From 1999-00 to 2005-06 there were some significant changes in management activities.
These are summarised below, but are examined in more detail later in this chapter.

There was a decrease per 100 encounters in:

- the overall medication rate (including prescribed, GP-supplied and advised OTCs)
- the rate of prescribed medications

- the rate of provision of clinical treatments (Figure 3.1).

There was an increase per 100 encounters in:

- the rate of medications supplied by the GP

- the rate of procedural treatments

- the number of pathology tests ordered

- the number of imaging tests ordered

- the rate of referrals to specialists (Figure 3.2).

There was no significant change in overall referral rates, or in rates of referral to allied
health professionals or hospital services (results not shown).

120

110 +

100 +

Rate per 100 encounters

20 b oo
40 = = =
0
1999-00 2001-02 2003-04 2005-06
—&— Medications (all) 110.1 104.5 104.4 104.4
—&— Prescriptions 93.8 88.0 86.0 85.8
—{— Clinical treatments 33.5 38.1 36.6 29.2

Figure 3.1: Significant decreases in rates of management per 100 encounters

BEACH data year
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Figure 3.2: Significant increases in rates of management per 100 encounters

Note: Data collection and coding methods for pathology and imaging changed at the beginning of the third year of BEACH. Data from 1999-00
have therefore been omitted from this comparison.

3.7 Medications

Significant changes in rates of medications (prescribed, supplied or advised) are listed below.

There was a decrease in overall medication rates, from 110.1 per 100 encounters in
1999-00 to 104.4 per 100 in 2005-06 (Table 3.6).

The rate of prescribed medications fell from 94 per 100 encounters to 86 per 100. The
extrapolated effect of this change is an average annual national decrease in prescribed
medications of 2.4 million prescriptions (i.e. there were an estimated 14.3 million fewer
prescriptions given by GPs in 2005-06 than in 1999-00). It must be remembered that this
decrease represents a change in the number of times a prescription is written by the GP.
It does not take into consideration the number of repeat prescriptions involved or
whether the patient actually filled the prescription (Table 3.6).

The rate of medications supplied by the GP significantly increased from 6.9 per 100
encounters in 1999-00 to 8.8 per 100 in 2005-06. The extrapolated effect is an estimated
1.3 million more medications supplied by GPs in 2005-06 than in 1999-00) (Table 3.6).

The rate of advised OTC medications showed no significant change over this period
(results not shown).

It has been demonstrated that the number of problems managed at encounters did not
change over the period (Table 3.5). Therefore the decrease in the medication rate per 100
encounters is not due to a decrease in the number of problems managed at encounter.
Figure 3.3 shows the changes in medication rates per 100 problems managed over time.
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Figure 3.3: Changes in medication rates per 100 problems managed

Prescribed medications

Table 3.6 shows significant changes in rates of prescribing of some groups and some
individual generic medications. The Anatomical Therapeutic Chemical (ATC) drug group
Level 2 has been chosen for the group comparisons over time because it is the most stable
level. As new drugs are added to the ATC they may first be allocated to a rag-bag code (i.e. a
group of drugs each having insufficient separate medications to have a code of their own).
As new drugs are added, a new generic group may be created. This means that comparisons
over time at the lower levels of ATC (with the exception of the generic drug name at Level 5)
are somewhat unstable.

Individual generic medications are reported here according to the Coding Atlas of
Pharmaceutical Substances (CAPS) to ensure the most complete and comparable data are
available over time. The effects of the measured changes at a national level are also presented
in the right-hand column of this table. More details about the reasons for reporting in ATC
Level 2 and CAPS are provided in Section 5.8.

Individual drugs and drug groups from 1999-00 are not included in this section because
there was a change in the CAPS coding system at the end of the 1999-00 BEACH year to
provide more detail about each prescribed medication. Although 1999-00 can be included in
time series analyses for a specific topic, the mapping processes required make inclusion of
these earlier data extremely time-consuming in a general analysis such as this, where so
many individual medications need to be compared over time.

The following statistically significant changes in prescribing rates occurred between 2001-02
and 2005-06.

e There was a significant increase in the prescribing rate of drugs for acid-related
disorders. However, the prescribing rate of ranitidine (noted last year) continued to
decline and prescribing of omeprazole decreased marginally. There was a marginal
increase in the prescribing rate of esomeprazole since 2003-04, its first year on the PBS.
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There was a marginal decrease in the prescribing rates of cardiac therapy (glycosides)
and diuretic drug groups. The decline in plain diuretic prescribing has been steady since
the advent of diuretic-cardiovascular drug combinations.

Agents acting on the renin-angiotensin system showed a significant increase in
prescribing rates. Last year ramipril appeared largely responsible for the increase in this
drug group. This year ramipril explained some of the increase but the A2RA irbesartan,
and the ACE inhibitor perindopril were also prescribed more frequently.

Rates of lipid modifying agents continued to rise significantly, atorvastatin in particular.
The effect of this change is an average annual increase of 160,000 additional
prescriptions every year for lipid modifying agents. This equates to 640,000 more
prescriptions for lipid modifying agents in 2005-06 than in 2001-02.

The decrease in prescribing rates of sex hormones continued.
Drugs for the treatment of bone disease increased significantly.

The individual antibacterials amoxycillin and cephalexin increased significantly
although there was no change overall for that drug group. The decrease in prescribing of
roxithromycin noted last year disappeared, a reversal returning the medication to its
previous level. The decrease in cefaclor monohydrate prescribing reported in 2004-05
did not continue, the rate being the same this year as last.

Overall rates of vaccine recording decreased following the move towards combined
vaccinations.

There was a decrease in the prescribing of anti-inflammatory and antirheumatic drugs
acting on the musculoskeletal system (as a group). This equated to an average national
decrease of 410,000 fewer prescriptions for anti-inflammatory and antirheumatic drugs
each year between 2001-02 and 2005-06. This was reflected particularly in the
prescribing rate of celecoxib which decreased from its peak in 2003-04. In contrast, there
was a significant increase in the prescribing of meloxicam between 2003-04 and 2005-06.

While there was no significant change in the prescribing rate of analgesics (as a group),
there was a marginal increase in the prescribing rate of tramadol. Oxycodone showed a
significant increase which, when extrapolated, equalled an increase of 90,000
prescriptions for oxycodone per year (360,000 more prescriptions in 2005-06 than in
2001-02).

Among psycholeptics, prescriptions for temazepam decreased marginally.

The significant decrease in the prescribing rate of nasal preparations as a group noted
last year continued into 2005-06.

Drugs for obstructive airways disease (as a group) were prescribed significantly less
often in 2005-06 than in 2001-02. The average annual effect of this change equates to
370,000 fewer prescriptions per year, or nearly 1.5 million fewer prescriptions for drugs
for obstructive airways disease in 2005-06 than in 2001-02. The decreased prescribing
rate of salbutamol, reflecting its OTC availability, would have contributed to this result,
as would the increased use of combination therapies like fluticasone/salmeterol.

Prescribing rates of ophthalmological drugs were marginally higher, with
chloramphenicol showing a significant increase.
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3.8 Other treatments

Clinical treatments

Table 3.7 shows the significant differences in clinical treatments between 1999-00 and
2005-06.

In 2005-06 the total rate of clinical treatments decreased, leading to an estimated overall
decrease since 1999-00 of an average 1 million occasions of service per year where such
activity arose. This provides a total change since 1999-00 of about 6 million fewer occasions
of provision of clinical treatments than occurred in 1999-00. This is due to a sudden and
sharp decline in the number of clinical treatments provided between 2004-05 and 2005-06.
The true nature of this decline is not evident by comparing data from 2003-04 and 2005-06
(as we have presented elsewhere in this chapter). Therefore we have included results from
2004-05 in Table 3.7 to demonstrate the striking suddenness of these changes.

This year’s result of a decrease in these activities (to 29.2 per 100 encounters) is in sharp
contrast to results reported last year,4! which showed that the total rate of clinical treatments
had increased from 31.4 per 100 encounters in 1998-99 to 39.2 per 100 in 2004-05. The
2005-06 result suggests that GPs provided fewer clinical treatments this year than they did
some seven years earlier. The possible reasons for this sudden decline are considered in
Chapter 4.

The sudden decrease in the total rate of provision of clinical treatments was not uniform
across individual types of counselling and advice.

e The provision of general advice and education, which had been increasing steadily since
1998-99, suddenly decreased by about 30% from 7.0 in 2004-05 to 4.8 per 100 encounters
in 2005-06, returning to a level just above that of 1999-00.

e The rate of provision of counselling/advice about nutrition and weight had increased at
around the time of the introduction of the SNAP program (not after its introduction as
might be expected). The SNAP (Smoking, Nutrition, Alcohol and Physical Activity)
Framework for General Practice was introduced in June 2001. SNAP was developed by
the Joint Advisory Group on General Practice and Population Health.42 The frequency of
this type of counselling appeared to have settled since that time, at around 5 cases per
100 encounters. However, this rate decreased significantly from 5.3 per 100 encounters in
2004-05 to 3.6 per 100 in 2005-06. This decrease meant it was provided at a lower rate in
2005-06 than it was in 1999-00. In the case of provision of counselling and advice about
exercise, the pattern was less clear. While 2005-06 again demonstrated a significant
decrease in its frequency of about 42%, returning it to lower level than recorded in
1999-00, there had been some variance across the years in its frequency. Note that the
rate of provision of counselling and advice about alcohol or about smoking did not
change over the study period (results not tabulated).

e  Counselling provided by GPs about the problem under management remained steady in
2005-06, since its increase between 1999-00 and 2001-02.

e  DPsychological counselling was recorded at a rate of 3.0 per 100 encounters, similar to last
year’s rate of 3.2 per 100. There was an increase in provision of psychological counselling
around 2001-02 when it rose from 2.6 per 100 to 3.2 per 100, and the rate has hovered
around this level since then. Overall we estimate there were about 240,000 more
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encounters at which GPs provided psychological counselling in 2005-06 than in 1999-00,
an average increase of 40,000 encounters per year.

e Advice and education about medication fell sharply, to half the rate (1.6 per 100
encounters) of the previous 2 years (3.4 per 100). So too did provision of advice and
education about treatment for the problem being managed, though to a lesser degree
(from 4.6 per 100 encounters in 2004-05 to 3.1 per 100 in 2005-06).

e In contrast, the rate of provision of sickness certificates remained at the level recorded in
the previous year after a three-fold increase had occurred between 1999-00 (0.6 per 100
encounters) and 2004-05 (1.7 per 100 encounters). Whether more employers are
requiring sickness certificates for absence from work, or more are being required by
child care centres before children can return after illness, is not known.

Procedural treatments

Table 3.7 shows the significant changes in rates of procedural treatments recorded by GPs in
1999-00 and in 2005-06.

e The measured increase in total number of procedural treatments provided by GPs
reported last year remained apparent in 2005-06 but did not grow. It could therefore be
said that since 2002-03 GPs have been undertaking such procedures at a relatively
steady level of 14.5-15.5 per 100 encounters. However, this was somewhat more frequent
than in earlier years, so that we estimate there were about 900,000 more procedures
performed in 2005-06 than in 1999-00.

e There was a significant increase in the rate of local injection/infiltration administered
between 1999-00 and 2004-05, and this has remained steady at 2.0 per 100 encounters in
2005-06. This could be partially due to development of more specific instructions to the
GPs about completing the “other treatment’ section for each problem.

3.9 Referrals

There has been a significant increase in the likelihood of a patient being referred to a
specialist and/or allied health professional at the encounter. In 1999-00 referrals were made
at 10.4% of all encounters. In 2005-06 this had increased to 11.3% of encounters, suggesting
that the patient was referred to at least one other provider at about 60,000 more occasions in
2005-06 than in 1999-00.

However, there was no difference in the overall number of referrals per 100 encounters. This
suggests that although more individual encounters are resulting in referral there is a
decrease in the likelihood of multiple referrals at the encounter during which the decision to
refer has been made. There were significantly more referrals made to specialists in 2005-06
compared with 1999-00 (Table 3.8).

There was no change in referral rates to allied health services. There have been variations in
the rates of referrals to hospitals across the four measurement points reported in Table 3.8. In
2005-06 there were significantly fewer referrals/admissions to hospitals compared with
1999-00 but the numbers are small for all years.
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3.10 Test ordering

At least one test ordered 1999-00 to 2005-06

e The likelihood of the GP ordering a test or investigation at the encounter significantly
increased between 1999-00 and 2005-06. We estimate there were about 8.9 million fewer
test-free encounters nationally in 2005-06 than there were in 1999-00.

e Last year we reported the steady increase in the likelihood of pathology test(s) being
ordered at the encounter. This increase continued in 2005-06, to result in an estimated
average increase of 240,000 occasions on which such orders were placed each year (i.e.
1.4 million additional encounters where pathology was ordered in 2005-06 than in
1999-00) (Table 3.9).

e There was a significant increase of approximately the same proportion in the likelihood
of one or more imaging tests being ordered at encounters between 1999-00 and 2005-06.
However, since imaging is less frequently ordered by GPs than pathology, the national
effect was not as large. We estimate that in 2005-06 there were approximately 600,000
more encounters that resulted in a GP order for an imaging test than in 1999-00.

Changes in distribution of test orders 1999-00 to 2005-06

Differences in the collection and coding of each pathology test from the first two years of
BEACH data (1998-99 and 1999-00) mean that these data are not comparable with data from
2000-01 onwards. Since the beginning of the third year of BEACH, this change in coding of
pathology orders has allowed more specificity in recording these orders.

The change in pathology ordering over the first three years of the BEACH program was
investigated in detail in a specific study of pathology ordering patterns undertaken for the
Australian Government Department of Health and Ageing. The results have been reported in
a separate publication.1¢

Table 3.10 shows the changes in pathology ordering from 2000-01 to 2005-06.

e The increase in pathology test ordering by GPs reported last year continued in 2005-06.
Since 2001-02 the number of pathology tests ordered per 100 encounters increased by
almost 25% from 31.0 to 38.6. The extrapolated effect of the measured change in
pathology test ordering in BEACH is an average annual increase of 1.3 million tests per
year between 2001-02 and 2005-06 (i.e. GPs ordered 5.2 million more pathology
tests/batteries of tests in 2005-06 than they did four years earlier).

e The significant increase in overall pathology order rates was reflected in significant
increases in ordering of chemical pathology and haematology (Table 3.10).

Table 3.10 shows the changes in imaging ordering from 1999-00 to 2005-06.

e In 2004-05 we identified only a marginally significant increase in GP orders for imaging.
However, in 2005-06 the gentle but steady rise in such orders continued and rendered
the increase statistically significant. Since 1999-00 there was an increase in the total
number of imaging tests ordered per 100 encounters of almost 19% from 7.4 to 8.8. The
extrapolated effect of the measured change in imaging test ordering in BEACH is an
average annual increase of 120,000 tests per year between 2001-02 and 2005-06 (i.e. GPs
ordered nearly 500,000 more imaging tests in 2005-06 than they did six years earlier).

e  The overall increase in imaging orders was reflected in significant increases in orders for
ultrasound and computerised tomography (Table 3.10).
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3.11 Patient risk behaviours

The patient risk factor questions were asked of subsamples of patients in 1999-00, but all
three questions were not asked of the same patient. From 2000-01 onwards the three
questions were asked of the same patient subsample. For comparisons over time, we have
used data from 2000-01 onwards, with all data years re-analysed applying the new WHO
criteria for the classification of overweight and obesity in adults.

There were no significant changes between 2001-02 and 2005-06 in:

e the proportion of adults who were overweight, the proportion who were obese, and the
proportion who were underweight

e the proportion of adults who smoke daily
e the proportion of adults who reported consuming alcohol at “at-risk” levels

e the proportion of children who were overweight and the proportion who were obese.
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4 Discussion

In the previous chapters we have summarised the annual results from BEACH 2005-06 and
reported the significant changes identified in general practice since 1999-00. In this chapter
we consider the implications of these results.

4.1 The GPs

The AGPSCC#4land others* have previously reported changes in the characteristics of the
GP practising population. In 2005-06 BEACH results suggest that the feminisation and
ageing of the GP workforce continues. More than one-third (37%) of BEACH participants
were female and the increase from 30% in 1999-00 has been steady over the intervening
years. Four in ten participants were aged 55 years or more, representing an increase of about
50% on the 1999-00 result (27% aged 55+ years). This has implications for the future of
general practice. Female GPs have been shown to have a different practice style from that of
male GPs,# particularly in the length of time they spend with the patient.#445 Older GPs also
spend longer with their patients than their younger counterparts,* so the combination of
feminisation and ageing of the workforce may affect the number of patients that can be seen
in a working day in the future. This may further exacerbate the recently reported workforce
shortage in general practice in Australia.*

Last year we found a decrease in the reported number of clinical sessions worked per week
by the participants and this also has implications for future GP supply. In 2005-06 the move
away from working 11 or more sessions a week towards 6-10 sessions or even fewer was
again apparent since 1999-00. However, the 2005-06 results align broadly with those of the
previous year, which could suggest that the move to fewer clinical hours of work has
slowed. Whether a move to fewer working hours will accelerate as the large group of ‘baby
boomer” GPs nears or passes ‘usual’ retirement age is yet to be seen.

A decrease since 1999 in the proportion of GPs working as solo practitioners and an increase
in the proportion who have gained Fellowship of the RACGP supported last year’s finding
but no further change occurred between 2004-05 and 2005-06. In contrast, the proportion of
GPs providing their own or cooperative after-hours patient care continued to decrease in
2005-06, so that less than half the participants reported providing such services, more than
half now relying on deputising services.

In 2004-05 we reported a decrease in the proportion of participating GPs who had gained
their primary medical qualification in Australia. However, in 2005-06 this proportion
reverted to the level reported in 2002-03. The 70% estimate of Australian graduates in
2004-05 was slightly lower than suggested by DoHA in that year for all GPs (i.e. all who can
claim either Al or A2 items of service from Medicare) (71.4%).4” The 2005-06 figure is not yet
available from this website for comparison of the most recent BEACH result.
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4.2 Practice nurses

In November 2004, DoHA introduced new Medicare item numbers that allowed GPs to
claim for specific tasks undertaken by a practice nurse, under the direction of the GP. The GP
is not required to see the patient at the time of the practice nurse service. The tasks for which
such claims can currently be made are the provision of immunisation, treatment of a wound,
and taking a cervical smear in regional rural or remote area practices.

Changes in the recording form were made for the 2005-06 BEACH year to allow capture of
information about the involvement of the nurse during, or as a continuation of the GP
consultation. It was not feasible to collect additional information from the practice nurse
about the service provided to the patient within the current BEACH design. We therefore
had to rely on the GP to record details of activities undertaken by the nurse. They were not
limited to recording practice nurse activity claimable through the MBS but could record only
management activity conducted by the practice nurse that formed part of that occasion of
care of the patient. It must be remembered that if the nurse saw the patient at a time other
than the recorded consultation, or without the involvement of the GP, BEACH will not
include a record of the event.

The introduction of practice nurses as a formal provider within general practices has the
potential to have a significant impact on the activities of the GPs themselves.

Possible effects of the introduction of practice nurse Medicare item numbers may include:

e The patients: It may change the distribution of the GP’s workload across patient age
groups. If practice nurses take up a large proportion of an activity (e.g. immunisation)
the GP may see patients less often for this activity (e.g. children for childhood
immunisation and older people for influenza vaccine).

* The morbidity managed: any change in the age distribution of patients seeing the GP
can affect the pattern of morbidity managed. Further, if the activities of the practice
nurse centre on certain problem groups (e.g. diabetes education), it is likely the GP will
see these patients less often for this problem group.

* Clinical treatments provided: if practice nurses are used to establish and operate clinics
(e.g. diabetes clinics, obesity clinics) in the practice, advice and education about health
and risk behaviours may well move from the GP to the nurse.

*  Procedural treatments undertaken: If the conduct of Pap smears and provision of
wound dressings are in large transferred to the practice nurse, this will result in fewer
such services being provided by the GP.

In both 2004-05 and in 2005-06 we asked GPs whether there was a practice nurse at their
major practice address. The results did not differ between the years, being about 60% of
practices. However, data from the 2005-06 BEACH year gave the first insight into some of
the activities conducted by the nurses in these practices.

Although the majority of practices in which the participating GPs worked employed a
practice nurse, nurses were involved at only 3.9% of total encounters and in the management
of 2.8% of all problems managed by the GP. The results suggest that the addition of practice
nurses has not yet led to a change in age distribution of the patients seen by the GP. Nor
does it appear to have a direct relationship to any changes in morbidity managed by the GP.
However, it does appear to have had a very large impact on the extent to which the GPs
provide clinical advice and counselling. This is discussed later in this chapter (see Section
4.8).
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4.3 The encounters

There were significantly fewer indirect encounters recorded in BEACH in 2005-06 than in
1999-00. Indirect encounters are those where the GP provides a clinical service, such as a
repeat prescription, a referral, or an administrative document, but does not see the patient
face-to-face. The Privacy Legislation released at the end of 2001 requiring the clinician to
ensure test results were given to the patient themselves, together with economic pressures,
may have contributed to an increase in call-back of patients for receipt of test results, and a
decrease in their provision over the telephone.

In last year’s report, long surgery consultations were shown to have increased significantly
between 1998-99 and 2004-05 as a proportion of total encounters. There was no significant
change between the proportion in 2004-05 and 2005-06. However, comparing these data
over time and interpreting the changes is becoming more complex each year as new item
numbers are added to Medicare. In particular, chronic disease management items were not
available in earlier years of the BEACH program. The introduction and expansion in recent
years of such condition-specific item numbers means that some encounters that may have
previously been charged as long or prolonged surgery consultations may now be claimed
under a new item number.

4.4 The patients

Earlier in this chapter we demonstrated that between 1999-00 and 2005-06 there were
changes in the age distribution of patients encountered by the GPs, continuing trends
reported last year. There were significant decreases in the proportion of encounters with
patients in all age groups less than 45 years. In contrast, the proportion of encounters with
patients aged 45-64 years and those aged 75 years and over increased. This section
investigates the relationship between these results and data drawn from other sources.

e Figure 4.1 provides a graphic view of the age distribution of patients encountered in the
2005-06 BEACH year compared with those encountered in the 1998-99 BEACH year,
with the two older age groups combined into one (65 years and over) for comparability
with other data sources.

e Figure 4.2 shows the age distribution of patients at services claimed as Medicare Al
items in 1998-99 compared with 2004-05. These data show similar trends for children
aged less than 15 years (decreasing from 17.1% to 14.3% of the MBS A1 items of service),
and for patients aged 45-64 years (increasing from 24.1% to 27.1% of MBS A1 claims).
However, in contrast to the BEACH data, Medicare shows that patients of 65 years and
over accounted for a smaller proportion of the claims in 2004-05 than they did in
1998-99. This is probably because the Medicare data do not include claims made
through the Department of Veterans” Affairs for patients who hold the Repatriation
health card, a large proportion of whom would be in this older age group. Since BEACH
includes samples of all encounters, those encounters claimed through both Medicare
and the Department of Veterans’ Affairs are included.
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e Figure 4.3 shows changes in the age distribution of the population of Australia over the
same period. It is apparent that children aged less than 15 years have decreased as a
proportion of the population since 1998-99. Further, the largest increase in proportional
distribution has occurred in the 45-64 years age group, which accounted for 24.3% of the
population in 2004, an increase of over 2% since 1998-99. People aged 65 years and over
accounted for a larger proportion of the population in 2004 than in 1998, though the
increase was not as large as in the 45-64 age group.

e Figure 4.4 shows the age-specific rates of Medicare-claimed A1 items of service in
2002-03.10 It demonstrates that the age distribution of the patients at encounter will be
affected to different degrees by both changes in population distribution and by the mean
attendance rate of each age group. For example, although the proportion of the
population accounted for by 45-64 year olds increased by 2.2% over the study period,
the attendance rate of this group of patients is on average 5.6 visits per year, so the effect
may be less than the smaller increase of 0.7% in the proportion who are aged 65 years
and over who visit more frequently.

These data suggest that the increase in the proportion of BEACH encounters with patients of
45-64 years may reflect the baby boomers” move into this age group —that is, there are more
people in this age group in the population than there used to be, so they account for more
services. Baby boomers are also moving into an age of increased GP service utilisation as
they get older (moving from an average 4.1 Medicare Al claims per year to 5.6 per year).

So the increase reflects the increase in their proportion in the community multiplied by their
high average attendance rates. It may also be the result of an increasing likelihood of people
in the older age groups remaining in the community, and therefore seeing their GP
regularly.

Patient reasons for encounter

The changing age distribution of the patients at GP-patient encounters resulted in a change
in the reasons the patients give for seeing the GP (patient RFEs). Increases were reported last
year#! in RFEs associated with the need for services such as a prescription, a referral, and
returning for the results of tests and other administrative processes. However, no further
increase in these RFEs was apparent in 2005-06, the rates remaining steady compared with
last year’s result.

An apparent significant decrease in RFEs related to the blood and blood-forming organs was
found to be due to a change in the coding of the RFE “blood test results” in early 2001. In
previous years this was classified in the ICPC-2 chapter ‘Blood and blood-forming organs’.
In later years it was classified in the ‘General and unspecified” chapter. This change would
have made some contribution to the increase in RFEs of a general and unspecified nature
over the six time intervals of this comparison.

Presentations of patients to receive test results doubled between 1998-99 and 2004-05, and
then remained steady this year. This suggests that there was an increase in GP requests to
the patient to attend the GP in person to receive their test results (with a hypothesised
decrease in the likelihood of GPs giving results over the telephone to their patients). The
Privacy Legislation released at the end of 2001 requiring the clinician to ensure test results
were given to the patient themselves, together with economic pressures, may have
contributed to an increase in call-back of patients for receipt of test results.

The increase in presentations associated with the male genital system is not surprising in
light of the significant publicity given over recent years to the risk of prostate cancer and the
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public urging from some quarters for all men to go for a check-up for this disease and other
men’s health issues.

4.5 Problems managed at encounter

The decrease in the management rate of upper respiratory tract infection (URTI) since
1999-00 is likely to be linked to the decrease in the proportion of encounters with children. In
2002-03, BEACH data showed that children aged less than 15 years accounted for 37% of all
patients managed for URTI, while in that year they represented less than 7% of the attending
patients for whom records were provided.*8 Given that the presentation rate for URTI in
children is far higher than for adults, the overall decrease in attendance rates by children will
have a marked effect on the management rate of URTL. However, it is notable that there was
a marginal increase this year (over 2004-05) in the management rate of URTI, and it reverted
to the rate found in 2002-03. This could therefore reflect a true increase in the incidence of
URTTI in the community in 2005-06, as there was no major change in the age distribution of
patients at encounter.

The changing age distribution of the patients may also partly or wholly explain the decrease
in management rates of other acute respiratory problems such as tonsillitis and acute
bronchitis, and acute otitis media —all of which decreased over the study period —since these
problems were the fifth, sixth and second (respectively) most common problems managed at
encounters with children in 2000-01.4°

In 2005-06 chronic problem management took up a significantly greater proportion of the
GPs” workload than in 1999-00. This was most apparent in the management rates of lipid
disorders, diabetes and osteoarthritis. These increases may be the result of a combination of
factors including the increased proportion of encounters with 45-64 year olds and with older
patients, the introduction of Medicare items for the annual cycle of care for diabetes mellitus
in 2001 and the considerable public attention being drawn to the need to test and control
cholesterol levels.¢ It may also reflect an increase in the diagnosed prevalence of the disease,
as self-reported prevalence increased from 3.0% to 3.5% between 2001 and 2004-05.3 The
steady but marginal annual increase in the management rate of diabetes resulted in about
600,000 additional encounters in 2005-06 nationally compared with 1999-00. Those
interested in more detail about the management of diabetes should refer to Section 13.6

(p. 109) in General practice activity in Australia 2003-04.50

Hypertension has been the most commonly managed problem in general practice since first
measured in 1990-91 and consistently since the beginning of BEACH in 1998-99. This year
for the first time the management rate of hypertension showed a marginally significant
increase over the 1999-00 rate, reflecting a build-up of minor non-significant increases in
each year measured. This increase may also be associated with the factors of patient ageing
and the availability of Medicare item numbers for the development of care plans for older
people or for those with complex chronic disease.

The decrease in management rates of menopausal complaints between 1999-00 and 2005-06
was largely due to a sudden decrease in 2004-05. It may well suggest a decrease in the use of
hormone replacement therapy by menopausal women as a result of wide publicity of the
link between hormone replacement therapy and breast cancer.5! The 2005-06 results gave no
indication of a reversion to earlier management rates.

Last year a large decrease in the management rate of asthma suggested that there were an
estimated one million fewer occasions at which GPs managed this problem in 2004-05 than
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in 1998-99. This year the rate aligned with last year’s result, suggesting that the attendance
rate for asthma management may have levelled. Note that in 2004 Henderson et al. found
there was no change in the prevalence of asthma between 1998 and 2002 among patients
attending GP consultations.52 The introduction of a Medicare item for the Asthma 3+Visit
Plan did not appear to be the cause of the initial drop in 2000-01, as the decrease occurred
before its introduction. However, there were other types of asthma plans being promoted
before the Asthma 3+Visit Plan and these may have caused the measured decrease in
management rates in 2000-01. The extent to which such plans have improved patient
education in self-management of this problem and in turn led to this decrease in
management rate is not known.

It may have been expected that the introduction of MBS items specifically for the care of
depression would lead to an increase in its management rate (i.e. in the number of
encounters at which it is managed) and perhaps to the management rate of psychological
problems overall. This has again proved not to be the case. There has been no significant
change in the management rate of psychological problems, or of depression specifically,
since 1999-00. As reported in Chapter 3, the rate at which GPs are providing psychological
counselling has increased over the study period slowly and steadily rather than being a
sudden response to the introduction of these MBS item numbers. It is notable that the rate
did not change between last year and this year. Those interested in more detail about the
management of psychological problems should refer to Section 13.3 (p. 97) in General practice
activity in Australia 2003-04.50

4.6 Medications

The number of medications prescribed per 100 encounters and per 100 problems managed
decreased over the study period to suggest an extrapolated effect of 13.3 million fewer
prescriptions written by GPs in 2005-06 than in 1999-00. This estimate does not consider the
effect on the number of prescriptions filled at the pharmacy as a result of GP prescriptions.
For example, if the prescriptions that were not written by GPs in 2005-06 had in the past an
average of one repeat, there would have been over 26.6 million fewer scripts crossing the
counter in total in 2005-06 than in 1999-00. If the average was two repeats the decrease
would be about 40 million.

In contrast there was a significant increase in the rate at which GPs provided medication
directly to the patient so that the overall decrease in total medications prescribed, supplied
or advised for over-the-counter (OTC) purchase was somewhat less than the decrease in
prescriptions alone.

The slowing of growth of the PBS% cannot be attributed to this decrease in GP prescribing.
First, growth has only recently slowed whereas the decrease in GP prescriptions has been
steady throughout the study period. Second, the slowing of growth in the PBS is far more
likely to be due to the increases in patient co-payments for prescribed medications in January
2004 and again in January 2005. Increases in co-payments mean that more medications fall
under the co-payment level and therefore no longer qualify for PBS cover, the patient paying
the whole cost of the medication.

The decrease in GP-prescribed medications may be the result of a number of factors,
including;

e the increase in the number of medications supplied by the GP (as noted above)

e the move of some drugs to OTC availability
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the introduction of combination therapies which result in a halving of scripts for those
who were on two drugs and then moved to the combination medications

changes in the PBS costing structure.

Examples of these effects are:

Last year we reported decreased prescriptions for paracetamol, possibly as a result of
the availability of tramadol, and possibly because the higher patient co-payment
(required since January 2004) for Commonwealth concession card holders made it less
attractive to obtain paracetamol via a GP’s prescription than to purchase it from
supermarkets. The decrease started in 2002-03 and continued to 2004-05. However, no
further decrease occurred in the prescribing of paracetamol in 2005-06.

The decrease in prescriptions for the cardiac therapy drugs (largely beta-blockers) and in
diuretics occurred in parallel with higher prescribing of agents acting on the renin-
angiotensin system (ACE inhibitors and combinations of ACE inhibitor + diuretic).

The OTC availability of salbutamol and the advent of the combination medication
fluticasone/salmeterol altered the balance between these two generic drugs in terms of
GP prescriptions. The former decreased as the latter increased, in line with advice from
such organisations as the National Asthma Council that combination therapy would
give better control of asthma.>*

Prescribing patterns for acid-related disorders were influenced by the release of
ranitidine onto the OTC market, but again its prescription rate remained steady after the
initial decrease this move instigated.

The decrease in prescriptions for vaccines was surprising, as there had been no decrease
in rates of immunisations and vaccinations recorded by the GPs. Further investigations
suggested that in parallel, there had been an increase in the rate at which GPs supplied
vaccines. This could well be related to the meningococcal vaccines being made freely
available for children of selected ages, phased in from 2003. In addition, there has been a
trend towards greater polyvalence in vaccines, which reduces the total count of vaccines.

Other changes in medication rates followed the management rates of the problems for which
they are prescribed. For example:

The increased prescribing rate of serum lipid lowering agents paralleled the increased
management rate of lipid problems. More details about the prescribing of these
medications can be found in General practice activity in Australia 2004-05 (Chapter 3,
Section 3.6).41

The prescribing rate of drugs for acid-related disorders increased in line with the
increase in the management rate of oesophageal disease.

The increase in prescriptions for amoxycillin and for cephalexin may well reflect the
marginally higher management rate of URTI this year. A decrease noted last year in
prescriptions for cefaclor monohydrate did not continue into the current year.

The introduction or removal of medications from the market also affects patterns of
prescribing. For example:

Prescriptions for anti-inflammatory and antirheumatic drugs acting on the
musculoskeletal system continued to decrease, particularly those for celecoxib which
was prescribed at a rate of only 0.5 per 100 encounters in 2005-06. More details about
change in the prescribing of this group of medications can be found in General practice
activity in Australia 2004-05 (Chapter 3, Section 3.3).41
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e In the prescribing of drugs for acid-related disorders, the introduction of esomeprazole
(put on the PBS in 2003) resulted in a significant increase to 2005-06, and this influenced
the prescribing rate of both ranitidine and omeprazole which both decreased.

e  Prescriptions of tramadol increased following the introduction in 2001 of the slow-
release tablet, which provided a more reliable prevention of breakthrough pain.
However, after the initial uptake of this medication, the rate remained steady in 2005-06.

4.7 Procedural treatments

Although the rate of procedural treatments increased between 1999-00 and 2003-04, it
appears to have steadied over the last two years. It must be remembered that this year’s data
include the procedures undertaken by the practice nurse as part, or as an extension of, the
consultation. This means that while the GPs themselves are doing less, the overall rate of
procedural treatments did not change.

The range of procedures undertaken by practice nurses was extremely varied and many of
the services they provided were not activities that were claimable by the GP from Medicare
under the practice nurse item numbers —only 42% were claimable from Medicare. Of those
for which a Medicare item number was recorded, more than two-thirds were for the
immunisation item and the other third were for wound treatments. Claims for Pap smears
undertaken by the nurse were negligible. This may partly be due to the geographic
limitations put on such claims (i.e. they must be in practices situated in rural areas), but it
may also suggest a disinclination on the part of the GPs to transfer this responsibility. First, it
is unlikely that many practice nurses will have been trained to take Pap smears, though they
may do so in the future if GPs become more reliant on their clinical services within the
practice. Second, a Pap smear is usually only one part of a broader check of the female
genital system. Many GPs take the opportunity at the time of a Pap smear to do a breast
check, discuss contraception (where appropriate) and general sexual health. While practice
nurses may also undertake these broader opportunistic health checks they are unable to
prescribe any associated medications (for example contraceptives, hormone replacement
therapy) that may be required by the patient. It may also be that GPs take the opportunity to
do a Pap smear when the patient presents with other problems. It may be that it is harder,
and less efficient to split the responsibilities for such care between doctor and nurse. Patient
preference may also be a factor.

The range of activities recorded for practice nurses suggests that there are other services that
could be considered appropriate if the practice nurse Medicare item numbers are ever
expanded —some of the more commonly recorded procedures are the management of
chronic skin ulcers and removal of ear wax.

Ideally, data pertaining to practice nurse activity should be collected in parallel to GP
activity data. However, such data would need to be patient-based, rather than encounter-
based, to ensure that the role of the practice nurse in providing patient care included
information about those activities provided independent of a GP encounter.
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4.8 Clinical treatments

A dramatic decrease in the rate at which GPs recorded clinical advice and counselling was
the most startling finding in 2005-06. Last year we demonstrated that clinical treatments had
steadily increased between 1998-99 (31.4 per 100 encounters) and 2004-05 (39.2 per 100) —an
overall increase of approximately 20%. This increase was reflected in rates of provision of
advice about nutrition/weight, general advice and education, counselling the patient about
the problem being managed, and to a lesser extent in provision of psychological counselling.
Suddenly this year the overall rate of clinical treatments decreased to 29.2 per 100
encounters, a significantly lower rate than measured as far back as 1999-00, and representing
a 25% decrease in a single year.

This sudden large change is a reversal of previous trends and we can only hypothesise it is at
least partially due to the broad use of practice nurses. Several other results give some
credence to the above hypothesis. There was no change in the rate of provision of
psychological counselling nor in the provision of sickness certificates — both services that
cannot be provided by a practice nurse. This hypothesis raises some interesting questions:

*  When the conduct of a procedure is passed to the practice nurse, does the GP also pass
on an expectation that the nurse will give the patient the education, advice or
counselling that the GP usually gives for this problem, but because it is an assumed part
of the conduct of the procedure, the GP does not record the activity separately when the
GP does not provide it him/herself?

*  With the growth of services provided outside the consultation, such as diabetes clinics
and obesity clinics, usually run by nurses at the practice, is the GP anticipating that
general advice and education regarding health, advice about nutrition/weight, lifestyle,
and advice about the management of a problem and so on will be provided at the clinic
and that the GP is no longer required to provide it him/herself?

*  Are the patients still receiving the previously measured levels of advice and health
instruction, even though this may be given by either the GP or the nurse?

Currently we do not have the answers to these questions but we hope to shed some light on
these issues through more complex analysis of these data in the coming year.

4.9 Tests and investigations

Test ordering by GPs continues to increase. Since 1999-00 the chances that some pathology
will be ordered at the encounter increased by about 20%, and the chances that some imaging
will be ordered rose by about 16%. In 2005-06 at least one test or investigation was ordered
at one in five encounters. When GPs did order pathology, an average of 2.4 tests (or battery
of tests such as full blood count) were listed. The combined effect of tests being ordered more
often and a move to order an increasing number of tests on one occasion are having a
significant impact on total pathology tests ordered by GPs.

Some increase in test orders would be expected to accompany increases in management rates
of such chronic diseases as diabetes, and increases in the number of people taking
medications (for example lipid lowering agents). Monitoring for adverse effects of treatment
and monitoring the effectiveness of medications for such problems is required for quality
care, so this hypothesised aspect of the increase is a positive rather than a negative result.
However, it is also likely that patient expectations and GPs’ increased fear of litigation may
be contributing to the rising pathology and imaging ordering rates.

109



4.10 Referrals

Although the chances of being referred to another health professional when visiting a GP
also increased between 1999-00 and 2005-06, the increase was far less than for pathology
tests. The total number of referrals, and the referral rate to allied health services did not
change but referrals to specialists increased whereas referrals/admissions to hospital
significantly decreased. The lack of any increase in referrals to allied health professionals is
somewhat surprising in light of the general pressure on GPs in the last few years to involve
allied health providers more in the care of patients with chronic and complex disease. The
introduction of Medicare payments for some allied health services for some patients’ in the
latter half of 2004 does not as yet appear to have affected the GP rate of referral to these
services.

4.11 Conclusion

The consistency of the BEACH results over time and the measured changes in practice
activity demonstrate the stability of the BEACH program. The major finding from this year’s
data was the dramatic decrease in the provision of advice and education, particularly that
related to lifestyle, weight, management of the problem, and about medication. This decrease
may be attributable to the increasing role of practice nurses in the provision of patient care in
general practices, since the major policy change between 2004-05 and 2005-06 was the
introduction of Medicare item numbers for selected procedures done by practice nurses. The
decrease in recorded advice and education raises the question of whether the patients are
still receiving the advice and education previously given or if the “official” sharing of care
between GPs and practice nurses has had unexpected and detrimental effects on patient care.
The issue is certainly worthy of further investigation. We will be investigating this issue
further over the next 12 months through more sophisticated statistical analysis of the data.
We will also watch with interest in 2006-07 to see whether the decrease in these activities
continues. However, a study conducted on a patient-practice basis (rather than an
encounter-practitioner basis) of all the clinical activity of the GPs and the nurse(s) for
individual patients would provide a more reliable indication of the advice and education
being received by the patient from all sources in the practice. Whether this could be drawn in
the first instance from practices with fully computerised medical records (i.e. paperless
practices) is not known, as there is no information about the extent to which practice nurses
record details of the services they provide in the computer. Even if the practice nurses are
entering their data in paperless practices, such a sample would be biased, since only about
20% of practices are paperless.2 Nevertheless, it could provide a better understanding of the
total care provided to the patients.
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5 Methods

In summary:

each year BEACH involves a random sample of approximately 1,000 GPs
each GP records details about 100 doctor-patient encounters of all types
the GP sample is a rolling (ever-changing) sample

approximately 20 GPs participate each week, 50 weeks a year

each GP can be selected only once per quality assurance triennium

the encounter information is recorded by the GPs on structured encounter forms
(on paper)
each GP participant also completes a questionnaire about themselves and their practice.

5.1 Sampling methods

The source population includes all vocationally registered GPs and all general practice
registrars who claimed a minimum of 375 general practice A1 Medicare items in the
most recently available 3-month Medicare data period (which equates with 1,500 A1l
Medicare claims a year).

This ensures inclusion of the majority of part-time GPs while excluding those who are
not in private practice but claim for a few consultations a year.

On a quarterly basis the Primary Care Division of DoHA updates the sample frame from
the Medicare records, leaving out of the sample frame any GPs already randomly
sampled in the current triennium, and draws a new sample from those currently in the
sample frame. This ensures the timely addition of new entries to the profession, and
timely exclusion of those GPs who have stopped practising.

5.2 Recruitment methods
We approach the randomly selected GPs by letter, posted to the address provided by DoHA.

Over the following 10 days we use the electronic white and yellow pages to check the
telephone numbers generated from the Medicare data. This is necessary because many
of the telephone numbers provided from the Medicare data are incorrect.

We then telephone the GPs in the order they were approached and, referring to the
approach letter, ask whether they will participate.

On initial telephone contact with the practice we often find that the selected GP has
moved elsewhere, but is still in practice. Where forward address and/or telephone
number can be obtained, these GPs are followed up at their new address.

GPs who agree to participate are set an agreed recording date several weeks ahead.

We send a research pack to each participant about 10 days before the planned start date.
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e  We make a telephone reminder to each GP in the first days of the agreed recording
period — this also provides the GP with an opportunity to ask any questions they have
about the recording process.

e  We follow-up non-returns by regular telephone calls for up to three months after the set
recording time.

e Participating GPs earn up to 60 Clinical Audit points towards their quality assurance
(QA) requirements through the Royal Australian College of General Practitioners
(RACGP). As part of this QA process, each receives an analysis of his or her results
compared with those of nine other de-identified GPs who recorded at approximately the
same time. Comparisons with the national average and with targets relating to the
National Health Priority Areas are also provided. In addition, GPs receive some
educational material related to the identification and management of patients who
smoke or consume alcohol at hazardous levels.

5.3 Data elements

BEACH includes three interrelated data collections: encounter data, GP characteristics, and
patient health status. An example of the forms used to collect the encounter data and the
data on patient health status is included in Appendix 1. The GP characteristics questionnaire
is provided in Appendix 2.

e Encounter data: date of consultation, type of consultation (direct/indirect),
Medicare/ Veterans” Affairs item numbers (where applicable) (up to three) and other
payment source (where applicable) (tick boxes).

e The patient: date of birth, sex and postcode of residence. Tick boxes are provided for
Commonwealth concession card holder, holder of a Repatriation health card (from the
Australian Department of Veterans’ Affairs, DVA), non-English-speaking background
(NESB) (patient self-report—a language other than English is the primary language at
home), an Aboriginal person (self-identification) and Torres Strait Islander (self-
identification). Space is provided for up to three patient reasons for encounter (RFEs).

e The problems managed at encounter (at least one and up to four). Tick boxes are
provided to denote the status of each problem as new or continuing for the patient (if
applicable).

e Management of each problem, including:

e medications prescribed, supplied by the GP and advised for over-the-counter
purchase including: brand name, form (where required), strength, regimen, status
(if new or continuing medication for this problem for this patient) and number of
repeats

e other treatments provided for each problem including counselling, advice and
education, and procedures undertaken; and if other treatment was provided by
practice nurse (tick box)

e new referrals to medical specialists, allied health professionals and hospital

e investigations including pathology tests, imaging and other investigations ordered
at the encounter.

e  GP characteristics: age and sex, years in general practice, number of GP sessions
worked per week, number of GPs working in the practice, postcode of major practice
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address, country of graduation, postgraduate general practice training and FRACGP
status, after-hours care arrangements, use of computers in the practice, whether the
practice is accredited, whether it is a teaching practice, work undertaken in other clinical
settings, hours worked in direct patient care and hours on call per week.

5.4 Changes to data elements and reporting
methods in 2005-06

For the first seven years of the BEACH program, where a Medicare item number was
claimable for the encounter the GP was instructed to record only one item number. Where
multiple item numbers (for example, an Al item such as “standard surgery consultation” and
a procedural item number) were claimable for an encounter the GP was instructed to record
the lower of these (usually an A1 item number). For reporting purposes Medicare claimable
encounters were broken down according to the item number recorded by the GP as
claimable (either through Medicare or through DVA) for the encounter.

In November 2004 four new item numbers were added to Medicare to cover some selected
activities conducted by a practice nurse on behalf of a medical practitioner. A nurse may see
the patient in conjunction with the GP-patient consultations. In this case both the GP’s
professional service and the practice nurse item are claimable.

The introduction of the Medicare practice nurse items provided the research team with a
challenge. To date, we had been able to describe ‘general practice activity” in terms of GP-
patient encounters and to consider this as close to equivalent to ‘general practitioner
activity’. However, with the introduction of the practice nurse item numbers, if we did not
include practice nurse activity initiated during the GP-patient encounter, we could no longer
describe the full content of the consultation.

Therefore, two changes were made to the BEACH form in order to capture practice nurse
activity associated with the GP-patient consultations and include this activity to describe
‘general practice activity in Australia’.

e  For the first time we allowed GPs to record multiple (up to three) Medicare item
numbers.

e In the ‘other treatments’ section, for each problem managed, we asked the GP to tick the
practice nurse box if the treatment recorded was provided by the practice nurse, rather
than by the GP. If the box was not ticked, we assumed the GP gave the "other treatment’
themselves.

Reporting of item numbers

In the summary of annual results (Section 2.3) we provide one table (Table 2.10) which
counts only one item number per Medicare/ DV A-claimable encounter for comparability
with previous years. Selection of one item number was undertaken on a priority basis:
consultation item numbers — override incentive item numbers —override procedural item
numbers — override other Medicare item numbers. An additional table in Section 2.3 (Table
2.11) provides a breakdown of all item numbers recorded by the GPs.

In Section 2.11, we provide a more specific description for each of the practice nurse
Medicare item numbers recorded.
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Reporting of other treatments

In the section on “other treatments’ in the annual results (Section 2.8) all recorded clinical
treatments and all therapeutic procedures are included —irrespective of whether they were
provided by the GP or by the practice nurse. These results are also used in the measurement
of changes over time (Section 3.8)

Reporting of practice nurse activity

In the annual results chapter, we have added a new section on practice nurse activity
(Section 2.11). This section provides a breakdown of the practice nurse Medicare items
claimed, the morbidity managed with the assistance of the practice nurse, and the ‘other
treatments’” provided by the practice nurse as recorded by the GP participants.

When viewing these results, it must be remembered that these “practice nurse” data will not
include activities undertaken by the practice nurse during the GP’s BEACH recording period
that were performed outside the recorded encounter. Such activities could include Medicare-
claimable activities (e.g. immunisations/vaccinations) provided under instruction from the
GP but not at the time of the encounter recorded in BEACH, or provision of other activities
not currently claimable from Medicare (e.g. dietary advice on a one-to-one basis, or in a
group situation).

5.5 Supplementary Analysis of Nominated Data
(SAND)

A section on the bottom of each recording form investigates aspects of patient health or
health care delivery in general practice not covered by the consultation-based data.

e The year-long data period is divided into 10 blocks, each of 5 weeks. Each block includes
data from 100 GPs.

e  Each GP’s pack of 100 forms is made up of 40 forms that contain questions about patient
risk factors: patient height and weight (used to calculate body mass index, BMI), alcohol
intake and smoking status (patient self-report).

e  The remaining 60 forms in each pack are divided into two blocks of 30. Different
questions are asked of the patient in each block and these vary throughout the year.

e The order of SAND sections in the GP recording pack is rotated, so that the 40 patient
risk factor forms may appear first, second or third in the pad. Rotation of ordering of the
components ensures there was no order effect on the quality of the information
collected.

The results of topics in the SAND substudies for alcohol consumption, smoking status and
BMI are included in this report. Abstracts of results for other substudies are available
through the website of the Family Medicine Research Centre (of which the AGPSCC is a
part) at <www.fmrc.org.au/ publications/SAND_abstracts.htm>.
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5.6 The BEACH relational database

The BEACH relational database is described diagrammatically in Figure 5.1. Note that:

all variables can be directly related to GP, patient characteristics and to the encounter

RFEs have only an indirect relationship with problems managed as a patient may
describe one RFE (e.g. ‘repeat prescriptions’) that is related to multiple problems
managed, or several RFEs (e.g. ‘runny nose” and ‘cough’) that relate to a single problem

(e.g. URTI) managed at the encounter.

all types of management are directly related to the problem being treated.

GP characteristics
Problems managed
° age ar.1d sex . e diagnosis/problem label
e years in general practice
} »| o problem status (new/old)
e country of graduation
e work-related problem status
e postgraduate GP
qualifications
e size of practice
Management of each problem
Practice characteristics
e practice size L.
« practice nurse available Medications (up to four per problem)
e after-hours arrangements e prescribed
e bulk billing policy e over-the-counter advised
e computer availability e provided by GP
e teaching practice — drug class
— drug group
¢ — generic
— brand name
The encounter > _ fg;:%:
e date — number of repeats
o direct (face to face) — drug status (new/continued)
— Medicare item
number(s) claimable
— workers compensation
— other paid
— no charge
* indirect (€.g. telephone) Other treatments (up to two per
? problem)
e therapeutic procedures
The patient » o counselling
e age and sex
e practice status (new/old)
e concession card status
e postcode of residence Other management
e NESB/Indigenous status
e reasons for encounter N » o referrals (u_p t_o two)
— to specialists
— to allied health professionals
¢ — hospital admissions
e pathology tests ordered (up to five)
Patient risk factors e imaging ordered (up to three)
e body mass
e smoking status

e alcohol consumption

Figure 5.1: The BEACH relational database
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5.7 Statistical methods

The analysis of the 2005-06 BEACH data was conducted with SAS version 9.1% and the
encounter is the primary unit of inference. Proportions (%) are used only when describing
the distribution of an event that can arise only once at a consultation (e.g. age, sex) or to
describe the distribution of events within a class of events (e.g. problem A as a percentage of
total problems). Rates per 100 encounters are used when an event can occur more than once
at the consultation (e.g. RFEs, problems managed or medications).

Rates per 100 problems are also sometimes used when a management event can occur more
than once per problem managed. In general, the results present the number of observations
(n), the rate per 100 encounters and the 95% confidence interval.

The BEACH study is a random sample of GPs, each providing data about a cluster of
encounters. When the encounter is the unit of inference, the cluster sampling study design
violates the simple random sample (SRS) assumption of equal probability of selection of
observations, because the probability of an encounter being included is a function of the
probability of the GP being selected.5” Cluster samples also violate the assumption of
independence of observations as there is an inherent relationship or correlation between
encounters sampled in the same cluster. Therefore the certainty that the sample estimates
reflect the true underlying population values is reduced by cluster sampling, thus decreasing
the precision of national estimates.

When a study design other than SRS is used, analytical techniques that consider the study
design should be employed. In this report the standard error calculations used in the 95%
confidence intervals accommodate both the single-stage clustered study design and sample
weighting according to Kish’s description of the formulae.>

Changes over time

In the Chapter 3, SAS version 9.15 was used for all analysis of 2005-06 data. However, data
from previous years were derived (in the past) using SAS version 6.12% for all years from
1999-00 to 2004-05 in the tables in Chapter 3, and in Appendix 4. SAS version 9.1 includes
procedures that calculate the robust standard error to adjust for the intra-cluster correlation
of the cluster sample. In contrast, SAS version 6.12 is limited in its capacity to calculate the
standard error for the current study design, so additional programming was required to
incorporate these formulae.

Extrapolated national estimates

e  Where we detected a significant change over time, we calculated the estimated annual
rate of change.

e The national estimates were extrapolated by multiplying the encounter rate for 1999-00
by the number of unreferred attendances (Al and A2 items) claimed through Medicare
in that year to give the estimated number of encounters for that event in 1999-00. The
same was done for 2005-06. The difference between the two estimates was averaged
over six years to give the estimated annual rate of change in encounters.

e This is expressed as the mean annual increase (or decrease) over the study period, in the
number of general practice encounters for that problem or medication occurring in
Australia each year.
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5.8 Classification of data

The following data elements are classified according to the International Classification of
Primary Care— Version 2 (ICPC-2), a product of the World Organization of Family Doctors
(Wonca).2?

e patient reasons for encounter (RFEs)

e problems managed

e clinical treatments (e.g. counselling, advice)
e therapeutic procedures

e referrals

e pathology and imaging tests ordered.

The ICPC-2 is used in more than 45 countries as the standard for data classification in
primary care. It has recently been accepted by the World Health Organization (WHO) in the
WHO Family of Classifications®® and has been declared the national standard in Australia for
reporting of health data from general practice and patient self-reported health information.6!

The ICPC-2 has a bi-axial structure, with 17 chapters on one axis (each with an alphabetic
code) and seven components on the other (numeric codes) (Figure 5.2). Chapters are based
on body systems, with additional chapters for psychological and social problems.
Component 1 includes symptoms and complaints. Component 7 covers diagnoses. These are
independent in each chapter and both can be used for patient RFEs or for problems
managed.

Components 2 to 6 cover the process of care and are common throughout all chapters. The
processes of care, including referrals, other (non-pharmacological) treatments and orders for
pathology and imaging, are classified in these process components of ICPC-2. Component 2
(diagnostic, screening and prevention) is also often applied in describing the problem
managed (e.g. check-up, immunisation).

The ICPC-2 is an excellent epidemiological tool. The diagnostic and symptomatic rubrics
have been selected for inclusion on the basis of their relative frequency in primary care
settings or because of their relative importance in describing the health of the community. It
has only about 1,370 rubrics and these are sufficient for meaningful analyses. However,
reliability of data entry, using ICPC-2 alone, requires a thorough knowledge of the
classification if correct classification of a concept is to be ensured.

In 1995, recognising a need for a coding and classification system for general practice
electronic health records, the Family Medicine Research Centre (then Unit) developed an
extended vocabulary of terms classified according to the ICPC, now called ICPC-2 PLUS.¢2
This is an interface terminology, developed by the Family Medicine Research Centre from all
the terms used by GPs in studies such as the Australian Morbidity and Treatment Survey
1990-91,% the Morbidity and Therapeutic Index 1992-1998 (a clinical audit tool that was
available to GPs) and BEACH 1998-2006, that together have included close to 1.5 million
encounter records. These terms are classified according to ICPC-2 to ensure international
standards for reporting. Readers interested in seeing how coding in ICPC-2 works can
download the ICPC-2 PLUS Demonstrator at
<www.fmrc.org.au/icpc2plus/demonstrator.htm>
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Chapters

Components A B |D|F |H|K|L [N|P |R|S |T |[U|W|(X |Y |Z

1. Symptoms, complaints

2. Diagnostic, screening, prevention

3. Treatment, procedures, medication

4. Test results

5. Administrative

6. Other

7. Diagnoses, disease

A General L Musculoskeletal u Urinary

B Blood, blood-forming N Neurological w Pregnancy, family planning
D Digestive P Psychological X Female genital

F Eye R Respiratory Y Male genital

H Ear S Skin 4 Social

K Circulatory T Metabolic, endocrine, nutritional

Figure 5.2: The structure of the International Classification of Primary Care — Version 2 (ICPC-2)

Presentation of data classified in ICPC-2

When the free-text data are received from the GPs, trained secondary coders (who are
undergraduate health information management students) code the data in more specific
terms using ICPC-2 PLUS. Reporting, however, is almost always at the level of the ICPC-2
classification (e.g. acute otitis media/myringitis —ICPC-2 code H71). However, there are
some exceptions where data are grouped either above the ICPC-2 level or across the ICPC-2
level.

Reporting morbidity with groups of ICPC-2 codes

When recording problems managed the GP may not always be very specific. For
example, in recording the management of ‘diabetes’, they may simply record the
problem as ‘diabetes’. In ICPC-2, ‘Diabetes unspecified’ is classified as non-insulin
dependent diabetes (code T90). There is another code for insulin dependent diabetes
(T89). In some cases the GP may simply have failed to tell us that the patient had ‘insulin
dependent diabetes’. We therefore feel that for national data reporting, it is more reliable
to group the two codes T90 and T89 and label this ‘Diabetes — all*’ — the asterisk
indicating that multiple ICPC-2 codes (as in this example) or ICPC-2 PLUS codes are
included.

Reporting morbidity with groups of ICPC-2 PLUS codes

In other cases a concept can be classified within (but be only part of) multiple ICPC-2
codes. For example, “osteoarthritis’ is classified in ICPC-2 in multiple broader codes
according to site, e.g. L92 —shoulder syndrome (includes bursitis, frozen shoulder,
osteoarthritis of shoulder, rotator cuff syndrome etc.). When reporting ‘osteoarthritis” in
this publication, we group all the more specific osteoarthritis ICPC-2 PLUS terms within
all the appropriate ICPC-2 codes. We label this group ‘Osteoarthritis*, the asterisk again
indicating multiple codes, but in this case they are PLUS codes rather than ICPC-2
codes.

118




Reporting pathology and imaging test orders

e  All the pathology and imaging tested are coded very specifically in ICPC-2 PLUS but the
ICPC-2 classifies pathology and imaging tests very broadly (e.g. a test of cardiac
enzymes is classified in K34 — Blood test associated with the cardiovascular system; a CT
scan of the lumbar spine is classified as L41 — Diagnostic radiology/imaging of the
musculoskeletal system). In Australia the Medicare Benefits Scheme classifies pathology
and imaging tests in groups that are relatively well recognised. We therefore re-group
all pathology and imaging ICPC-2 PLUS codes into MBS standard groups. This allows
comparison of data between data sources. These groups are not marked with an asterisk.

For all grouped morbidity (asterisked), pathology and imaging codes, a full list of inclusions
is provided in Appendix 5 <www.aihw.gov.au/publications/index.cfm/subject/19>.

Classification of pharmaceuticals

Pharmaceuticals that are prescribed, provided by the GP or advised for over-the-counter
purchase are coded and classified according to an in-house classification, the Coding Atlas
for Pharmaceutical Substances (CAPS).

e  This is a hierarchical structure that facilitates analysis of data at a variety of levels, such
as medication class, medication group, generic composition and brand name.

e Strength and regimen are independent fields which, when combined with the CAPS
code, give an opportunity to derive prescribed daily dose for any prescribed medication
or group of medications.

e CAPSis mapped to the Anatomical Therapeutic Chemical (ATC)3 classification which is
the Australian standard for classifying medications at the generic level.

The ATC has a hierarchical structure with five levels. For example:
e Level 1: C—Cardiovascular system

e Level 2: C10—Serum lipid reducing agents

e Level 3: C10A —cholesterol and triglyceride reducers

e Level 4C10AA —HMG CoA reductase inhibitors

e Level 5: C10AAQ1 —Simvastatin (the generic drug).

Use of the medication classifications in reporting

When reporting pharmaceutical data we have the choice of reporting in terms of the CAPS
coding scheme or the ATC. They each have advantages in different circumstances.

In the CAPS system, a new drug enters at the product and generic level, and is immediately
allocated a generic code. Therefore, the CAPS classification uses a bottom-up approach.

In the ATC, a new generic may initially enter the classification at any level (1 to 5), not
necessarily always at the generic level. Reclassification to lower ATC levels may then occur
later. Therefore, the ATC uses a top-down approach.

When analysing medications across time, a generic medication that is initially classified to a
higher ATC level will not be identifiable in that data period and may result in under-
enumeration of that drug during earlier data collection periods.
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e When reporting the 2005-06 annual results for pharmaceutical data, we have used the
CAPS database in the tables reporting the ‘most frequent medications’ (Tables 2.27 to
2.29 inclusive).

e When reporting the annual results for pharmaceuticals in terms of the ATC hierarchy
(Table 2.26), we have reported using ATC Levels 1, 3, and 5. The reader should be aware
that the results reported at the generic level (Level 5) may differ slightly from those
reported in the “most frequent medication’ tables described above.

e In measuring changes in medications over time (in Chapter 3), we have chosen to report
at Level 2 of the ATC (which is more stable over time than Level 3), and in CAPS for the
generic level drugs.

5.9 Patient risk factor methods

Patient risk factors are investigated for a subsample of patients using the SAND methods
(see Section 5.5). The patient risk factors measured include self-reported height and weight
(for calculation of body mass index, BMI), alcohol consumption and smoking status.

Body mass index

The BMI for an individual is calculated by dividing weight (kilograms) by height (metres)
squared. This year the new WHO recommendations® for BMI groups have been
adopted,which specify that a person with a BMI:

* less than 18.5 is underweight

* greater than or equal to 18.5 and less than 25 is normal

* greater than or equal to 25 and less than 30 is overweight
* of 30 or more is obese.

The division between underweight and normal weight was, in previous reports, set at a BMI
of 20. In this report, changes over time in patient BMI has been re-calculated for all years
reported according to the WHO criteria.

The GPs were instructed to ask the patients (or their carer in the case of children):

*  What is your height in centimetres?

*  What is your weight in kilograms?

Metric conversion tables (feet and inches; stones and pounds) were provided to the GP.

The standard BMI calculation described above is not appropriate in the case of children. Cole
et al. have developed a method which calculates the age-sex-specific BMI cut-off levels for
overweight and obesity specific to children.®* This method, based on international data from
developed Western cultures, is applicable in the Australian setting.

The BEACH data on BMI are presented separately for adults (aged 18 and over) and
children. The standard BMI cut-offs have been applied for the adult population, and the
method described by Cole et al. has been used for defining overweight and obesity in
children (aged 2-17 years).t* There are three categories defined for childhood BMI:
underweight/normal, overweight and obese.
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Smoking

As part of the current study, GPs were instructed to ask adult patients (18 years and over):

*  What best describes your smoking status? Smoke daily
Occasional smoker
Previous smoker
Never smoked

Respondents were limited to adults aged 18 years and over because there are ethical
concerns about approaching the younger patient group to ask for information on smoking
and alcohol consumption for survey purposes. In addition, the reliability of this information
from patients aged less than 18 years may be compromised if a parent is present at the
consultation.

Alcohol consumption

To measure alcohol consumption, BEACH uses three items from the WHO Alcohol Use
Disorders Identification Test (AUDIT),% with scoring for an Australian setting.®® Together,
these three questions assess “at-risk” alcohol consumption. The scores for each question range
from zero to four. A total (sum of all three questions) score of five or more for males or four
or more for females suggests that the person’s drinking level is placing him or her at risk.¢

GPs were instructed to ask adult patients (18 years and over):

* How often do you have a drink containing alcohol? =~ Never
Monthly or less
Once a week/fortnight
2-3 times a week
4+ times a week

* How many standard drinks do you have on a typical day when you are drinking?

* How often do you have 6 or more standard drinks on one occasion?
Never
Less than monthly
Monthly
Weekly
Daily or almost daily

A standard drinks chart was provided to each GP to help the patient identify the number of
standard drinks consumed.

The wording of the responses to the first and third questions was changed from 2001-02
onwards to reflect exactly the AUDIT instrument from which the responses are derived. This
update, along with a data entry change enabling more specific entry for the second question,
slightly increased the rates of at-risk drinking. The data collected from 2001-02 onwards are
a more accurate reflection of the alcohol consumption of general practice patients and these
are the years compared in this report.
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5.10 Quality assurance

All morbidity and therapeutic data elements were secondarily coded by staff entering key
words or word fragments and selecting the required term or label from a pick list. This was
then automatically coded and classified by the computer. A QA program to ensure reliability
of data entry includes ongoing development of computer-aided error checks (‘locks’) at the
data entry stage and a physical check of samples of data entered versus those on the original
recording form. Further logical data checks are conducted through SAS on a regular basis.

5.11 Methodological issues

Validity and reliability

In the development of a database such as BEACH, data gathering moves through specific
stages: GP sample selection; cluster sampling around each GP; GP data recording; secondary
coding and data entry. At each stage the data can be invalidated by the application of
inappropriate methods. The methods adopted to ensure maximum reliability of coding and
data entry have been described above. The statistical techniques adopted to ensure valid
reporting of recorded data are described in Section 5.7.

Previous work has demonstrated the extent to which a random sample of GPs recording
information about a cluster of patients represents all GPs and all patients attending general
practitioners.s” Other studies have reported the degree to which GP-reported patient reasons
for encounter and problems managed accurately reflect those recalled by the patient®s and
the reliability of secondary coding of RFEs® and problems managed.¢* The validity of ICPC
as a tool with which to classify the data has also been investigated in earlier work.”0

However, the question of the extent to which the GP-recorded data are a reliable and valid
reflection of the content of the encounter must also be considered.

In many primary care consultations, a clear pathophysiological diagnosis is not reached.
Bentsen’! and Barsky”2 suggest that a firm and clear diagnosis is not apparent in about half of
general practitioners’ consultations, and others suggest the proportion may be even greater.”
Further, studies of general ambulatory medical practice have shown that a large number of
patients presenting to a primary care practitioner are without a serious physical disorder.747>
As a result, it is often necessary for a practitioner to record a problem in terms of symptoms,
signs, patient concerns, or the service which is requested, such as immunisation. For this
reason, this report refers to patient problems (and even “problem’ is not an ideal word) rather
than diagnoses.

A number of studies have demonstrated wide variance in the way a GP perceives the
patient’s reasons for encounter and the manner in which the GP describes the problem under
management. In a direct observational study of consultations via a one-way mirror, Bentsen
demonstrated differences in the way practitioners labelled problems and suggested that
clinical experience may be an important influence on the identification of problems within
the consultation.”? Two other factors that might affect GPs” descriptions of patient reasons for
encounter have been identified: while individuals may select the same stimuli, some label
each stimulus separately whereas others cluster them under one label; individuals differ in
the number of stimuli they select (selective perception).76
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The extent to which therapeutic decisions may influence the diagnostic label selected has
also been discussed. Howie”” and Anderson” argue that while it is assumed that the
diagnostic process utilised in general practice is one of symptom - diagnosis 2>
management, the therapeutic method may well be selected on the basis of the symptom, and
the diagnostic label chosen last. They suggest that the selection of the diagnostic label is
therefore influenced by the management decision already made.

Anderson has also pointed out that the therapeutic decision may be influenced by fashion
and in turn this affects the selection of the problem label. He gives the example of a rise in
the occurrence of neurotic depression in parallel with a decrease in the use of menopause as
a diagnosis in the United Kingdom, and suggests this may be the result of a change in the
preferred treatment from oestrogen therapy to anti-depressants.” This should be
remembered when considering the results of Chapter 3 of this report which describes some
changes in general practice.

Alderson contends that to many practitioners ‘diagnostic accuracy is only important to the
extent that it will assist them in helping the patient’. He further suggests that if major
symptoms are readily treatable some practitioners may feel no need to define the problem in
diagnostic terms.”® Crombie stated that in the second and third national morbidity surveys in
the United Kingdom there was ‘enormous variability in the rates at which doctors perceive
and record illnesses’. He concluded that the probable cause arose from the different ways in
which GPs gave priority in their perceptions and recording of certain morbidities while
discounting or ignoring others. He was unable to account statistically for this variation by
the effect of geography, age, sex, or class differences in the practice populations.?
Differences in the way male and female GPs label problems have also been shown to be
independent of such influences.*?

These problems are inherent in the nature of general practice. Knottnerus argues that the GP
is confronted with a fundamentally different pattern of problems from the specialist, the GP
often having to draw up general diagnostic hypotheses related to probability, severity and
consequences.” Anderson suggests that morbidity statistics from family practice should
therefore be seen as “a reflection of the physician’s diagnostic opinions about the problems
that patients bring to them rather than an unarguable statement of the problems managed’.7*
In any case, doctors base their actions on problems as they perceive them.

While these findings regarding limitations in the reliability and validity of practitioner-
recorded morbidity should be borne in mind, they apply equally to data drawn from
medical records, whether paper or electronic, as they do to active data collection
methods.808! There is as yet no more reliable method of gaining detailed data about
morbidity and its management in general practice. Further, irrespective of the differences
between individual GPs in their labelling of the problems, morbidity data collected by GPs
in active data collection methods have been shown to provide a reliable overview of the
morbidity managed in general practice.®2

How many individual GPs have participated in BEACH to date?

Over the first eight years of the BEACH program, 799,100 encounters have been recorded by
7,991 GPs. Since GPs may be sampled from the Medicare data once in each QA triennium,
we are often asked the extent to which GPs have participated more than once over the eight
years.

We investigated the extent of “double ups” and found that the 7,991 participants in the first
8 years of BEACH represented 6,463 individuals. This means that by March 2006 we had
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sampled more than one-third of the VR GPs and Registrars (approximately 17,500 in any one
year) who qualify for inclusion in the original sample frame (for definition see Section 5.1).

Cluster sampling

The statistical techniques applied in BEACH recognise that the sampling is based on GPs
and that for each GP there is a cluster of encounters. Each cluster may have its own
characteristics, being influenced by the characteristics of the GP. Although ideally the sample
should be a random sample of GP-patient encounters, such a sampling method is
impractical in the Australian health care system. The reader should, however, be aware that
the larger the GP sample and the smaller the cluster, the better. The sample size of 100,000
encounters from a random sample of 1,000 GPs has been demonstrated to be the most
suitable balance between cost and statistical power and validity.12 The cluster effect is dealt
with through SAS version 9.1 (see Section 5.5).

GP participation rates

The response rate of GPs in the eighth year of BEACH was 31.1% of those we could
contact —somewhat of an improvement since the previous year (28.1%), and particularly the
sixth year (2003-04) when it was only 23.7%. The 2005-06 result is comparable with the
28.9% in the fifth BEACH year (2002-03), 32.3% in the fourth year, and the 29.8% in the third
year. In the first two years of BEACH, response rates were far higher, at 39.1% in the second
year and 38.4% in the first year (1998-99). The current data are probably the best estimate we
have gained for some years of the true response rate in BEACH. This is because in 2005-06
the sample frame prepared by DoHA from the Medicare database, from which the BEACH
sample is drawn, included only vocationally registered GPs and registrars, all whom are
required to undertake quality assurance activities. In past years the sample frame has
included many other medical practitioners who are allowed to claim general practice Al
items of service from Medicare even though they were not vocationally registered or a
registrar. As stated last year, this meant the denominator for calculating response rates was
contaminated with a varying number of additional clinicians working in general practice
under a range of government programs but who were not vocationally registered GPs.

How many can we contact?

In recent years we have expressed increasing concern over the (in)accuracy of the contact
details provided by Medicare Australia for sampled GPs. About 15-20% of addresses
provided are no longer current and approximately 90% of telephone numbers are incorrect
when the sample is received. A considerable amount of time is invested by the recruitment
team in locating practitioners, and this is not always successful as GPs don’t usually have a
work telephone number in their own name. In spite of these inaccuracies we have, in all
previous years, still established contact with a minimum of 90% of the GPs for whom details
were provided in our Medicare sample. This year we managed to contact only 85.7%. The
proportion of all sampled GPs who were found to have died, moved to an untraceable
location, or to have retired doubled from 4.0% in 2003-04 to 8.3% this year. As the aim is to
represent active, practising GPs, the exclusion of these GPs from the denominator when
calculating response rates is a valid and necessary action.
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What about the young GPs?

In all years except 2004-05 we have had an under-representation of GPs aged less than 35
years. We correct for this under-representation in the final BEACH data set each year using
post-stratification weighting. In 2003-04 we hypothesised that the under-representation of
young GPs reflected the lack of requirement for GP registrars to undertake QA activities
during training or during the QA triennium on completion of training. In 2004-05 this
hypothesis appeared to be correct —the registrars now have to complete QA during the
triennium in which they complete their training —and that year was the first since BEACH
began in which GPs aged less that 35 years were not under-represented in the participating
sample. However, this year, this age group was again under-represented in the final
participating sample of GPs so this system issue may be only part of the problem in
recruiting young GPs.

A new hypothesis

For 2005-06, we investigated the proportion of these young GPs who were not traceable
when contacted at the practice address provided from Medicare Australia records by DoHA.
We found that 27.5% of those drawn in the sample could not be traced, for they had left the
practice to move on through their training. This compares with a non-contactable rate of
8.4% for GPs aged 35 years or more. We believe this has a significant impact on the chances
of successfully recruiting GPs who are in this youngest age group. The only way to
overcome this problem is to ensure that registrars leave a forwarding address at all practices
during training.

The reasons for the 2004-05 result (where young GPs were not under-represented) now seem
to be different. In that year we conducted a parallel specific study of the experience of
registrars in each stage of their training through Victoria Metropolitan Alliance. We were
provided with up-to-date contact details for all registrars who agreed to participate —we
were not relying on contact details from the Medicare data. Registrars who participated in
the registrar study agreed that if they were also randomly selected in the BEACH sample for
that year, their data from the registrar study could be included in the BEACH 2004-05
sample. In that year, we did not have under-representation of young GPs.

It would seem, therefore, that the reason for the under-representation of young GPs in
BEACH is that they move through the training program and are no longer contactable by the
time they are randomly selected and we attempt to recruit them to the program.

We therefore conclude that any national general practice study relying on samples being
drawn from Medicare data for recognised general practitioners and registrars will be faced
with similar issues. All such studies should check the final participating sample against the
sample frame and use post-stratification weighting to adjust for any under-representation of
this age group.

Using SAND to estimate prevalence of disease in the attending population

Many SAND substudies ask an opening question to ascertain whether the patient present at
the encounter has a named condition or to measure the prevalence of a number of diseases
among the respondents. Using a qualified medical practitioner to record morbidity in
conjunction with patient self-report may provide a more accurate classification of patients’
major health problems than self-report alone.’%2! In the SAND substudies, the patient rather
than the content of the encounter is the subject of interest. This overcomes the problem of
trying to estimate prevalence of disease among the attending patients, where the disease of
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interest was not managed at the encounter. However, we cannot use these results to
extrapolate to prevalence in the population attending general practice, because the patient
sample is biased towards those who attend more often— that is, you have a higher chance of
being surveyed if you attend a GP ten times per year than you do if you attend once per
year. However, we can say, based on SAND prevalence estimates, that on average, a GP
would see ‘x number” of patients who have this morbidity in any average GP working week,
regardless of whether the GP manages that morbidity at that time.

We are currently working on statistical methods using SAND prevalence estimates in
combination with age-sex-specific attendance rates (from Medicare statistics) to gain a GP
patient population estimate of prevalence of morbidities included in the National Health
Priority Areas.

5.12 Other BEACH applications

Last year the AGPSCC completed a study measuring the experience gained by GP registrars
during each stage of their training. The BEACH methods were applied in this study which
was conducted in collaboration with Monash University and the Victorian Metropolitan
Alliance. The results will help to better define the areas in which registrars should receive
training and identify areas in which they are not gaining experience.

Another parallel BEACH study was conducted in Victoria Community Health Centres for
the Victorian Department of Human Services. There is currently limited information
available about the clinical role of Community Health Service GPs and the characteristics of
the patients they see, and how these may differ from the ‘average” GP in Australia. The
department will use the results to assist them in planning future health services.
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Glossary

A1 Medicare items: Medicare item numbers 1, 2, 3, 4, 13, 19, 20, 23, 24, 25, 33, 35, 36, 37, 38, 40,
43,44, 47, 48, 50, 51, 601, 602.

Aboriginal: The patient identifies himself or herself as an Aboriginal person.

Activity level: The number of general practice A1 Medicare items claimed during the previous
3 months by a participating GP.

Allied and other health professionals: Those who provide clinical and other specialised services
in the management of patients, including physiotherapists, occupational therapists,
dietitians, dentists and pharmacists.

Chapters (ICPC-2): The main divisions within ICPC-2. There are 17 chapters primarily
representing the body systems.

Commonwealth concession card: An entitlement card provided by the Commonwealth which
entitles the holder to reduced cost medicines under the Pharmaceutical Benefits Scheme and
a limited number of other concessions from state and local government authorities.

Complaint: A symptom or disorder expressed by the patient when seeking care.

Component (ICPC-2): In ICPC-2 there are seven components which act as a second axis across
all chapters.

Consultation: See Encounter.

Diagnosis/problem: A statement of the provider’s understanding of a health problem
presented by a patient, family or community. GPs are instructed to record at the most
specific level possible from the information available at the time. It may be limited to the
level of symptoms.

*  New problem: The first presentation of a problem, including the first presentation of a
recurrence of a previously resolved problem but excluding the presentation of a problem
first assessed by another provider.

*  Old problem: A previously assessed problem that requires ongoing care. Includes follow-
up for a problem or an initial presentation of a problem previously assessed by another
provider.

Encounter (enc): Any professional interchange between a patient and a GP.

*  Indirect: Encounter where there is no face-to-face meeting between the patient and the
GP but a service is provided (e.g. prescription, referral).

*  Direct: Encounter where there is a face-to-face meeting of the patient and the GP.
Direct encounters can be further divided into:
*  Medicare-claimable

- Surgery consultations: Encounters identified by any one of MBS item numbers 3, 23,
36, 44, 52, 53, 54, 57, 5000, 5020, 5040, 5060, 5200, 5203, 5207, 5208.

- Home visits: Encounters identified by any one of MBS item numbers 4, 24, 37, 47, 58,
59, 60, 65, 5003, 5023, 5043, 5063, 5220, 5223, 5227, 5228.

- Hospital encounters: Encounters identified by any one of MBS item numbers 19, 33,
40, 50, 87, 89, 90, 91.
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- Residential aged care facility: Encounters identified by any one of MBS item numbers
20, 35,43, 51, 92, 93, 95, 96, 5010, 5028, 5049, 5067, 5260, 5263, 5265, 5267.

- Health assessments: Encounters identified by any one of MBS item numbers 700, 702,
704, 706, 708, 710, 712.

- Chronic disease management items: Encounters identified by any one of MBS item
numbers 720, 721, 722, 723, 724, 725, 726, 727, 728, 729, 730, 731.

- Case conferences: 734, 736, 738, 740, 742, 744, 746, 749, 757, 759, 762, 765, 768, 771, 773,
775,778, 779.

- Incentive payments: 2497, 2501, 2503, 2504, 2506, 2507, 2509, 2517, 2518, 2521, 2522,
2525, 2526, 2546, 2547, 2552, 2553, 2558, 2559, 2574, 2575, 2577, 2578, 2598, 2600, 2603,
2606, 2610, 2613, 2616, 2620, 2622, 2624, 2631, 2633, 2635, 2664, 2666, 2668, 2673, 2675,
2677, 2704, 2705, 2707, 2708.

- Other MBS encounters: Encounters identified by an MBS item number that does not
identify place of encounter (see A1 Medicare items).

*  Workers compensation: Encounters paid by workers compensation insurance.
*  Other paid: Encounters paid from another source (e.g. state).

General practitioner (GP): A medical practitioner who provides primary comprehensive and
continuing care to patients and their families within the community (Royal Australian
College of General Practitioners).

Medication: Medication that is prescribed, provided by the GP at the encounter or advised for
over-the-counter purchase.

Medication rates: The rate of use of all medications including medications that were
prescribed, supplied by the GP and advised for over-the-counter purchase.

Medication status:

*  New: The medication prescribed/provided at the encounter/advised is being used for
the management of the problem for the first time.

*  Continuation: The medication prescribed/provided at the encounter/advised is a
continuation or repeat of previous therapy for this problem.

e QOld: See Continuation.

Morbidity: Any departure, subjective or objective, from a state of physiological wellbeing. In
this sense, sickness, illness and morbid conditions are synonymous.

Patient status: The status of the patient to the practice.
*  New patient: The patient has not been seen before in the practice.
*  Old patient: The patient has attended the practice before.

Prescribed rates: The rate of use of prescribed medications (i.e. does not include medications
that were GP-supplied or advised for over-the-counter purchase).

Problem managed: See Diagnosis/problem.
Provider: A person to whom a patient has access when contacting the health care system.

Reasons for encounter (RFEs): The subjective reasons given by the patient for seeing or
contacting the general practitioner. These can be expressed in terms of symptoms, diagnoses
or the need for a service.

Recognised GP: A medical practitioner who is:

* vocationally recognised under Section 3F of the Health Insurance Act, or
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* aholder of the Fellowship of the Royal Australian College of General Practitioners who
participates in, and meets the requirements for, quality assurance and continuing
medical education as defined in the RACGP Quality Assurance and Continuing Medical
Education Program, or

* undertaking an approved placement in general practice as part of a training program for
general practice leading to the award of the Fellowship of the Royal Australian College
of General Practitioners or undertaking an approved placement in general practice as
part of some other training program recognised by the RACGP as being of equivalent
standard.

Referral: The process by which the responsibility for part or all of the care of a patient is
temporarily transferred to another health care provider. Only new referrals to specialists and
allied health professionals and for hospital and residential aged care facility admissions
arising at a recorded encounter are included. Continuation referrals are not included.
Multiple referrals can be recorded at any one encounter.

Repatriation health card: An entitlement card provided by the Department of Veterans” Affairs
which entitles the holder to access a range of Repatriation health care benefits, including
access to prescription and other medications under the Pharmaceutical Benefits Scheme.

Rubric: The title of an individual code in ICPC-2.

Torres Strait Islander: The patient identifies himself or herself as a Torres Strait Islander
person.

135



Abbreviations

ACE
AGPSCC

AITHW
ATC
AUDIT
BEACH
BMI
CAPS
CI

C&S

CT
DoHA
DVA
EHRs
Enc
ESR
EUC
FRACGP
GORD
GP
GPSCU

HbAlc

ICPC

ICPC-2
ICPC-2 PLUS
LCL

MBS

MC&S

N/A

NAv

NEC

Angiotensin converting enzyme

Australian General Practice Statistics and Classification Centre,

University of Sydney, a collaborating unit of the Australian Institute

of Health and Welfare

Australian Institute of Health and Welfare

Anatomical Therapeutic Chemical (classification)

Alcohol Use Disorders Identification Test

Bettering the Evaluation And Care of Health

Body mass index

Coding Atlas for Pharmaceutical Substances

Confidence interval (in this report 95% CI is used)

Culture and sensitivity

Computerised tomography

Australian Government Department of Health and Ageing
Australian Department of Veterans’ Affairs

Electronic health records

Encounter

Erythrocyte sedimentation rate

Electrolytes, urea and creatinine

Fellow of the Royal Australian College of General Practitioners
Gastro-oesophageal reflux disorder

General practitioner

General Practice Statistics and Classification Unit (now the
Australian General Practice Statistics and Classification Centre,
AGPSCC)

Haemoglobin, type Alc

International Classification of Primary Care
International Classification of Primary Care (Version 2)
A terminology classified according to ICPC-2

Lower confidence limit

Medicare Benefits Schedule

Microscopy, culture and sensitivity

Not applicable

Not available

Not elsewhere classified
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NESB

NHMRC
NOS
N/S
NSAID
OTC

PBS
QA

RACGP
RFE(s)
RRMA
SAND
SAS
SRS
UCL
URTI
WHO

Wonca

Non-English-speaking background (i.e. a language other than
English is spoken at home)

National Health and Medical Research Council
Not otherwise specified

Not significant

Non-steroidal anti-inflammatory drug

Over-the-counter (i.e. medications advised for over-the-counter
purchase)

Pharmaceutical Benefits Scheme

Quality assurance (in this case the Quality Assurance Program of the
Royal Australian College of General Practitioners)

Royal Australian College of General Practitioners
Reason(s) for encounter (see Glossary)

Rural, Remote and Metropolitan Areas (classification)
Supplementary Analysis of Nominated Data
Statistical Analysis System

Simple random sample

Upper confidence limit

Upper respiratory tract infection

World Health Organization

World Organization of Family Doctors
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Appendices

Appendix 1: Example of a 2005-06 recording form
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Appendix 2: GP characteristics questionnaire

2005-06

The University of Sydney
at Westmead Hospital

General Practice Statistics and

Classification Unit
Family Medicine Research Centre T

Doctor Identification Number

L1 1 [ [ |

a collaborating unit of the

Australian Institute of Health and Welfare

Please fill in boxes or circle answers
1. Sex
2. Age:

Male / Female

3. How many years have you spant
‘in general practice?

4. How many GPs work with you at this

81 o (1= OSSR |:|
(Practice = shared medical records)

5. Postcode of major practice address..
6. In which GP Division is this practice

[

8. Place of graduation (primary medical degree):
Aust
NZ
Asia
UK / Ireland
Other: (specify)

7. Year of graduation .........cccceceueuervrrnnne.

o L b —

9. Do you conduct any of your consultations in a
language other than English?
No
Yes - <25%
Yes-25t0 50%
Yes - >50%

Lo N

10. Are you a GP registrar (i.e. in training)? ... Yes / No
11. Are you DVA registered?........................Yes / No
12. Do you hold FRACGP ?.........oovvererenee. Yes/No

13. Is your major practice accredited ? ........Yes / No
14. Is there a practice nurse at your major
practice address ?..... Yes/No

15. Number of general practice
sessions you usually work per week?
(1 session = ~4 hrs eg a morning session) ....

16. Direct patient care hours worked per week?
(Include hours of direct patient care, instructions,
counselling etc and other services such as

referrals, prescriptions, phone calls etc.) ..... I:

17. Over the past four weeks have you provided any
patient care ....(Circle all that apply)

As a locum
In a deputising service
In a residential aged care facility .... e
As a salaried/sessional hospital med.lcal ofﬁcer .....
None of the above

[T IR

18. What are the normal after-hours arrangements
for your practice? (Circle all that apply)

Practice does its own 1
Co-operative with other practices ............oven.. 2
Deputising service 3
Referral to other service (eg A&E) .........ocevuun.s 4
Other 5
None 6
19. Do you bulk bill ALL patients? .............. Yes/No
If No, which groups are bulk billed? '
(Tick those that apply) All  Some
Pensioner/Healthcare Card holders ... [
Children <16 years.......................] [
Selected other patients ..............coevvunrrnnne C
20. To what extent are computers used -
() at your major practice? (i) by you (at work)?
Notatall ..........ccoreurrnenn 1

21. Is your major practice site a teaching practice?
(Circle all that apply)
for undergraduates 1
for GP registrars 2
No 3

22. Did any of your BEACH consultations take place
in an Aboriginal Community Controlled Health
Service (ACCHS)?
No 1.
Yes - all 2
Yes-some (whichdates?) 3

© BEACH General Practice & Statistics Classification Unit, University of Sydney 1996

Thank you for participating in the BEACH PROGRAM.

GPS&CU, Acacia House, Westmead Hospital, WESTMEAD, 2145.

Ph: 02 98458151 fax: 02 98458155

email: janc@med.usyd.edu.au

Web http://www.fmre.org.au
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Appendix 3: Dissemination of results from the
BEACH program

A full list of BEACH publications is also available from the Family Medicine Research Centre
website: <http://www.fmrc.org.au/publications/>.

BOOKS — GENERAL PRACTICE SERIES (BEACH) ISSN 1442-3022

Britt H, Miller GC, Knox S, Charles J, Pan Y, Henderson J, Bayram C, Valenti L, Ng A, O’Halloran
J 2005. General practice activity in Australia 2004-05. AIHW cat. no. GEP 18. Canberra: Australian
Institute of Health and Welfare, General Practice Series No. 18.

Knox S, Britt H, Pan Y, Miller GC, Bayram C, Valenti L, Charles ], Henderson J, Ng A,
O’Halloran J 2005. Locality matters: the influence of geography on general practice activity in
Australia 1998-2004. AIHW cat. no. GEP 17. Canberra: Australian Institute of Health and Welfare,
General Practice Series No. 17.

Britt H, Miller GC, Knox S, Charles ], Valenti L, Pan Y, Henderson ], Bayram C, O’'Halloran J, Ng
A 2004. General practice activity in Australia 2003-04. AIHW cat. no. GEP 16. Canberra:
Australian Institute of Health and Welfare, General Practice Series No. 16.

Britt H, Miller GC, Knox S, Charles J, Valenti L, Bayram C, O’Halloran ], Henderson J, Pan Y,
Harrison C 2004. General practice activity in the states and territories of Australia 1998-2003.
ATHW cat. no. GEP 15. Canberra: Australian Institute of Health and Welfare, General Practice
Series No. 15.

Britt H, Miller GC, Knox S, Charles ], Valenti L, Henderson | et al. 2003. General practice activity
in Australia 2002-03. AIHW cat. no. GEP 14. Canberra: Australian Institute of Health and Welfare,
General Practice Series No. 14.

Britt H, Knox S, Miller GC 2003. Changes in pathology ordering by GPs in Australia 1998-2001.
AIHW cat. no. GEP 13. Canberra: Australian Institute of Health and Welfare, General Practice
Series No. 13.

O’Halloran J, Britt H, Valenti L, Harrison C, Pan Y, Knox S 2003. Older patients attending general
practice in Australia 2000-02. AIHW cat. no. GEP 12. Canberra: Australian Institute of Health and
Welfare, General Practice Series No. 12.

Bayram C, Britt H, Kelly Z, Valenti L 2003. Male consultations in general practice in Australia
1999-00. AIHW cat. no. GEP 11. Canberra: Australian Institute of Health and Welfare, General
Practice Series No. 11.

Britt H, Miller GC, Knox S, Charles J, Valenti L, Henderson J et al. 2002. General practice activity
in Australia 2001-02. AIHW cat. no. GEP 10. Canberra: Australian Institute of Health and Welfare,
General Practice Series No. 10.

Henderson ], Pan Y, Britt H, Charles ], Miller GC, Knox S 2002. Cardiovascular problems and risk
behaviours among patients at general practitioner encounters in Australia 1998-00. AIHW cat. no.
GEP 9. Canberra: Australian Institute of Health and Welfare, General Practice Series No. 9.

Britt H, Miller GC, Knox S, Charles J, Valenti L, Henderson J et al. 2001. General practice activity
in Australia 2000-01. AIHW cat. no. GEP 8. Canberra: Australian Institute of Health and Welfare,
General Practice Series No. 8.

Britt H, Miller GC, Valenti L 2001. ‘It’s different in the bush’: a comparison of general practice
activity in metropolitan and rural areas of Australia 1998-2000. AIHW cat. no. GEP 6. Canberra:
Australian Institute of Health and Welfare, General Practice Series No. 6.
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Britt H, Miller GC, Knox S 2001. Imaging orders by general practitioners in Australia 1999-00.
ATHW cat. no. GEP 7. Canberra: Australian Institute of Health and Welfare, General Practice
Series No. 7.

Britt H, Miller GC, Charles ], Knox S, Sayer GP, Valenti L et al. 2000. General practice activity in
Australia 1999-2000. AIHW cat. no. GEP 5. Canberra: Australian Institute of Health and Welfare,
General Practice Series No. 5.

Sayer GP, Britt H, Horn F, Bhasale A, McGeechan K, Charles ] et al. 2000. Measures of health and
health care delivery in general practice in Australia. AIHW cat. no. GEP 3. Canberra: Australian
Institute of Health and Welfare, General Practice Series No. 3.

Britt H, Miller GC, McGeechan K, Sayer GP 1999. Pathology ordering by general practitioners in
Australia 1998. AIHW cat. no. GEP 4. Canberra: Department of Health and Aged Care.

Britt H, Sayer GP, Miller GC, Charles ], Scahill S, Horn F et al. 1999. General practice activity in
Australia 1998-99. AIHW cat. no. GEP 2. Canberra: Australian Institute of Health and Welfare,
General Practice Series No. 2.

Britt H, Sayer GP, Miller GC, Charles J, Scahill S, Horn F et al. 1999. BEACH Bettering the
Evaluation and Care of Health: a study of general practice activity, six-month interim report.
AIHW cat. no. GEP 1. Canberra: Australian Institute of Health and Welfare, General Practice
Series No. 1.

OTHER BOOKS

Senes S, Britt H 2001. A general practice view of cardiovascular disease and diabetes in Australia.
ATHW cat. no. CVD 17. Canberra: Australian Institute of Health and Welfare, Cardiovascular
Disease Series No. 18.

CONTRIBUTIONS TO BOOKS

Australian Institute of Health and Welfare. 2006 Australia’s health 2006: the tenth biennial health
report of the Australian Institute of Health and Welfare. Britt H, contributor. Canberra: AIHW.

Australian Government Department of Health and Ageing. 2005 General practice in Australia:
2004. Britt H, contributor. Canberra: DoHA.

Australian Institute of Health and Welfare 2004. Australia’s health 2004: the ninth biennial health
report of the Australian Institute of Health and Welfare. Britt H, contributor. Canberra: AIHW.

Australian Institute of Health and Welfare 2002. Australia’s health 2002: the eighth biennial health
report of the Australian Institute of Health and Welfare. Britt H, contributor. Canberra: AIHW.

Australian Institute of Health and Welfare 2000. Australia’s health 2000: the seventh biennial
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Commonwealth Department of Health and Aged Care 2000. General practice in Australia: 2000.
Britt H, contributor. Canberra: DHAC.

Australian Institute of Health and Welfare 1998. Australia’s health 1998: the sixth biennial health
report of the Australian Institute of Health and Welfare. Britt H, contributor. Canberra: AIHW.

REFEREED ARTICLES IN RECOGNISED JOURNALS

Henderson J, Britt H, Miller G 2006. Extent and utilisation of computerisation in Australian
general practice. Med ] Aust 185(2):84-87.

Charles J, Britt H, Valenti L 2006. The independent effect of age of general practitioner on clinical
practice. Med J Aust 185(2):105-9.
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Miller GC, Britt HC, Valenti L, Knox S 2006. Adverse drug events: counting is not enough, action
is needed [letter]. Med J Aust 184(12):646.

Miller GC, Britt HC, Valenti L 2006. Adverse drug events in general practice patients in Australia.
Med ] Aust 184(7):321.
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Australia, New Zealand, and the United States. ] Gen Intern Med Vol. 20(s1):134.

Pan Y, Henderson J, Britt H 2006. Antibiotic prescribing in Australian general practice: How has it
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therapy in general practice in Australia. Aust Fam Physician 33(11):872-3.

Britt H, Valenti L, Miller G, Bayram C, Charles J, Knox S et al. 2004. Presentations of abdominal
pain in Australian general practice. Aust Fam Physician 33(12):968-9.

Britt H, Pan Y, Miller GC, Valenti L, Charles ], Knox S et al. 2004. Presentations of ‘itch” in
Australian general practice. Aust Fam Physician 33(7):488.

Charles J, Harrison C, Britt H, Pan Y, Miller GC, Valenti L et al. 2004. General practitioners in
teaching practices. Aust Fam Physician 33(9):682.

Britt H 2003.BEACH — Bettering the Evaluation And Care of Health: a continuous national study
of general practice activity. Commun Dis Intell 27(3):391-3.

Britt H, Miller G 2003. General practice medical records (correspondence in reply). Aust Fam
Physician 24:2250.

Britt H, Miller GC, Knox S, Charles ], Valenti L, Henderson J et al 2003. Bettering the Evaluation
And Care of Health 2001-2002 (summary of results). Aust Fam Physician 32(1/2):59-63.

Britt H 1998. BEACH Bettering the Evaluation And Care of Health. Fam Pract Wonca News
24(4):vii-viii.

145



RELATED PUBLICATIONS IN REFEREED JOURNALS

Britt H, Angelis M, Harris E 1998. The reliability and validity of doctor-recorded morbidity data
in active data collection systems. Scand ] Prim Health Care 16:50-5.

Britt H 1998. Reliability of central coding of patient reasons for encounter in general practice,
using the International Classification of Primary Care. Informatics (May)3-7.

Britt H 1997. A measure of the validity of the ICPC in the classification of reasons for encounter.
Informatics (November)8-12.

Britt H, Meza RA, Del Mar C 1996. Methodology of morbidity and treatment data collection in
general practice in Australia: a comparison of two methods. Fam Pract 13(5):462-7.

Meza RA, Angelis M, Britt H, Miles DA, Seneta E, Bridges-Webb C 1995. Development of sample
size models for national general practice surveys. Aust ] Pub Health 19(1):34-40.

Britt H, Harris M, Driver B, Bridges-Webb C, O'Toole B, Neary S 1992. Reasons for encounter and
diagnosed health problems: convergence between doctors and patients. Fam Pract 9:191-4.

Bridges-Webb C, Britt H, Miles DA, Neary S, Charles J, Traynor V 1992. Morbidity and treatment
in general practice in Australia 1990-1991. Med ] Aust 157(19 Oct Spec Sup):S1-S56.

Driver B, Britt H, O'Toole B, Harris M, Bridges-Webb C, Neary S 1991. How representative are
patients in general practice morbidity surveys? Fam Pract 8:261-8.

PUBLISHED FULL LENGTH CONFERENCE PAPERS

Britt H, Pan Y, Henderson ], Miller GC 2002. The prevalence of cardiovascular disease in general
practice in Australia. Presented at Health Outcomes 2002: Current Challenges and Future
Frontiers; 17 Jul 2002, Canberra.

Henderson J, Pan Y, Britt H 2002. Asthma management in general practice. Presented at Health
Outcomes 2002: Current Challenges and Future Frontiers; 17 Jul 2002, Canberra.

Britt H, Miller GC, Valenti L 2001. ‘It’s different in the bush’: a comparison of general practice
activity in metropolitan and rural areas of Australia 1998-2000. Presented at the 6th National
Rural Health Conference; 7 Apr 2001, Canberra.

THESES AND TREATISES

O’Halloran J 2002. Aged patient encounters in the general practice setting. Bachelor of Applied
Science, Health Information Management (Honours) thesis. Sydney: University of Sydney.

Sutton C 2001. Male encounters with general practitioners in Australia 1999-00. Bachelor of
Applied Science, Health Information Management (Honours) thesis. Sydney: University of
Sydney.

Charles ] 1999. Changes in morbidity and its management between 1991 and 1997 in general
practice in Victoria. Master of Science in Medicine thesis. Sydney: University of Sydney.

Henderson ] 1999. Influencing prescribing behaviour in general practice: a five year follow-up
study. Bachelor of Applied Science, Health Information Management (Honours) thesis. Sydney:
University of Sydney.

Kelly Z 1999. Management of upper gastrointestinal problems for patients presenting to general
practice in Australia 1998-99. Bachelor of Applied Science, Health Information Management
(Honours) thesis. Sydney: University of Sydney.

Sedgwick D 1998. The prescribing of antibiotics for upper respiratory infections in general
practice and its relationship to socio-economic status. Master of Public Health thesis. Sydney:
University of Sydney.

146



SAND ABSTRACTS ISSN 1444-9072

AIHW Australian GP Statistics and Classification Centre 2005. Prevalence and indications for
gabapentin use by patients attending general practice. Valenti L (ed). SAND abstracts from the
BEACH program No. 81. http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Employment status and workers
compensation claims in general practice patients. Charles J (ed). SAND abstracts from the BEACH
program No. 80. http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Hypertension and dyslipidaemia —
comorbidity and management in general practice patients. O’'Halloran ] (ed). SAND abstracts
from the BEACH program No. 79. http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. NSAID & acid suppressant use in
general practice patients. Miller G (ed). SAND abstracts from the BEACH program No. 78.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Heart failure —underlying causes
and medication management. Bayram C (ed). SAND abstracts from the BEACH program No. 77.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Patients with risk factors for
metabolic syndrome. Britt H (ed). SAND abstracts from the BEACH program No. 76
http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Prevalence, management and
investigations for chronic heart failure. Pan Y (ed). SAND abstracts from the BEACH program
No. 75. http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Smoking and passive smoking in
the home. Valenti L (ed). SAND abstracts from the BEACH program No. 74.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Warfarin use in patients with
qualifying morbidity. Pan'Y (ed). SAND abstracts from the BEACH program No. 73.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Contraceptive use among female
general practice patients aged 16-24 years. Bayram C (ed). SAND abstracts from the BEACH
program No. 72. http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Patient BMI, morbidity and
medication use in adults. Ng A (ed). SAND abstracts from the BEACH program No. 71.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Inhaled corticosteroid use for
asthma management. Miller G (ed). SAND abstracts from the BEACH program No. 70.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Patient weight, methods and
medications tried for weight loss in adults. Henderson ] (ed). SAND abstracts from the BEACH
program No. 69. http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Patient weight, perception of
weight and weight loss in adults. Charles J (ed). SAND abstracts from the BEACH program No
68. http:/ /pandora.nla.gov.au/tep/14007.

AIHW Australian GP Statistics and Classification Centre 2005. Risk factors of patients on lipid-
lowering medications. Knox S (ed). SAND abstracts from the BEACH program No. 67.
http:/ /pandora.nla.gov.au/tep/14007.

147



AIHW GP Statistics and Classification Unit 2004. Anti-psychotic medication use by general
practice patients. Britt H (ed). SAND abstracts from the BEACH program No. 66.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Language and cultural background of general
practice patients. Knox S (ed). SAND abstracts from the BEACH program No. 65.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Current use of statins by general practice
patients. Pan Y (ed). SAND abstracts from the BEACH program No. 64.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Asthma-prevalence, management and
medication side-effects. Henderson J (ed). SAND abstracts from the BEACH program No. 63.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Use of proton pump inhibitors by general
practice patients. Ng A (ed). SAND abstracts from the BEACH program No. 62.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Prevalence of chronic illnesses identified as
National Health Priority Areas among general practice patients. Knox S (ed). SAND abstracts
from the BEACH program No. 61. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Prevalence of GORD and associated proton
pump inhibitor use. O’Halloran ] (ed). SAND abstracts from the BEACH program No. 60.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Hypertension management and control in
general practice patients. Pan Y (ed). SAND abstracts from the BEACH program No. 59.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Lipid lowering medications: patient eligibility
under PBS. Miller G (ed). SAND abstracts from the BEACH program No. 58.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Prevalence and management of chronic heart
failure in general practice patients. Bayram C (ed). SAND abstracts from the BEACH program No.
57. http:/ / pandora.nla.gov.au/ tep/14007.

AIHW GP Statistics and Classification Unit 2004. Prevalence, cause and severity of adverse
pharmacological events. Valenti L (ed). SAND abstracts from the BEACH program No. 56.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2004. Patient weight, perception of weight and weight
loss. Charles J (ed). SAND abstracts from the BEACH program No.55.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Secondary prevention of heart attack or stroke.
Harrison C (ed). Sydney: University of Sydney, SAND abstracts from the BEACH program No.
54. http:/ /pandora.nla.gov.au/tep/14007.

ATHW GP Statistics and Classification Unit 2003. Smoking status of adults and their attempts to
quit. Valenti L (ed). Sydney: University of Sydney, SAND abstracts from the BEACH program
No. 53. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Language and cultural background of patients.
Knox S (ed). Sydney: University of Sydney, SAND abstracts from the BEACH program No. 52.
http:/ /pandora.nla.gov.au/tep/14007.

148



AIHW GP Statistics and Classification Unit 2003. Use of proton pump inhibitors for
gastrointestinal problems. Miller G (ed). Sydney: University of Sydney, SAND abstracts from the
BEACH program No. 51. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Risk factors of patients on lipid lowering
medications. Britt H (ed). Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 50. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Health status and management of patients on
non-steroidal anti-inflammatory drugs. Knox S (ed). Sydney: University of Sydney, SAND
abstracts from the BEACH program No. 49. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Asthma prevalence and management. Bayram C
(ed). Sydney: University of Sydney, SAND abstracts from the BEACH program No. 48.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Management of depression and anxiety.
Harrison C (ed). Sydney: University of Sydney, SAND abstracts from the BEACH program No.
47. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Coronary heart disease, risk factors and lipid
lowering medication. Charles ] (ed). Sydney: University of Sydney, SAND abstracts from the
BEACH program No. 46. http:/ /pandora.nla.gov.au/tep/14007.

ATHW GP Statistics and Classification Unit 2003. Diabetes mellitus prevalence, management and
risk factors. Charles J (ed). Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 45. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Severity of illness. Miller G (ed). Sydney:
University of Sydney, SAND abstracts from the BEACH program No. 44.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Initiation and purpose of pathology orders. Pan
Y (ed). Sydney: University of Sydney, SAND abstracts from the BEACH program No. 43.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Prevalence and management of chronic pain.
Henderson ] (ed). Sydney: University of Sydney, SAND abstracts from the BEACH program No.
42. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Time of visit and billing status. Valenti L (ed).
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 41.

http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Type 2 diabetes mellitus, prevalence and
management. Henderson ] (ed). Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 40. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Severity of asthma, medications and
management. Bayram C (ed). Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 39. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. Prevalence of chronic heart failure, its
management and control. Pan Y (ed). Sydney: University of Sydney, SAND abstracts from the
BEACH program No. 38. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2003. SAND Method: 2002-03. Sydney: University of

Sydney, SAND abstracts from the BEACH program.
http:/ /www.fmrc.org.au/Beach/ Abstracts/SANDmethod-2003.pdf.

149



AIHW GP Statistics and Classification Unit 2002. Prevalence of common morbidities in patients
encountered in general practice. Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 37. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Patient use of complimentary therapies. Sydney:
University of Sydney, SAND abstracts from the BEACH program No. 36.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Smoking status of adults and their attempts to
quit. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 35.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Gastro-oesophageal reflux disease (GOED).
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 34.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Prevalence and management of cardiovascular
risk factors. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 33.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Patient use of after-hours medical services.
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 32.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Prevalence and severity of chronic heart failure.
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 31.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Lipid lowering medications and coronary heart
disease. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 30.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Non-steroidal anti-inflammatory drugs
(NSAIDS) and acid suppressant use. Sydney: University of Sydney, SAND abstracts from the
BEACH program No. 29. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Prevalence of Alzheimer’s disease and
dementia. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 28.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Prevalence and management of influenza.
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 27.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Prevalence of diagnosed hypertension and
difficulties in treatment. Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 26. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2002. Prevalence of diabetes, medications and control.
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 25.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Gastro-oesophageal reflux disease (GORD) in
general practice patients. Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 24. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Depression. Sydney: University of Sydney,
SAND abstracts from the BEACH program No. 23. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Asthma— prevalence, severity and management.
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 22.
http:/ /pandora.nla.gov.au/tep/14007.

150



AIHW GP Statistics and Classification Unit 2001. Diabetes — prevalence, management and
screening. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 21.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Screening and management of blood cholesterol.
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 20.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Osteoporosis. Sydney: University of Sydney,
SAND abstracts from the BEACH program No. 19. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Drugs for the treatment of peptic ulcer and
reflux. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 18.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Private prescription products. Sydney:
University of Sydney, SAND abstracts from the BEACH program No. 17.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Effect of day and time of GP visit on billing
method. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 16.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Lipid lowering medication. Sydney: University
of Sydney, SAND abstracts from the BEACH program No. 15.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2001. Co-medications. Sydney: University of Sydney,
SAND abstracts from the BEACH program No. 14. http:/ / pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Perceived stress. Sydney: University of Sydney,
SAND abstracts from the BEACH program No. 13. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Smoking and passive smoking in general
practice patients. Sydney: University of Sydney, SAND abstracts from the BEACH program No.
12. http:/ / pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Patient employment status and occupation.
Sydney: University of Sydney, SAND abstracts from the BEACH program No. 11.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Length of consultation; after-hours
arrangements; co-morbidity. Sydney: University of Sydney, SAND abstracts from the BEACH
program No. 10. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Influenza and absenteeism. Sydney: University
of Sydney, SAND abstracts from the BEACH program No. 9.
http:/ /pandora.nla.gov.au/tep/14007.

ATHW GP Statistics and Classification Unit 2000. Hormone replacement therapy (HRT). Sydney:
University of Sydney, SAND abstracts from the BEACH program No. 8.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Health services utilisation, lifestyle status and
chronicity. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 7.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Employment status and workers' compensation
claims. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 6.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Depression. Sydney: University of Sydney,
SAND abstracts from the BEACH program No. 5. http:/ /pandora.nla.gov.au/tep/14007.

151



AIHW GP Statistics and Classification Unit 2000. Cardiovascular disease. Sydney: University of
Sydney, SAND abstracts from the BEACH program No. 4. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Asthma. Sydney: University of Sydney, SAND
abstracts from the BEACH program No. 3. http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Anxiety/stress, consultation time, level of
education. Sydney: University of Sydney, SAND abstracts from the BEACH program No. 2.
http:/ /pandora.nla.gov.au/tep/14007.

AIHW GP Statistics and Classification Unit 2000. Allergic rhinitis. Sydney: University of Sydney,
SAND abstracts from the BEACH program No. 1. http:/ /pandora.nla.gov.au/tep/14007.

ARTICLES IN NON-REFEREED JOURNALS AND OTHER PUBLICATIONS

ATHW Australian GP Statistics and Classification Centre 2006. Over the counter medications
advised by GPs. Charles J (ed). GP Review 10(3):10.

Miller G, Britt H, Knox S, Charles ] 2006. Inhaled corticosteroids and management of asthma. GP
Review 10(2):10.

AIHW Australian GP Statistics and Classification Centre 2006. Injury management in general
practice. Charles J (ed). GP Review 10(1):13.

AIHW Australian GP Statistics and Classification Centre 2005. Locality matters: the influence of
geography on general practice in Australia 1998-2004. GP Review 9(5):8.

AIHW Australian GP Statistics and Classification Centre 2005. Alcohol consumption among
general practice patients. Charles J (ed). GP Review 9(4).

AIHW Australian GP Statistics and Classification Centre 2005. Changing face of the general
practice workforce. Charles J (ed). GP Review 9(3).

AIHW Australian GP Statistics and Classification Centre 2005. Non-pharmacological treatments
provided by GPs. GP Review 9(2).

AIHW GP Statistics and Classification Unit 2005. General practice activity in Australia’s states
and territories. Charles J (ed). GP Review 9(1).

AIHW GP Statistics and Classification Unit 2004. Childhood illness and treatment over three
decades. Charles ] (ed). GP Review 8(Sept).

AIHW GP Statistics and Classification Unit 2004. Indigenous Australians at general practice
encounters. Charles J (ed). GP Review 8(July).

AIHW GP Statistics and Classification Unit 2004. Decrease in prescribing rates —5 years of
BEACH. Charles ] (ed). GP Review 8(May).

AIHW GP Statistics and Classification Unit 2004. Changes over time: management of depression
in general practice. Charles J (ed). GP Review 8(Mar).

AIHW GP Statistics and Classification Unit 2003. Changes over time — patient health risk factors.
Charles J (ed). GP Review 7(Nov).

AIHW GP Statistics and Classification Unit 2003. Changes over time —NSAID use in general
practice. Charles J (ed). GP Review 7(Aug).

AIHW GP Statistics and Classification Unit 2002. Gender of the general practitioner. Charles ]
(ed). GP Review 6(Nov).

Britt H 2002. The BEACH Program. Gpinfonet 6(6):8.
Britt H 2002. BEACH — Bettering the Evaluation And Care of Health. National Networks (32).

Britt H 2002. The International Classification of Primary Care (ICPC-2 and ICPC-2 Plus). Coding
Matters 9(June):3.

152



AIHW GP Statistics and Classification Unit 2002. Measurement of body mass in children
attending general practice. Charles J (ed). GP Review 6(June).

AIHW GP Statistics and Classification Unit 2002. Counselling general practice patients. Charles J
(ed). GP Review 6(May).

AIHW GP Statistics and Classification Unit 2002. Referrals. Charles J (ed). GP Review 6(April).

AIHW GP Statistics and Classification Unit 2001. Smoking and passive smoking in general
practice patients. Charles ] (ed). GP Review 5(Dec).

AIHW GP Statistics and Classification Unit 2001. Severity of illness in general practice patients.
Charles J (ed). GP Review 5(Oct).

AIHW GP Statistics and Classification Unit 2001. Weighty matters: body mass in general practice
patients. Henderson J (ed). GP Review 5(Sept).

AIHW GP Statistics and Classification Unit 2001. Influenza vaccination in general practice
patients. Charles J (ed). GP Review 5(Aug).

GP Statistics and Classification Unit 2001. Measures of health and health care delivery in
Australia. AIHW Access (July).

AIHW GP Statistics and Classification Unit 2001. Employment status and occupation of general
practice patients. Charles J (ed). GP Review 5(July).

AIHW GP Statistics and Classification Unit 2001. Weakness and tiredness as a reason for
encounter in general practice. Miller GC (ed). GP Review 5(May).

AIHW GP Statistics and Classification Unit 2001. Anxiety and stress in patients presenting to GPs
in Australia. Britt H (ed). GP Review 5(April).

Britt H 1999. General practice activity in Australia 1998-1999. NSW Public Health Bulletin
10(12):167-9.

153



Appendix 4: Summary of annual results 2001-02 to
2005-06

154



GGl

(panuguoo)

LS ¥4} €1g 98¥ 9'lg LG 6Ly 6LY Ly 6eY Sd9 +§

z'se gge ¥'9€ Gve 8'.€ v.€ ¥'8¢e ¥8¢ 1'6€ 06€ Sd9 =2

L€l zel zel 9Ll 90l o) L€El L€1 €6l 051 olog

— (6) — (9) — (01) — (8) — (¥) (Buissiw) sopoeud jo 8215

0zl 4] a1 801 g€l Gel 7'el Vel 8yl Gl Yoom sad +1|

101 Gl A9 102 Z'89 189 629 6.9 819 999 Yeam Jod 0L—-9

€Ll G/l vyl 9el Tl L1 18l 181 09l 1G1 Yoam Jod 9>

— (9) — (8) — (2) — (8) — (s1) (Buissiw) yoam sad suolsseg

G'8g 185 €1l 98Y 9'vs L¥S 09 S0S €09 v6v siesh +0z

0've (74 AT 74 1'8¢ 8.2 08¢ 182 '8¢ 6.¢ sieah 61— |

[rd] 4] 9zl 6Ll L0l 901 gel Gel vel zel siesh 01-9

6'Y 6v €0l 86 €g €g gl Gl ) L. sieeh G-z

90 9 70 14 €l €l 90 9 €0 € sieah z>

— (1) — (g) — (6) — (9) — (%) (Burssiw)
aonoeld |esouab ul sies A

1'8¢ 18¢ g¢e 0ze 12¢ 128 60¢ e G'62 062 sieoh +Gg

TYe zve 8'Le €0¢ G9e Go¢ zse elel) gog 65€ sieah yG-Gi

€2e €ze g6z (544 61 672 9'9¢ 89¢ 8'9¢ €92 stedk yi—Ge

L't 1y 68 98 8'G 8¢ €l vl V2 0L siesh ge>

— (81) — (1) — (1) — (0) — () (Burssiw) eby

z.€ 8.¢ L'z 90¢ 1'2¢ 128 z'se gge 8'Ge zse olewa

829 6£9 629 119 €19 €.9 89 €59 Y9 L€9 SIE

— (0) — (0) — (0) — (0) — (0) (Buissiw) xos

(Z10'k=t) G (eg6=U) @Y (000°'k=t) U (800°L=) U (eg6=u) @Y ansusjoRIEYD dD

sdo Jo sdo Jo sdo Jo sd9 J0 sdo J0

JUd9 19d JUd9 19d JUd9 19d Judd 19d JuUdd 19d

90-5002 S0—002 #0-£002 £0-200Z 201002

90-S00C 03 T0-T100Z HDVHY SI[NSaI [enuue Jo ATeWWINS ‘SoQSLIddeIeyd J9 ' T'HV d[qeL



961

(panuiyuoo)

re ve v'e ze v’z 4 AYN AYN AYN AYN %0G<

9¢ 9 vz €z 62 62 AYN AYN AYN AYN %0G-G2

0Lz Lz Lz 102 8Ll Y AYN AYN AYN AYN %S>

— (o1) — (1) — (9) — — — — L(Buissiw) ysibug uey; Jayjo
sabenbue ul suoneynsuo)

80 8 8L Ll 0C 02 vl vl 80 8 810Ysyo ‘@jowal ;Y0

G0 S €l 4} 60 6 90 9 G0 4 [e1USD BjowSY

[ €Ll o€l 174 a4 rad! 0z 4] G0l €01 [eans 1Yo

09 19 69 99 0L 0L L'l 8. 6v 8b [ens lews

LS 8¢ v’ LS 0L 0L 'S LS 6'S 85 leins obie

89 69 19 ¥9 v'9 ¥9 g8 98 1’8 08 uejjjodoljow JYIO

169 z0. 679 819 v'29 €29 L9 259 €69 189 lended

— (1) — (1) — (2) — (0) — (1) (Bussiw) uoneoo| sonoeld

90 9 €l 4} ol oL 60 6 9l 9l Jauio

6l 6l el 4} ol ol ze e G0 S puejesz moN

Gy 1 v'g LS v'g ¥g 4 54 x> 9¢ BOLY

L'z 1z 8¢ 9¢ €z €C 9l 9l gl 8l adoing

60l oLl 601 70l G'6 G6 6'6 001 98 8 elsy

1’8 z8 9. zL ) zL 1’6 z6 9/ Gl wopBury psyun

0zL 8z. 8'69 G99 geL Gel 9zL 9z/ 1'9L 8. ellensny

— (9) — (1) — (1) — (0) — (0) (Buissiw) uonenpeub jo soe|d

(Z10'1=U) (eg6=u) @Y (000'L=t) U (800°L=U) U (ege=u) U ansueloRIEYD dO

sd9 J0 sdo Jo sdo J0 sdo Jo sdo J0

Juad Jed Juad J9d Juad Jed Juad J9d Juad Jad

90-5002 S0—v002 ¥0-€002 £€0-2002 201002

90-S00T 03 Z0-T100C HOVHY SI[NS2I [enuue Jo ATewrwins ‘sofsuajereyd 15 (panunuod) THV d[qelL



LGl

"siauonoRId [BJauas) Jo 868(|0D UBlEASNY [BA0Y—dDDVY ‘9|ge|leA. JoU—AYN 8JON

‘$0—£00Z WouJ} ajgejieae Ajuo sbuidnoib aaiy} |je Joj eyeq M

‘panowal eyep Buissiy  (e)

7'96 296 1'€6 088 066 056 €16 0Z6 1’68 £88 sopoeud je asn Jendwo)
v.iy Sly 1'2S c6¥ 965 €65 2'GG 1GS 095 0SS sjuswabuelle sinoy-laye
aAesadood 10 umQ
L0¥ 80¥ a4 66¢ g'ee zee G'Ge GGE 1'G¢ S¥e d9ODVY o mojjed
AVYN AYN AYN AYN AVYN AVYN G'6E 118 1’8 G/€ weibo.d Buuresy pajeidwod
9¢C 9z G'e o1 1% (57 6¢C 8z SC 74 weJbo.d Buiurel) [eUOEdOA
aonoeld |esauab e ul Apuaiind
(z10'L=) U (eg6=u) @Y (000°L=U) U (800°L=U) U (eg6=u) @Y onsuIajoRIRYD dD
sdo jo sdo jo sdo jo sdo jo sdo jo
Juad Jed Juad J9d Juad Jad Juad Jead Juad Jad
90-5002 S0—002 ¥0-£002 £0-2002 201002

90-S00T 03 Z0-T100C HOVHY SI[NS2I [enuue Jo ATewrwins ‘sofsuajereyd 15 (panunuod) THV d[qelL



8G1

*J8JUN00-8Y}-18A0—)) | O ‘|qB|IBAR JOU—AYN ‘[BAIB)JUI 80UBPYUOI—|D) :8JON

(L'1-60 0}
(z6-78) 88
(e'0v—6'9¢) 9'8€
(7'0-€0) €0
(zo-z0)zo
(t'0—€0) ¥'0
(l'e-L12)6C
(g8-82)C8
(2151l oel
(Ls1=L€l) vyl
(L'ie-€Le) zee
(8'5—5'L¥) 9
(s01-0'6) 86
(56-28) 88
(#'88-€'€8) 8°68
(0°201-8°L0}) 701
(L'e-92) 8¢
(8'25-1'6¥%) 605
(2'86-5'59) 695
(z8yL-Tyyl) Tovl
(z'es1—t'syl) €051

(€1-60) L'L
(98-09) €8
(z'8e-z'se) L9
(90-10) €0
(¥'0-00) 20
(L0050
(6'2-62) L
(08—'2) L'L
(0zL=LL) gLl
(F91-9v1L) GGl
(i1 2€) T6E
(€°26-1'29) L'vS
(0LL-1'8) L'OL
(68-€2) 18
(gg8-z'18) ves
(8'€01—€'66) G101
(ge-82) Le
(gzG-1'6%) 805
(5'95-8°¢S) T'SS
(r'LyL-9'evl) G'GYL
(G'161-8'L¥L) 9'67L

(z'1-60)0 01
(98-82) 28
(L9e-L¢€€) z'ge
(9°0-00) €0
(§0-00) 20
(8'0-€0) 90
(6'2-¥2)9¢
(852162
Lzi=1) oLl
(G'S1—0vL) L'yl
(8'8e-G'v€) 9°9¢
(8'€5-6'8%) ¥'1S
(901-0'6) 86
(8672 98
(5'88-9'¢8) 098
(L'901-1"20}) ¥'¥0L
AYN

(5'26-0'6%) 805
(€26-G'vS) 6'GS
(Z8yl-vvyl) €ovl
(0'2S—t'8yL) 20S)

(z1-80) 0L
(06-28) 98
(rve-sie) 6'ze
G'0-00) €0
¥'0-00) 10
8'0-€'0) 90
82-€72)5¢
08¢ L.
9LL=L0L) L
(e'51-6'€L) 9Vl
('6e-0'Ge) T'L€
(evs—€'6Y) 8°LS

(
(
(
(
(
(

(L'L—gz'e) zoL
(01192 €6
(6'98-8'18) €48
(z9oL-t'101) 8°'€0)
AN

(8'6v—G9%) Z'8¥
(€'86-9'6S) 0°2S
(8'9rL-0€vl) 6'vL
(L'2s1-0'6v1L) 6051

(0'1-80) 60
(z8-92) 6L
(vze-L62) 0L
(9°0-00) €0
(¥'0-00) L0
(9°0-€0) 70
(6'2-€2)9¢
(9,-02¢L
(6'0L—1°0L) G°0L
(gvi-Lel) g€l
(L'or-19¢) L8
(zvs—96¥)6'LS
(96-18) 68
(06-€9) 9L
('06-9'68) 0°88
(6'901-2'20}) §'¥0L
(ze-L2) o€
(6'6v—6'9%) v'8Y
(5'96-8'¢S) 165
(Zspl-L'1yL) vEvL
(6°0G1—t'L¥L) T6¥)

suonebnsaAul 18yl

Buibew)

ABojoyied
s|elsajal 18y0
juswypedap Aousbiawg
|eydsoH
$80IAIBS Ujesy pal|ly
Isijeroads

SN
|ednpadold
[ealuno

sjuswyeal; [eoibojooewleyd-uoN
010 pesirpy
palddns-do
paquosald

suoljeoIpa
paje|a- oM
swa|qo.d o1uoiyd
swajqoid maN

pabeuew swa|qoid

18]UN0JUS 10} suoseay

(€66°L01=U)
(19 %S6) Si83unooud
001 4ad ajey

(98¢'v6=U)
(19 %S6) Sid3unooud
001 J9d ajey

(LL8'86=U)
(19 %S6) Sidunooud
001 49d ajey

(286°001=U)
(19 %S6) Si83unosud
001 1ad ajey

(e6'96=U)
(19 %S6) Sidunooud
001 J9d ajey

90-500¢

S0-¥00C

¥0—€002

€0—200C

¢0-100¢

a|qeuepn

90-S00T ©3 Z0-T00C HDVHY SI[Nsal [enuue Jo Arewruuns ‘JuawaSeuews pue £JIprqiowr Jo Arewruing :g'yy d[qel



651

'slajunooud 00| Jod GO'0> S! 81kl 8y} Jey) sejedlpul siy| "eoe|d [ewiosp auo o} pauodal ale sejey

‘slleyy SUBIIBA JO Juswipeda( ueljelsny a8y} ybnoly} s|gewelo se papIodal 91oM Jey} SJ8junoous sapnjou|

‘|[EAJSJUI ©OUSPHUOI—|D) BJON

‘panowal eyep Buissiy

ES
(a)
(e)

(gz-61)2e (Le-12) 9¢ (9e-62) 1¢e (0z-z1) 9L (8z-81)¢ge SJ8junodud JoauIpu|
(G'1-90) L'} (€'1-10) L0 (¥'1-00) 90 (8'1-z0)0'L (02-20) L'} (010 ‘ayeys ‘|eyidsoy) pied Jayio
(gz-1oee (82-12) g2 (ez-81) 02 (zz-91) 61 (ez-81) 02 uonesuadwod SISNION
(-1 (zv-90) ¢ (0v—¢€1)9¢ (ge-L'1)ee (ge-v1)ve swia)l JBYlo
(zo-1020 (£0-00) 20 (£0-00) L0 (9°0-00) L0 (£0-00) L0 sjusLussasse yjleaH

(€'0-20) €0 (6:0-00) 20 (€'1-00) L0 (0'1-00) L0 (L'1-00) 10 sueld aiep

(0'0-00) ,00 (+'1-00) ,00 (z'1-00),00 (+'1-00) ,00 (€2-00),00 90UBIBJU0D 8SED
(g1-6021 (ze-00 L1 (€c—00) L'V (60021 (t'2—0'0) 60 Auioey a1e0 pabe |enuapisey
(€e0-10)20 (02-00) 20 (L1-00) €0 (L'2-00) 0 (¥'1-00) 20 [e)dsoH

(r'1-60) L'L (9'1-20) 60 (gz-10) el (b'z-vo) el (zz-80) 5L SYSIA SWOH
(£'0-60)90 (€'1-10) 20 (7'1-00) L0 (§'1-00) L0 (z'1-00) 90 suoe)nsuod Aiabins pabuojoid

(66-9'8) 6 (901-z6) 66 (8'6-58) 2’6 (L'6-68) 1'6 (L8-52) 18 suoleynsuod Asebins Buo
(8'6.-G'21) '8 (z8L09)zLL (vr8L—z9L) €Ll (L6L~9°LL) 18L (6'6.—0'8L) 06/ suolje)nsuod Aiebins piepuels

(1'1-8°0) 60 (9'1-€0) 0} (L1-70) L'L (L1-90) L'L (91-60) 0L suone)nsuod Aisbins poys
(9'v6-7'¢6) 0't6 (zv6-€'¢6) L'€6 (z¥6-¢'¢6) 8'¢6 (£'96-9'76) 0°'G6 (¥'¥6-G'¢6) 6'€6 (@Plqewie|o-aiesipapy
(§'0-+0) 50 (6:0-20) 50 (£'0-€0) 50 (8'0-20) 50 (1'1-20) 90 ab.eyo oN
(1'86-5°26) 8°L6 (LL6-V'268) v'L6 (€°26—9'96) 0'L6 (9'86-2'86) ¥'86 (086—126) L'L6 sisjunoous Joaig
(e66°1L01=U) (98¢‘v6=U) (228'86=U) (286°001=U) (€26'96=U) a|qeliep
@10 %S6) (1D %S6) @10 %S6) (10 %S6) (1D %S6)

SJ9jUnoduUd SJ9jUNnoduUd SJ9jUnodud SJ9jUnoduUd sl9junodu’

001 13d ajey

001 13d ajey

001 19d ajey

001 19d ajey

001 49d ayey

90-500C

S0-¥00C

¥0—-€00C

€0—200C

¢0-100C

90-S00T 03 Z0-100C HDOVHY SINSaI [enuue Jo ATewruuns “1djunodud jo adA 1 :¢'HV d[qelL



‘|EAJBIUI ©OUBPHUOO—|D) BJON

(€'0-00) 10
(670-60) L0
(r'11-2'8) 86
(ee-82) L'e
(Ler-90v) L'ey
(6'6-€8) 1'6

(r'si-L€1) 9vl
(-2 zel
(z82-0'22) 922
(Lve-zee) 6€e
(8'6-0'6) ¥'6
(€'9-26) 0'9
(Sv-0v) v
(zz-61) 12

(8'95-€°G5) 0°95
(Lvv-zev) 0vy

(8'1-00) 20
(0€-00) 'L
(rvi-z'2) 8ol
(ge—8eo)ce
(Lvre8Lv) zer
(66-€8) 16

(Lvi-1el) 6€lL
(zer-i1e ozl
(9:8¢-t'L2) 0°8¢
(L'sz-L€2) vve
('6-9'8) 0'6
(1'9-69) 8'g
(Lv-0v) €y
(l'z-21) el

(¢725-1'68) G'95
(evr—2L2v) Sev

(0'1-00) 20
(6'2-00) 'L
(9€1—8'6) L'6
(ge—ce)ge
(0701 G2y
(001-58) €6

(Zs1—9¢l) vl
(62L-6'LL) ¥'2L
(Lle-Lr92) T le
(8¥z-v€e) L've
(1'0L-26) 96
(€'9-96) 6'S
(8v-€v) 9v
(0z-9'1) 8L

(z'85-2'99) ¥'1S
(e'er98Lv) 9cy

(6'0-00) 10
(L'1-00) 80
(rer-g2) 90l
(9e-0¢)ee
(6'17—8'8¢) ¥'OF
(8'01—0'6) 6'6

(rel-611) L2)
(0Ch-LL) 9'bL
(0°L2-6'S2) 692
(y'9¢-6'v2) L'Ge
(roiL-L'6) L'OL
(6'9-€9) 99
(e'6-LY) 0'S
(l'z-81) 6L

(985-0"29) 825
(62 LIv) Ty

(5'0-00) 10
(02-00) 60
(Lz21-6'9) €6
(9e-0¢)ee
(Eerv0y) 617
(6'6-68) 2’6

(gel-0zL) 82l
(8cL-gLL) ezl
(8'92-1'52) €92
(g'9z-1'62) 8'G¢
(00L-1'6) 56
(L9-19) 9
(zg-9v)6¥
(l'z-81) oz

(1'85-2'99) ¥'15
(eer-6'LY) 92y

Jopuels| Jens salo|

uosiad [euibuoqy

punoibyoeq Bupjeads-ysijbug-uoN

pJeo yjjesy uoneuieday

PJED UOISSOIU0D Yjleamuowo))

aonjoeud o0} jusijed maN
sol}suajoeIBYD JBUIO

sieak +G/

sieak /-G9

sieak y9-Gf

sieak yH—Gz

sieak yz-G|

sieah y1-G

sieah y—|

Jeah |>
dnoub aby

alewa4

T

Xo8

(£66°L01=U) (98¢‘v6=U) (228'86=U) (286°001=U) (€26'96=U)

(19 %S6) (19 %56) (19 %56) (19 %S6) (19 %S6)

sJ19junodous SJ19junodu’ SJ9jUnodu? sJ19junodu’ SJ19junodu’

JO Juad Jad JO Juad Jad JO JUdD Udd JO Juad Jdd JO Juad Jdd
90-5002 S0-¥002 ¥0-£002 £0-2002 20-1002

a|qelieA Juaijed

90-S00T ©3 Z0-T00C HOVHY SI[NSaI [enuue Jo ATewwns ‘SI9junodus je sjuanyed ay} Jo sonsuaperey)) §Hv 2[qel



19l

*J9JUNOOUS IO} UOSEBI—T 4y ‘[BAIS)Ul SOUBPYUOI—|D BJON

*19JUNODUS YOB® 10} PapJodal 8q UBD J4y SUO UBY) alow se OQ| |80} Jou op sainbi4  (e)

(z'zs1-v8vl) €0S1 (S1S51-82v1) 9611 (0'zs1-v'8vL) Z'0S1 (£251-0°6V1) 6°0S1 (6"051-¥"LvL) Z'6¥1L s34y |ejoL
(0'1-8°0) 60 (L'1-80) 0L (1'1-80) 60 (Z'1-80) 0L (L'1-80) 01 swis|goud [e100s
-z el Wizl (Z'1-60) 1L (z'1-60) 0L (L'1-60 0} waysAs |ejusb oe
(€101 Z'1 (g1-o1zl Wi-rel (z1-8001 (160 1L pooig
(8'2-62) 9¢ (Lz-va)se (Lz-va)se (9z-€2)s¢ (Lz-va)se AbBojoin
(6'2-92) 8¢ (62-92) L2 (6'2-92) L'e (62-92) L'C (Lz-v2)se 9k3
(9e-1e)ve (Le-1e)ve (0v—¥¢€) L€ (6'e-€¢€)9¢ (8e-ze)ge Buuued Ajiwey @ Aoueuba.d
(Lvy-L€)6€e (Lv-L¢€) 6 (6'€-9€) L€ (L'v-8€) 0¥ (rv-0v) 2V Jle3
TS-LY) 6V (r's—67%) LG (96-1'9) €g (09-6'9) L'g (96-2'9) ¥'g [ea1BojoinaN
(5689 L'g (r's-9%) 0'g (56-8%) L'g (9°9-29) L'9 (6'6-1'9) G'g wiaysAs |ejusb ojewo
(59-86) 29 (59-89) 29 (59-89) 29 (€'9-26) 09 (L9-19) ¥'9 21j0gE}oW B BULDOPUT
(e8-€21) 82 (08— 9L (L1-69) €L (82-69) €L (g€ 8L [ed1bojoyoAsd
(€'01-5'6) 6'6 (€'01-5'6) 6'6 (Z'11—gol) 0L (8'01—0°0L) ¥'0L (0'L1=2’0l) 901 anysabiq
(e'11-zolL) g0l (0'11-0°01) G°0L (Z’11-101) L0l (1'11-001) 901 (6'1L1-80L) L) Aioyenoag
(961-G'v1) 0°GL (z91-0'G1) 9°G1 (LG1-Gv1) L'GL (Zs1—ev1) Lyl (6vL-6€l) vl unis

(6'9L-8°GL) vl
(L2e-112)6'1e
(¥'2e-2°ge) €'9¢

(e21-09L) 9L
(V'1z-8'6L) 902
(9726-G°G€) G'9¢

(6'9L-2'GL) €91
(z2z—902) v'1e
(z'28-2'ge) T9¢

(e8L=zL1L) L'2)
(0ve-0z2) 0°'ce
(9°5e-9°¢€€) 9°¥€

(e721-191) 291
(zve—922) vee
(8'1£-6'62) 6'0¢

|e18|8ysoINosnN
Alojesidsay

payoadsun ¥ |eJjausn)

(¢66°L01=U)
(19 %56)
Em._muczooco

001 Jad ajey

(98¢‘v6=U)
(19 %S6)
Em._ouczoocw

001 49d ajey

(228'86=U)
(19 %56)
Ew._wuc-._ooco

001 Jad ajey

(286°001=U)
(19 %56)
Ew._wucsoocw

001 49d ajey

(£26'96=U)
(19 %56)
Ew._wucsooco

001 12d ajey

90-5002

§0—1002

¥0—€00C

€0—200C

¢0-100C

49JUNOJUD 10j SUOSeY

90-S00C ©3 T0-T00Z HDVHY sinsai fenuue jo Areurwns “1d3deyd z-DJD] £4q I9junodua 10y suosear juanyed Jo ajey] :g'HV d[qel



29l

"J9JUNOOUS IO} UOSEBI— 4} ‘[BAIS)JUl SOUBPYUOI—|D) BJON

*J9JUNOOUS YOoB® 0} Paplodal 8q UBD J4y SUO UBY) aJow se OQ| |80} Jou op sainbl4  (e)

(z'zsL-v8vl) €051
(81-g1) L'L
(679-19) 69
(7'2-69)6'9
(Lsi=L€l) vl
(e'sz-v'€e) v'ie
(z'82-1'52) 892
(S12-6°29) 269

(S151-82v1) 9°'6VL
(81-g1) L'L
(zL-¥9) 89
(6'2-69) v'L
(e'51—8'€l) vl
(ev2-g2e) vee
(L'sz—¢€2) G've
(zelve9) elLL

(0'zs1-v'8vL) 2051
(61-91) 8L
(#'9-96) 09
(92-89) 2L
(Lsi=Lel) vyl
(0'sz-1€2) 0t
('9z-6'€2) L'g¢
(5€.—8'69) L'LL

(£251-0°6V1) 6°051
(8171 oL
(L'6-09) ¥'s
(§2-99) 0L
(oeL-vzL) o€l
(L'vz-82e) 8€e

(' L2—9'v2) 092
(L'9.-02.) 0vL

(6"051-¥"Lv1) T'6¥L
(G- e
(bg-vv) L'y
(L1-L19zL
(rzi—e11) 6Ll
(9ez-L1e) L'2e
(L'8z-6'52) €2
(6'5.—€2L) L'vL

s34 [ejoL

aAlENSILILPY

sjinsay

34y Joyio % [eua)eYy

sonnadelsy) @ sjuswieal) ‘SUOEDIPSIA
sainpaooid anjjusaid g oisoubelq
saseas|p ‘sisoubelq

sjuiejdwod g swoydwAs

(¢66°L01=U)
(19 %56)
Em._wu_.zsooco

001 Jad ajey

(98¢‘v6=U)
(19 %56)
Em._wu_.:-,_ooco

001 49d 9yey

(228'86=U)
(19 %56)
Em._mu:—._ooco

001 19d 9yey

(286‘001=U)
(19 %56)
Em._mu:—..ooco

001 19d 9yey

(£26'96=U)
(19 %56)
Amvw._mur:._oc_.._o

001 13d ajey

90-500C

§0—100C

¥0—€002

€0—200C

¢0-100¢C

juauodwod z-9dI|

90-S00¢ 03 0-100C HOVA4 si[nsax [enuue jo Arewrwns ‘puauodwod g-34D1 49 SHAN J0 %Y :9°HV d[qeL



€91

‘|EAJSIUI ©OUSPHUOO—|D [BJON

“Jejunoous yoes je pabeuew aq ued wajqold auo uey) ajow se OQ| |80} jou op sainbi4  (e)

(z'svL—T¥PL) oVl (L'Lp1-9'¢vL) S'svL (Z'8vL—¥vvlL) €9vL (8'9vL—0'c¥l) 6°¥VL (ZspvL-LLvL) vevL swsajqo.d [ejo

(£'0-60) 90
(@1-v1) gL
(0c-L1) 6L
(6'2-92) 8¢
(ze-62) L¢e
(8'e-v¢)9o¢
(L'v-9€) 8¢
(Lv-8¢€) 0¥
(z9-¥9) 8¢
(roL—8'6) L'0L
(Z1=g01) 1L
(LZL=0'LL) 9Ll
(L'SL-G'¥1) L'GL
(ZL1-1'91) 991
(L21-191) 991
(Ln-Lol)z L)
(€'Le—6'61) 902

(0'1-9°0) 80
8119l
(6'1-9'1) 8L
(62-62) L2
(ze-62)0€
(8'e-g€)9¢
(Lv-g€)ge
(zy67€) L'y
(L'9-€9) L'g
(zo1—9'6) 66
(0zL—80L) 1L
(€ez1=2'1L) 8'hL
(L'G1-G'v1) L'GL
(621991 T'LL
(691-G°GL) Z'9L
(e8L=1'LL) L'LL
(6'61—9'81) Z'61

(0'1-9'1) 80
(81-61) L'L
Lol
(62-92) LT
(ze-62)0¢
(L'v-8¢€)6¢
(Sv-6€) v
(Lv-8¢€) 0¥
(€9-69) 6'S
(8'01—Z'0L) G0L
(r'L1—€01) 8oL
(8'LL—80L) ELL
(g'G1-G'v1) 0°GL
(9°21-2'91) 691
(g°21-191) 891
(9°21-9'91) L°LL
(L0z-5'61) 102

(6:0-60) L'0
(GL-z v
(@1-e v
(L2-62)9¢
(0e-22) 8¢
(rvy-ov) Ty
(gv-8¢€)zy
(zv-8€) 0V
(L'2-29) L'9
(oL—8'6) L'OL
(8'01—8'6) €01
(0'L1—2’0L) 9°0L
(€'91—2'Sl) 8'GL
(021-0'91L) G591
(L91-€61) 091
(9°21-691) L'LL
(€'12—0'02) 9°'0¢2

(670-60) L0
Wiz el
Wi-rel
(9z-+¥2)se
(0e-22) 8¢
(6e-g€) L'e
(ev-L€) 0¥
oy zy
(59-89) L'9
(z01-96)6'6
(@1-1o1) 9oL
(6:0L—0°0L) ¥'OL
(SGL—0¥7L) L'vL
(991-9'G1) L'9L
(8'9L-G'GL) 191
(081—0'LL) G°LL
(0'ze-L02) v'le

swajqoud [e10og

pooig

weysAs |eyusb ajep
N

ABojoin

|leaibojoinaN

Buiuueld Ajjwey g Aoueubaid
Jeg

wa)sAs |eyuab ajewo
aAsabig
|eoibojoyoAsd
oljogelaw g aulvopug
payioadsun g [elousD
unis

JejnoseAoipie)
[[SETEN ][ aTA

Aiojesidsay

(c66°L01=U)
(19 %S6)
Ew._oucsoocm

001} 49d ajey

(98¢‘v6=U)
(19 %56)
Anvw._ou:.:,_n.xur_m

001 Jad ajey

(228'86=U)
(19 %S6)
Em._oucsoocw

001 49d ajey

(286‘001=U)
(19 %56)
Em._wuc-._ooco

001 Jad ajey

(g26'96=U)
(19 %S6)
Em._ouczoocw

001 49d ayey

90-500C

§0—1002

¥0—€00C

€0—200¢

¢0-1002

pabeuew wajqoid

90-S00C ©3 T0-T00Z HDVHY Sinsai fenuue jo Areuruns ‘pageuewr swafqoid Jo uonnqisi(q :£HV d[qe.L



Y9l

‘|EAJBIUI ©OUSPHUOO—|D) [BJON

‘(<61 A00lgns/wyo xapul/suoneslignd/ne 0B myre:mmms ‘G xipuaddy 8as) s8pod SN1d Z—DdDI 10 Z-0dDI 8|dinw sepnjou| .

"papnioul aie swajqold jJuanbaly }sow sy} Ajuo 0S|y "I8juNooUd yoes je pabeuew aq ued wajqoid auo uey) alow se 00| [ejo} Jou op sainbl4  (e)

(Z'svL-T¥¥L) Z9ovl

(¥'L¥1-9°€vL) S°'SvL

(Z'svL-¥'vvlL) €9vL

(8'9¥L-0'c¥1) 6°¥1L

(Z'svL-L'LyL) el

swajqo.id |ejo)

(vz-12)ee (sz-za)ee (Lz-v2)9e (62-62) L (0e-92) 8¢ BUwYISY
(sezave (ec61)1e (y'e-02)ze (be-L1) 6L (0e-L1) 81 asess|p [eabeydosaQ
(Lz-€2)se (Lz-1ave (9z-Tz2) v'e (8z-€2) 92 (0e-62) LC SIN[OILYOUOIG/SHILOUOIG 8JNdY
(8'2-62) 9¢ (0e-92) 8¢ (6'2-62) L'C (8z-€2)9¢ (8z-¥2)9¢ Autedwoo yoeg
(6'2-62) L¢ (0e-92) 82 (0e-92) 8¢ (8z-¥2)9¢ (8'2-¥2)9¢ +Shlypeosiso
(Le-1e)ve (9e-Le)ee (ge-Le)ee (ze-82) o€ (l'e-22) 62 Japiosip pidi
(8e-¢ge)ge (re-0¢€)ze (re-672) Le (Le-L2)6C (ee-62) L «Sejegelq
(8'e-¥¢€) o€ (6e-g€) L€ (8e-ve)Le (ge-¢€)ge (9e-ze) e LuolssaideQ
(r's-9%) 0°G (Zs-1v) 9¥ (zs—2¥y) L' (L'6—2¥) 9¥ (bs—2z¥) L't «lle—uoljeurooe/uolesiunww|
(9°9-8'9) 2’9 (09-19) 9'g (6'6-19) §'g (8'9-6'9) +'9 (9°9-89) 2’9 uonosyul Joel) Alojesidsas seddn
(001-68) ¥'6 (r6-v'8)6'8 (L6-28) 26 (e'6-v8) 68 (56-9'8) 0'6 uoisuapadAy
(e66°101=U) (98¢'v6=U) (£28'86=U) (286°001=U) (€26'96=U) pabeuew wajqoud
(19 %s6) (19 %56) (19 %56) (19 %56) (19 %56)
SJ9jUNodud SJ193UNoJuUd SJ9jUnodud SJ9junodu’ SJ9jUnodud

(e)
001 13d ajey

(e)
001 Jad ajey

(e)
001 49d ajey

(e)
001 Jad ajey

(e)
001 49d ajey

90-500C

§0—1002

¥0—€002

€0—200¢

¢0-1002

90-S00C ©3 T0-T00Z HDVA4 s3nsa1 enuue jo Lrewrwuns ‘sua[qoid paSeuew Ajuanbaiy jso\ :8°FV d[qeL



ol

(panuu00)
(6'1-9'1)8'L (zz-L1) 6L (0z-L1) 8L 6191 L'L (-2 el sonoudAy aAnepas
(rz—e1) e (zz-L1)oe (zz-81)oe (L'z-21) 6L (zz-L1) 6L Kyorxue-puy
(0vy0¢)ze (ze62) L€ (re-0¢e)ee (Le-L2)6C (l'e-12)6C sjuessaidap-uy
(08-2'2) 9L (8,0 vL (08-2'2) 9L (¥'2—99) 0L (8,02 |ediBojoydAsd
(8'0-+'0) 90 (8'0-€0) 50 (£'0-€0)50 (£'0-+'0) S0 (20-€0)50 jues|nAuodBUY
i-rel €101l (CREN R} (gl-—zuel (CREANE A easneu-jue/onawa-uy
(9T e (92T e (Lz-e2)se (92T e (6'2-92) L¢ solsebjeue punodwo)
(eev2)6C (62722 sc (9z-12)¢ee (9z-6'1)2e (rz—91)0e solsableue ojooIeN
(Lyve)ge (Le-0¢)ve (0v-1'¢)9¢ (evve)ee (L'vv¢)8e solsableue s|dwis
(Z1-s0L) L (zol-26)zolL (L'11-6'6)G0L (L'Li-ooL) soL (Zr-1oL) Lol wajsAs snoassu [BUSD
(1'1-80)60 (1'1-80)60 (0'1-2'0) 60 (0'1-2'0) 60 (z1-80)01 aulphoena )
(€'1-60) L'} (Z'1-60) 1L (g-z1 el Wi-oel (Z1-zus suljoiuad Jay0
(ge-0¢)ee (0e-92) 8¢ (0e-92) 8¢ (0e-92) 8¢ (ze—=-2)0¢ sofolqiue Jayio
(Le-1e)ve (9e-0¢)ee (Le-L2)6C (ze—=-2)0¢ (ge-0¢)ee suliodsoleyda)
(G561 2S (9661 2§ (e'697) 0'g (L'Ss¥) L'y (8r—2v)Sv uoluad wnuoads-peoig
(Zs1-9vL) zsl (@si-1yL) oyl (Lyi-9cl)zyl (ryi-zel) g€l (6vL-6€l) vyl suonejsajul/suonddjUI-juY
(1'1-2'0)60 (6'0-5'0) L0 (z1-80)01 (1'1-90) 80 (¢'1-60) L'L eulbue-juy
(0z-L1) 8L (119l (6'1-61) L' (211 g1 (6'1-61) L' s19300|q-ejog
(Le-1e)ve (ee-62) 1 (Le-L2)6C (8z-¥2)9¢ (6252 L2 Buikyipow pidij/ienoseolpied Jaui0
(e6-1'8) L8 (re—'2)6L (g8—92) 18 (8',-89)¢L (08-1'2) G2 seAlsuspadAynuy
(9'91-9'%1) 96l (6vL-c€l) L'yl (zsl-9¢l) vyl (6eL—-€2h) L'eL (Lvi-zel) €l Jejnosenoipsed
(c66°LOL=U) (98¢‘v6=U) (L28'86=U) (286°001L=U) (€L6'96=U) dnoiBqgns pue dnoug
(19 %s6) (19 %s6) (19 %S6) (19 %S6) (19 %S6)
Ew._mucsou:m Ew._mucsou:m Amvw._wur_:a.c:m Amvw._wur_:a.c:m Amvw._wur_sa.ccm
001 49d ajey 001 49d ajey 001 49d ayey 001 49d ayey 001 49d ayey

90-5002 S0-v002 ¥0-€002 £0-2002 20-1002

90-S00C 03 T0-T00Z HDVA4 sinsa1 fenuue jo Arewrwuns ‘dnoidqns pue dnoil gqv) 4Aq paquidsaid suonedipaw jJo uonnqrusi(q :6'FV 2[qeL



991

(panuyuoo)
(L'e-02)sC (ge-v2)oe (Le-62)€e (Lv-Le) Ty (evrge)ee uopesiunww|
(ge-+v2)oe (6'€-672) ¥ (zyve)ee (e5¢v) 8y 8r-1¥)S¥ wasAs sunwwi ‘ABIa|ly
(90-€0) 50 (9°0-20) 0 (90-€0) 50 (£0-€0) 50 (£0-€0) 50 s[esoyLelp-iuy
(L'e-82) o€ (82172 9¢ (6292 L¢ (92722 ve (CRarardl A sjuesao|N-Huy
(vvr-6€) v (0v—9¢) 8¢ (8v—0v) v (L'v9¢)6€ (L'y-9¢) 8¢ anysabig
(8'0-6°0) 90 (L'0-70) 90 (8'0-¥0) 90 (8'0-¥'0) 90 (8'0-+'0) 90 unis Jeylo
(Lzva)se (8'0-60) L0 (8090) L0 (8'0-6'0) L0 (8'0-6'0) L0 unjs ‘uondBUI-juYy
(6€-5¢€) L€ (6'2-92) 8¢ (8z-¥2)9¢ (8'2-92) 9¢ (0€-92) 8¢ sploJa)s [edido|
(81-91) 'L (e8¢ 0¥ (Lv-L¢e)ee (zvr-Le)ee (rv—6¢) L'y unis
(ez61)le (81-=51) 2L (0z-21) 8L (zz-6'1)0C (rz-02)ee saAjuanaid ewiyisy
(ez61) e (zz61) e (rz-02)cze (Lz2ose (L'e-92)6C sjuexejal wseds/sioje|ipoyouolg
(CR IR ER (o0 €v (67 9¥ (L6671 €S (z9¢9)8s Aiojesidsay
(9°0-€0)50 (£0-€0)50 (90-€0)50 (£0-€0)50 (9°0—2°0) ¥'0 sjuabe ounsoin
(L'+9¢)8e (Lr7ey) vy (6757 LY (06-67)8¥ (6609 €g SalvsN
(8v-€¥) Gv (g'6-09) €'g (8'6-€9) 9'G (09-¥9) L'g (7'9-89) 1’9 [e3o[@Xs0|NoSNA|
(6'0-5'0) L0 (6'0-6'0) L0 (6'09'0) L0 (8'0-6'0) 90 (8'0-6'0) 90 sauowloy Jauyio
i-el el (€18 (6'1-9'1)8'L (L'z—81)oe sauouwioy dljogeue/xes
(G-1el Wizl -1 el (Z'1-60) 1L (G-z1 el SPI0J9}SOOILI0D
(82z-12)sC (ez81)Le (vz-6l)ece (zZz9o1el (gz-61)Ce solwaedA|BodAH
(L'9—¥9) L'S (96-09) €'g (09-€9) L'S (Lg-19) s (r'9-89) L'9 SOUOWLIOH
(c66°'L01=U) (98¢'v6=U) (L28'86=U) (286'001=U) (eL6'96=U) dnoibqgns pue dnoio
(19 %56) (19 %56) (19 %56) (19 %S6) (19 %S6)
Ew._muc:ouzm Ew._wuc:ouzm Ew._wucsouzm Ew._wucsoozm Ew._wucsoozm
001 Jod ajey 001 Jod ajey 001 Jod ajey 001 Jod ajey 001 Jod ajey

90-5002 S0—v002 ¥0-€002 £0-2002 20-1002

90-S00T ©3 Z0-T100C HOVHY sinsai fenuue jo Areurwuns ‘dnoxdqns pue dnoi8 gJv) £q paqrwsaid suonjedsipawr Jo uonnqiusi(q :(panunuod) 6§V d[qelL



191

‘Bnup Alojewiwe)jui-ijue |eplois}s-uou—A|ySN [eAI8)Ul 80UBpIU0I—|D 8JON

‘papnoul 8Je suopesipaw Juanbaiy Jsow sy} AJuo 0S|y “J8JUNOJUS Yoea je usjlm aq pinod suoiduosaid ajdiynw esnessq O} 0} Ppe jou [Im uwnjo)  (e)

(90-10) €0 (s0-10) €0 (90-10) €0 (9°0-10) €0 (9°0-€0) 50 Snoaue||9osI
(8°0-¥'0) 90 (0'1-60) L0 (670-60) L0 (670-60) L0 (0'1-20)60 leseu |eoido)
(01-2060 (1'1-8'0) 60 (L'1=2'0 60 (01-2'0)60 (1'1-8'0)6°0 oljo |eoido |
(-v s (L0-€0)50 (61-61) 9L v ol (0z-21) 81 |eoidoy asou ‘Jeq
(L0—€0 60 (L0060 (L0060 (L'0-€0 60 (8°0-€0) 90 21U} [BJBUI
(6:0-9°0) L0 (8'0-7'0) 90 (L0-+0) 50 (L0-€0) 50 (50-10) €0 Jayjo wsijogeja ‘uonLINN
(8191 9L L-v s (81-61) 91 81-r1) ol (Zz-L1 2L wisljogejau ‘uonINN
(- g Lol (61-9'1) L'} (6161 L'} (8161 L'} uondeoe.juod olwsjshs/|elo
v s (81-g1) 9L (6'1-9'1) 8L (6161 L'} (8161 L'} sanidedenuo)
(L'1-20) 60 (1'1-8°0) 60 (€'1-60) L'} (€'1-60) L'} (G- el soainiq
(81-g1) L1 (81-g1) 9L (0z-21) 8L (6161 L'L (0z-91) 8L [eyuaboin
(L'0-€0)50 (L0-€0)50 (90-€0) 50 (9°0-20) 0 (9°0-2°0) 0 suonesipaw 84s JaYI0
(€1-01) 1L (z'1-60) 0L (z'1-6001 (z1-6001 (1'1-80) 60 SOAIOBUI-UY
(612181 (6161 L'L (6161 L'L (8'1-61) 9L (O1-¥'1) gL suonesIpa 943
(8050 9°0 (6'0-5'0) L0 (01-2'0)60 (8'0-9'0) 20 (6'0-9'0) 8°0 sojelodowsaeH
S-rel Wizl W0zl (16001 (€1-60) L'L poo|q Jaui0
(b'z-21) el (zz-81) 02 (ez-61)1e (61-9'1) L'L (0z-21) 81 pooig
(€66°LOL=U) (98¢'v6=U) (228'86=U) (286°001=U) (€26'96=U) dnouBgns pue dnoug
(19 %s6) (19 %s6) (19 %S6) (19 %S6) (19 %S6)
SJ9jUNnoduUd SJ193UNoJduUd SJ9jUnodud SJ9jUNoduUd SJ9jUnodud

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

90-5002

S0—¥002

¥0—-€00¢

€0—200¢

201002

90-S00T ©3 Z0-T100C HOVHY sinsai fenuue jo Areurwuns ‘dnoxdqns pue dnoi8 gJv) £q paqrwsaid suonjedsipawr Jo uonnqiusi(q :(panunuod) 6§V d[qelL



891

(panu13u00)

(0'1-8°0) 60 (0'1-970) 80 (9'0—2°0) ¥'0 (9'0-00) €0 (z'1-00) ,000 WEDIXOBIN
(0'1-8'0) 60 (8'0-9°0) L0 (8'0-+'0) 90 (5000 €0 VIN ajozeidawos3
(0'1-8'0) 60 (z1-20)60 (1'1-2'0) 60 (0'1-90) 8°0 (1'1-2'0) 60 wnIpos ULBLEeAN
(0'1-6'0) 0'L (z1-80) 01 (1'1-80)60 (L'1-80) 0L (6'0-+'0) L0 [opewes |
(1'1-60) 0L (1'1-2'0)60 (1'1-80) 0L (0'1—90) 80 (z1-L0)0L [ojouayy
(L'1-6'00 01 (0'1-2'0) 80 (6'0-50) L0 (8'0-50) L0 (6'090) L0 luidopuniad
(L'1-6'00 0L (z1-6001 (el (€1-01) L' €1l [o1pesiseojAulyie/jesabiouonsn
(1'1-60) 0'L (L'1-80) 0'L (0'1-9°0) 80 (6:0-60) L0 (L'1-20)60 olws)sAs Wwnipos oeudjojIq
(L'L=0'1) 1L (1'1-8'0) 60 (0'1—80) 60 (1'1-80)60 (6'0-2'0)80 aka |oolusydwelolyo
(@101 1L (0'1-2'0) 60 (0'1-2'0) 60 (0'1-2'0) 8°0 (6'0-9'0) 80 uepesaqy|
(€1-6°0) L'L (8'1-0'0) 60 (0z-vo)zl (€290 ¥'L (zz-80651L SUIDOEA SNUIA BZUBN|U|
(@101 1L (€10 1) L'L (-1l ezl (CREANEN} wedazews |
(Z1-01) 1L (€1-60) L1 (€'1-60) 1L (z1-80) 01 (€'1-80) 0L wedszelq
(el (€'1-60) L'L (z1-60) 0L (0'1-2'0)60 (1'1-80)60 unejseAwls
(€1-01) 2L (1'1-80) 0L (z'1-80) 01 (0'1-2'0) 80 (1'1-8°0)6°0 ulwofeN
(1€ g1 (r'1-6°0) L'L (€101l (9L-11el (RNt urRAwoiyxoy
(9'L-¥'1) gL (91—¢e1) ¥l (L1-v1) 8L (6'1-61) L' (zzs8l)oze [owejnges
(81-¥1) 9L (Gt (e1-o1el (z1-6001 (z1-60) 0L unejsenlony
(81-51) 21 (6'1-61) L'L (6'1-61) 'L (81—+1) 9L (8119l ajeue|nAe|d wnissejod;ul|ioAxowy
(zz-8'1)0C (zz-8'1)0¢ (ez-61)1e (zz-8'1)0C (rz-02)ze aulepoo/joweledeled
(Lz-¢e2)se (9222 ve (zz-81)oe (Lz=L1) el (zzsl)oe uixsjeyda)
(ee-L2)0¢ (0e—v2 Le (eev2)6e (9e-22) 1€ (re-L2) L [owejeoe.led
(8'e—¢€) o€ (8'e—¢e)se (9e-0¢)ee (ge=82) L€ (ze-L2)6C ulioAxowy
(c66°L01L=U) (98¢‘p6=U) (228'86=U) (286'001=U) (eL6'96=U) Bnup ousuag
(19 %se6) (19 %se6) (19 %s6) (19 %s6) (19 %S6)

Em._mu_.:—._ooco Em._mu_.:q._ooco Amvw._mur:._oo_.._o Amvw._mur:._oo_.._o Ew._mucsoozm

001 Jod ajey 001 Jod ajey 001 Jod ajey 001 Jod ajey 001 Jod ajey

90-5002 S0-7002 ¥0-£00Z £0-200Z 20-1002

90-S00C 03 20-T00Z HDVAY SINS21 [enuue Jo ATeuruins ‘suorjedrpaw duauag paqrosaid Apuanbaij 3so :0T'HV d1qeL



691

‘g|qeoijdde Jou—y/N {[eAIBlUl BOUBPLUOI—I|) B]JON

'sJ8)unooud 00| Jod GO'0> S! 81kl By} Jey) seyeolpul iy “eoe|d [ewiosp auo o} papodal ale sajey +

*J8JUNODUS Yoes Je uaplm g pjnod suonduosaid ajdiynw asneosaq Q| O} Ppe jou (M uwnjo)  (e)

(r88—¢'c8) 8's8

(5'68-7'18) v'e8

(s88-9°¢8) 0'98

(6'98-8°18) £'v8

(r'06—9'58) 0°88

suojjesipaw paquosaid |ejo

(8'0-9°0) 20 (8'0-6'0) 90 (8'0-5'0) L0 (8'0-6'0) L0 (6'090) L0 auidipojwy
(8'0-20) L0 (8'0-60) L'0 (6:0-60) L0 (6:0-6°0) 20 (8'0-60) L0 uuidsy
(6:0-20) 80 (£0-€0) 50 (9°0-20) 0 (90-10) €0 (G010 €0 BUOPOIAXO
(6:0-2'0)8°0 (6:0-9'0) 20 (6'0-6'0) L0 (6'0-6'0) L0 (0'1—90) 80 apuojyooipAy sulphohxoq
(6:0-20) 80 (0'1-970) 80 (6:0-970) 20 (8°0-60) 20 (8'0-¥0) 90 judiwey
(0'1—9'0) 80 (z1—¥0)80 (1'1-50) 80 (e1-20) 01 (€'1-80) 1L ajespAyouou Jojoejed
(0'1-8°0) 60 (0'1-20) 60 (0'1-20) 80 (L'1-20) 60 (8'0-%'0) 90 [oJejewles/auoseonn| 4
(c66°L0L=U) (98e‘v6=U) (LL8'86=U) (286'001=U) (eL6'96=U) Bnup ousuag
(19 %S6) (19 %S6) (19 %S6) (19 %S6) (19 %S6)
SJ9junodu’ S19junodou’ SJ9jUNoduUd SJ9jUNoduUd SJ9jUnodud

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

90-500¢C

S0-¥00¢C

0—-€002C

€0—2002

201002

90-S00C 03 20-T100Z HDVH SI[NS21 [enuue Jo ATeUruns ‘suorjedrpaw drauag paqrosaid Apuanbaij 3sopA :(panunuod) oL HV 2[qelL



0Ll

(panuguoo)
(8'0-20) 80 (0'1-20) 80 (0'1-20) 80 (6:0-20) 80 (0'1-20)60 s[ea160j010
(6'0-2'0)80 (8'090) L0 (1'1-80) 0L (1'1-2'0)60 (1'1-80) 60 slapuosip [eunsejulonsed [euonouny Joy pasn sbniq
(0'1-80) 60 (0'1-20) 80 (€'1-80) 0L (-0 oL W0zl Adessy) oelpIED
(ri—zuel -1l (ri-rel (z1-60) 1L (gL—z1el SN OIWa)SAS 10} SPIOJB}SOIILOD
i-zuel G-1el GL-1el (€'1-60) L'L (€'1-60) L'L sjuabe dljoquoIy)-uy
(CRE Rt (gl—zuel (1) sL 8119l (6'1-61) L'L sopainig
(0z-21)6'L (6'1-9'1) L'L (81-91) 2L (81-51)91 (L1181 s|eoibojowleyydo
(l'z-81) 6L (81-g1) L'L (0z-91) 8L 81719l (0z-9'1) 8L sjuebe Bupjoolg-ejeg
(rz—02)ce (zz-81)oe (ez02 e (zz81)oe (rz-02ce SJ8%20|q [sUUEBYD WNIo[ED
(Lz-ze)se (ez-8l)le (vz-6'l)ee (zz91)6'L (gz-61)Ce sejagelp ul pasn sbnig
(82722 se (ge+v2)6C (Le-62)¢e (CR NN EA (zvrve)ee Sl
(Lzvese (62972 8¢ (82172 9¢ (8262 9¢ (0e—972) 8¢ suonjesedaud [ed16ojojewwIap ‘sploIajsodIoD
(ze-82) o€ (ee-62) Lg (Le-ee)ge (0v—s¢€) L€ (0v—9¢€) 8¢ waysAs ejuab oy} JO S10Je|NPOL PUE SBUOWLIOY XS
(ze-62) L€ (62572 L¢ (0e-L2)6C (Lzva)se (Lze2ste slapiosip pajejal-pioe 1o} sbnig
(ge-Le)ee (ee-0¢) L'g (ge-Le)ee (ze-82) o€ (ze-82) o€ sondajeueoyohsd
(9e-0¢)ee (ze-82)o0¢ (0e—92) 8¢ (9z72ave (9z¢€2dve sjusBe Buionpai pidi| wnieg
(L'v-9¢)6€ (L'y-9¢)8e (rv-6€) Ly (672 9¥ (G6—8) L'S seseasip Aemile aAndNIsqo Joj sbniqg
(zv-Le)6e (8v2¥) S¥ (06-5%) 8'¥ (L'6-9v) 8¥ (96-1'9) €'g syonpoud onewnaylijue pue Alojewwepui-juy
(e'69) 0'g (zG9v)6¥ (r'S—Lv) 0'g 06+ L'y (G68) LG sonda|oyohsd
(G'9-29) 19 (6'6-2'9)S'S (8'6-1'9) g'g (zs9v)6¥ (e'6-Lv) 0'g waysAs uisusjolbue-ulual sy) uo Buioe syueby
(g'6—+'8) 0'6 (Le82)¢8 (06—0'8) g8 (1'6-0'8) g8 (06—0'8) g8 soisableuy
(zsi-ovL) oyl (ovi-scl) oyl (@ri-1el)oel (6e1-8zl) el (ryl-vel) 6€l asn olwajshs Joj s|elsjoeqiuy
(€66°L0L=U) (98¢‘v6=U) (228'86=U) (286°001=U) (€26°96=U) 2 19re O1Y
(19 %se6) (19 %s6) (19 %se6) (19 %se6) (19 %se6)
Ew.houczouzo Ew.houczouzo Ew.houczouzo Ew.houczouzo Ew.houczouzm
001} 19d 93y 001 19d 9jey 001 19d ajey 001} 19d ajey 001} 49d ajey

90-5002 S0—v002 ¥0-£002 £0-2002 201002

90-S002 03 20-100Z HOVA4 S}NSa1 [enuue Jo Areunuuns ‘g [943] DLV 4£q suoyesrpaw paqrisaid jo uonnqrusia :IL'HV 2[qeL



LLL

‘|EAJBIUI ©OUBPHUOO—|D) [BJON

‘papnjoul ale suoledlpaw juanbaly }sow 8y} AJUo 0S|y "J8JUNOJUS Yoea Je usjiim aq pjnod suoliduosaid ajdninw asnesaq Q0| O} PPEe JoU ||im uwnjo) (e)

(s0-¥0)s0 (20-¢0)s0 (90-¢0)s0 (20-€0)s0 (9°0-2°0) ¥0 suonesedaid jnob-juy
(20-+0) 90 (z'1-00) 50 (8'0-00) €0 (z'1-00) ¥0 (€1-00) 90 sbnip wajsAs snoalsu Jayi0
(9°0-50) 90 (20-+'0) 90 (8'0-+'0) 90 (60-+'0) 970 (8'0-+'0) 90 sjusbe aAnosuI-jue
\\CmeEEm_u—C_u_Hcm _mc_wwmuc_ .w_mmos._._m__?_ucd\
(20-s0)90 (9'0-¢0) G50 (9'0-¢0) ¥0 (9°0-2°0) ¥0 (Fo-10) €0 8seasIp 8uoq Jo juswiesl; Joy sbniq
(20-90)90 (8'0-€0) S0 (20-€0)s0 (20-¥'0) 90 (8'0-¢0) 90 sopdsjide-uy
(2097090 (6°0-6°0) 20 (0'1-2060 (8°0-9°0) 20 (60-9°0) 8°0 suope.ledaid ojwseue-juy
(8'0-970) 20 (0'1-50) 80 (0'1-970) 80 (0'1-970) 80 (1'1-80)60 suonesedaid [eseN
(8'0-9°0) 20 (80670 20 (8'0-670) 90 (20090 (20090 Adeiay) proihy
(¢66°L01=U) (98¢‘v6=u) (228'86=U) (286°001=U) (g26'96=U) Z#ra LY
(19 %S6) (19 %S6) (19 %S6) (19 %S6) (19 %S6)
SJ9jUNnoduUd SJ19jUnoduUd SJ9j]UNnoduUd SJ9j]UNnoduUd SJ9jUNnoduUd

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

(e)
001 Jod ajey

90-500¢

S0-¥002

¥0—-€00C

€0—200¢

¢0-1002

90-S002 03 20-100Z HOVA4 S}Nsa1 [enuue jo Arewruns ‘z [949] DLV 4q suonestpaw paqrnsaid jo uonnqrusiq :(panunuod) ITHV 2[qeL



‘papnjoul ale a1ay papodal Jesh HOy3g Aue ul aiow Jo siepunodus 00| 4ad Z'0 Jo ejel e je paiiddns suonesipaw asoyy AluQ

cll

'sJ8)unooud 00| Jod GO'0> S! 81kl By} Jey) seyeolpul iy "eoe|d [ewiosp auo o} pauodal ale sajey

‘|EAJBJUI BOUBPIUOD—|D) BJON

Ed

(e)

(s'6-2'8) 88 (68-€'2) 1'8 (8'6-v'L) 98 (0'11-92) €6 (0°6-€9) 9°2 suopeaipaw paijddns-d9 |ejoL
(L'0-10) L0 (+'0-00) 10 (9°0-00) 20 (+'0-00) 10 (#'0-00) L0 aplweidojoojey
(zo-1'0) 10 (9°0-00) 20 (£0-00) 20 (9000 L0 (1'1-0'0) ,00 WeoIXop
(zo-10) 2o (L0-00 €0 (5000020 (9°0-00) 10 (900020 (snueyaysissnped/eusyiydip)usbiue ojdu ]
(zo-1020 (50-00) 20 (9000 €0 (6:0-00)20 (6'0—0'0) ,00 audoeA syibulusy
(€0-20) 20 (9°0-00) 20 (§0-00) L0 (8'0-00) L0 (£0-00) L0 (uweleqod) z1.g ulwepA
(€'0-20) 20 (+'0-00) 20 (7'0-00) L0 (5°0-00) L0 (5'0-00) 10 auIodeA (snuejal/eliayiydip) 1ao/LAY
(r0-z0) €0 (50-00) 20 (50-00) 20 (9°0-00) 20 (50-00) 20 aulooeA g snjiydowsey
(7'0-€0) €0 (50-00) €0 (50-00) 20 (#7'0-00) 10 ('0-00) 20 auIdoBA Ej[3gni/sajsestu/sdwniy
(y'0-20) €0 (§0-00) 20 (9°0-00) 20 (£0-00) 20 (90-00) 20 g deH/snuejaysissnpad/eusyydiq
(50’0 G0 (L0200 (9°0-1'0) €0 (L'0-00 €0 (L0000 €0 uonoalul/uiges [elo BUIDIEA 01|0d
(0'1-8'0) 60 (0'1-00) ¥'0 (870-00) 1'0 (60-00) L0 (0'1-0'0) ,00 8uIooBA [BO0000WNaUd
(8119l (6'2-00) 2’1 (9z-00) 21 (670-00) L0 (1'2-00) 60 SUIDdEA SNIIA BZUSN|U|
(e66°101=U) (98¢'v6=U) (228'86=U) (286'001=U) (e26'96=U) uonealpaw dLBUD
(19 %s6) (19 %56) (19 %s6) (19 %56) (19 %56)
SJ9jUNodud SJ193UNoJuUd SJ9jUNodud SJ9jUNnoduUd SJ9jUNodud

(e)
001 19d ajey

(e)
001 Jod ajey

(e)
001 Jad ajey

(e)
001 Jod ajey

(e)
001 Jad ajey

90-5002

S0-1002

¥0—€002

€0—200¢

¢0-1002

90-S00C ©3 T0-T00C HDOVHY Ssinsai1 [enuue jo Arewrwns ‘sqo) Aq parpddns Ajjuanbaiy jsowr suonjedIpaA :ZL'HV d[qe.L



€Ll

‘|EAJBIUI ©OUBPHUOO—|D) BJON

‘papnjoul ale aiay payodal Jeak HOy3g Aue ul aiow Jo siajunodud Q| Jad z'0 jo el e je pajiddns suonesipaw asoy) AluQ (e)

(s'01-0'6) 8'6 (0'L1-1'6) L'OL (1'01-98) v'6 (Lr-ze) zolL (9'6-1'8) 6'8 suonedIpaw pasiApe [ejo)
(L'0-10) L0 (8'0-00) L0 : (£'0-00) L0 (9°0-00) L0 auIxayuwo.g
(z0o-1'0) 10 (0'1-00) L0 (5'0-00) L0 (£000) L0 (5'0-00) L0 auupiydaopnasdyeulweluaydio|yd
(zo-10) 10 (6'0-00) L0 (0'1—00) L0 (1'1-00) L0 (€'1-00) L0 Jayio ajb1ebysemuynoy
(1'0-1°0) L0 (g'0-00) L0 (500020 (#'0-00) 20 (5'0-00) 20 udsy
(1'0-1°0) L0 (#'0-00) L0 (50—00) L0 (5'0-00) L0 (9'0-00) L0 auIzuyed
(zo-10) 10 (§0-00) 20 (°0-00) L0 (#'0-00) L0 (°0-00) L0 aulpeus)oxa
(zo-1'0) 10 (90-00) L0 (5'0-00) L0 (500010 (5000120 aulapoY/joweladeled
(z0o-10) 10 ('0-00) L0 (9°0-00) L0 ('0-00) L0 (9°0-00) L0 9s00n|B/ouHo/wWnIssejod/wnipog
(zo-1'0)20 (9°0-00) 20 (5'0-00) 20 (9'0-00) €0 (5'0-00) €0 aulpejelo
(zo-1'020 (¥’'0-00) L0 (#'0-00) L0 - s aUILESOoN|D
(zo-1'0)20 (g'0-00) L0 (g'0-00) L0 (£0-00) L0 (9°0-00) L0 |eseu |eo1do} apLojyd WNIpog
(zo-10)20 (#'0-00) 20 (#'0-00) 20 (#'0-00) 20 (#'0-00) 20 [eo1do} sj0zewolD
(zo-10 20 (§'0-00) 20 (9°0-00) 20 ('0-00) 20 ('0-00) 20 [eaidoy [Aysaip oeusjoIq
(£'0-50) 90 (6'0-2°0) 50 (500020 (€1-1'0) L0 (8'0-2'0) 50 usyoidnq|
(82-22se (8z-81)ee (0e-6'1)SC (0e-12) 9¢ (9z-L1)1e lowejadeled
(c66°LOL=U) (98¢‘v6=U) (L28'86=) (286‘001L=U) (€26'96=) uoled|paw dLIBULD
(19 %s6) (19 %s6) (19 %s6) (19 %s6) (19 %s6)

Amvm._mur:._oc_._m Amvw._mucsoocm Amvw‘_mur:._oo_._m Amvw‘_mur:._oo_.._m Amvw‘_mur:._oo_.._o

001 13d ajey 001 13d ajey 001 19d ajey 001 19d ajey 001 13d ajey

90-500Z S0-¥00Z ¥0-£00Z £0-200Z 201002

90-S00T ©3 Z0-T00C HOVHY SI[NS2I [enuue Jo ATEUIUINS ‘SUOIJEITPIW I2JUNO0d-3}-I9A0 PISIApe A[juanbaij 3so :€T'HV d[qeL



1ZA°

‘|EAJSIUI ©OUSPHUOO—|D [BJON

"(<6 L100lgns /w0 xapui/suoneoslignd/ne: Ao myre-mmms ‘G xipuaddy 88s) s8pod SN1d Z-0dDI 10 Z-DdD| 8ldinw sepnjou| .

(Li1e-¢eL2) Z62

(¥1v-1L8) 68

(88e—5'v€) 9°9¢

(r'6e—0's¢) Z'L¢

(L'ov—1'9¢) L'8¢

sjuawyeal) |eaul|d |ejo |

(z0o-10) 10 (9°0-1'0) ¥'0 (£0-00) €0 (8'0-00) €0 (90-1'0) €0 «Apog/yyeay—aoiape/Buljjesunod
(€0—20)20 (8°0-1'0) ¥'0 (8'0-00) +'0 (8'0-00) €0 (9'000) €0 Luonuanaid—adlape/Buljjesunod
(€'0-20) €0 (9°0-20) 0 (90-20) 0 (9°0-10) +'0 (90-10) €0 «Buiuued Ajiwe4
(r'0-20)€0 (£0-00) %0 (£000)€0 (20001 €0 (2000 €0 Hem/aAI9sq0
(€0-€0)€0 (£'0-20)50 (§'0-20) +'0 (9°0-1'0) ¥'0 (9°0-2°0) ¥'0 xloyooje—aoiApe/Buljjasunod
(9°0-€0) 50 (0'1-0'0) ¥'0 (8'0-00) €0 ('1-00) G0 (0'1-00) +'0 «2lfisayI—eoinpe/Buljiesuno)
(90-+0) 50 (0'1-970) 80 (6:0-¥0) 9°0 (6:0-¥0) L0 (0'1-970) 80 «Bunjows—soiape/Buljesuno)
(L'1-60) 0L (G- el (l'z-g1) 8L (81191 (81-€1) g1 +2INpa00Id SAlEASIUIPY
(z1-80) 01 (6'1=21) 9L (6'1-01)GL 2101+l (6'1-01)G'L Moddns ‘eoueinsseay
(z1-60) 1L (ez¥1)6L 6'1-1°1) S (0z-21) 9L (Gz91) e +9SI01axe—a0lApE/BUl|losuno)
(6'L-¥1) 9L (bze i (r'1-90) 0L (8'1-80) €L (91-60) L'L 9)e0l|1eD SSBUNIIS
19l (8'€¢-62) v'e (8'e—0¢) v'e (82-12)sC (ze—s2)8c +UONEDIPaW—UOIEDNPB/DIIAPY
(ee—82) L€ (ge-62)C¢E (L'e-92)6C (ze-92)6C (ge82)ze «leaiBojoyohsd—Buljjesuno)
(ge—972) L€ (L'G-0%) 9¥ (06-2¢) ¥ (67-9¢) Ty (L6Gv) L'g AusW)eal}—Uuoleonpa/aoIApY
(0v-z¢€) o€ (6'6-L1) €S (Zg-1v)9v (6'6-91) 2'S (09-09) 6'G Aublemuonunu—aoiApe/Buljesuno)
(r's-1'v) 8¥ (0s—¢¢e) ey (g'g-8¢) L'y (€'9-L¥)G'S (66—8¢) L'V «wjgosd—>buijesunoy
(rs-1v) 8y (8'2-29) 0L (L1-6'6) 89 (6'2-6'G) 69 (L'2-v5) €9 «LUONEONPS/SDIAPY
(€66°L0L=U) (98¢'v6=U) (228'86=) (286°001L=U) (€26°96=U) Juswiyeal |
(19 %se6) (19 %se6) (19 %se6) (19 %s6) (19 %se6)

sJ19junodus SJ9jUunodud SJ9jUNnodu? SJ9jUNnoJduUd SJ9jUnodu?

001 49d 9jey

001 Jad ajey

001 Jad ajey

001 132d ajey

001 Jad ajey

90-500¢

§0—1002

¥0—€002

€0—200C

¢0-100¢

90-S00C 03 20-T00Z HDVA SINSaI [enuue Jo Arewrurns ‘sjuaurjeas) [edrur]d juanbaiy jsow ay 1 :FL'HV 9[qeL



Gll

"PalISSE|0 BIBYMBS|S J0U—D TN ‘[BAISJUl SOUBPYUOI—|D) BJON

"S|eAI}UI SOUBPILOD 8)BINDJED O} |[eWS 00} S| 8IS 8|dwes ay| ‘sieyunoous o0 Jod GO 0> S! 8jel 8y} 1ey) sejedipul siy| "eoe|d [ewiosp auo 0} papodal ale sejey +

AAm _\\How.—nJw\C‘CU.XmUC_\wco_umo__nsa\ﬂ_w.>0@.>>£_m.>>>>>>V ‘G x__UEQQQ< mwwv S9P02 SN1d 2-0dDl 10 Z2-0dDlI m_Q_w_JE sapnjou| *

(Lvsi-2€1) v'vL

(r'91-9'%1) 561

(5'51-0vL) L1

(e'51-6'€L) 9L

(s'vL-1'cL) gcL

sjuawjea.) jeanpasoid |ejo |

(€'0-z0) 20 (£0-00) €0 (£0-00) €0 (90-00) 20 ,00 LUuonIpuod ‘uonestpaw ysl-yBiy/sainpssoid sapuansid JOYIO
(020 €0 (9000 €0 (9000 €0 (9000 €0 (9°0-00) 20 Jse}auun
(g'0-€0) ¥0 (90-1'0) €0 (9°0-1'0) €0 (9°0-1'0) €0 (5000 €0 «Sbuioeuy [edLos|3
(50-€0) 0 (L0-10) 0 (L0-10) 70 (L'1-00) S0 (6:0-00) +'0 x}s9} uonouny [eaisAud
(6'0-9'0) 80 (L'z—e0) L (Z1-90) L' (91-80)2CL (0z-80) ¥'L »03N Asabuns/sainpadoid olnadessy} Joyl0
(1'1-60 01 (0'1-8°0) 60 (0'1-20) 80 (0'1-20)60 (0'1-20)60 «(enowau/Ajdde) so1nep oney)soid/ses/einins—uolexiyiedey
(L'1-8'0) 01 (€190 0L (G'1-20) 1L (r'1-8'0) L'L (1'1-9'0) 60 «Jeaws ded
(Fi—e el (z1-60) 01 (e1-oel €101l €10zl PNl Apog |erowasjuone.idse/Buiysnyyebeulelp/uolsiou
@111 71 (gz-51)0e (0z—¢1) L1 (9z-91) 12 (9z-81)ze Luoneyjigeyai/audipaw [esisAyd
(zz-8l)oze (ez91)0¢C (6'1—¢€1) 91 (81-21)8'L (8'1-s021L «uoneuyyul/uonoaful [ed07
(ez-61) 12 (zz-81)oe (l'z-91) 8l (zz-81)0e (0z-9'1) 8L «opeuodwey/uoissalduwioo/ainssaid/Buissalg
(ze-L2)o¢e (Le-62) €€ (Le92)1Le (L'e—92)6C (0e—+v2)Le Luonesuamned
Jiuswiaplgap/uononisap/Asdoiq/anssi) [BAOWSI/UOISIOXT
(c66°LOL=U) (98¢‘v6=U) (228'86=) (286'001=U) (€26'96=U) Juswiyeal |
(19 %se6) (19 %s6) (19 %se6) (19 %se6) (19 %se6)
SJ9jUunodu? SJ9jUnoduUd SJ9jUNodu? SJ9jUunodu? SJ9jUnodud

001 Jad ajey

001 12d ajey

001 Jod ajey

00} Jad ajey

001 Jad ajey

90-500C

§0—100C

¥0—€002

€0—200¢

¢0-100¢

90-S00C ©3 T0-T00Z HDVHY SI[NsSaI [enuue Jo ATeururns ‘syuaurjeas) rexnpasoxd juanbaiy jsow oy :GI'HV d[qeL



9/l

'8]qe|leA. JOU—AYN ‘[BAJS)UI BOUSPYUOI—|D) BJON

dnoub ,sjesayal Jay1o, ayy ul padnolb aiam asay} Ajsnoinaid ‘40—g00z Ul paonpodjul sem Buidnolb ,sa8o1Alas [BOIpSW J8YJ0, 8y | +

(r'0—€0) €0 (90-1'0) €0 (9000 €0 (G000 €0 (9'000) €0 sleLsyal JBYI0
(1'0-00) L0 (9°0-00) L0 (9°0-00) L0 AYN AYN ,SOOIAIBS [BDIPAW JOUIO
(zo—zo0zo (¥'0-00) 20 (500020 (7'0-00) L0 (#'0-0'0) L0 juswyedsp Aousbiswz
(r'0-€0) ¥'0 (£0-€0)50 (8'0—€0) 90 (8°0-€0) 90 (9°0-€0) ¥'0 [endsoH
(€'0-20) 20 (+'0-00) 20 (7'0-00) 20 (+'0-00) 20 (+'0-00) 20 1sipodouiyofisuielpod ‘jesjey
(€e'0-20)20 (5000120 (500020 (+'0-00) 20 (#'0-00) 20 1siBojoyoAsd :[esajey
(€101 1L (z1-60) 1L (z1-6001 (€'1-8°0) 11 (1'1-2'0)60 AdeiayjoisAyd ‘jesssjey
(L'e-L2)6C (6252 L¢ (6212 9C (8z¢2)se (gz-12)ee 90IAIBS Y)leay pally
(8'0-9°0) 20 (8'0-9°0) 20 (8'0-970) 20 (6:0-970) 80 (8°0-9°0) 20 uoafins olpaedoypo ‘|elsjey
(8'0-2'0)80 (6'0-2'0) 80 (0'1-2'0) 80 (6'090) 20 (6'0-9'0) 8°0 uoabins ‘|elssey
(6'0-2'0)80 (6:0-2'0) 80 (6'0-2'0)80 (6:09'0) L0 (6'0-9'0) 80 1siBojoweyyydo ‘|eusjey
(s8-8 z8 (08-v2) LL (z8-521 6L (08-¢2) L2 (92-01 €L Isijeroads
(gzI-s'LL) ozl (oz-LL) gL Lz 9 (911201 LLL (6'0L-L0L) G0L slelsjey
(8L1-60L) €L (e'L1-soL) 601 (GLi-s0L) 0L (0'b1-z0L) 90l (r'01-9'6) 004 [eI9}a1 BUO ISED| I
(c66°LOL=U) (98¢‘v6=U) (L28'86=) (286°001L=U) (€26'96=U)
(19 %se6) (19 %s6) (19 %s6) (19 %se6) (19 %s6)
AEw._wu_.:._eo—._w Em._ouc_‘_oozw Ew._ou::Oo:m Anvw._ou—_..:‘_oar_m Em._our_sooco
001 19d 9jey 001 49d ajey 001 13d ajey 001 19d 9jey 001 19d ajey

90-5002 S0—+002 ¥0-£002 £0-2002 20-1002

90-S00T ©3 T0-T00Z HDVHY S}NsaI [enuue Jo Areuruns ‘sferrajal yuanbaiy jsow oy 1 91§V d[qeL



111

"POLISSEID 8I9YMBS|S JOU—O TN ‘[BAISJUI BOUSPYUOD—|D BJON

(c'ov—69¢) 9'8¢€
(z0o-10) 10
(€0-20) 20
(L0500 90
(£'0-60) 90
(80-90) 20
(61-91) L'L
(6'6-2'S) 9'G
(L169¢€L
(6'22—9°02) 8'12

(z'ge-z'se) L'9¢
(#'0-00) L0
(90-00) €0
(80—€0) 60
(z'1-€0)80
(z'1-60) 80
(0z-€1) 9L
(9681 2'S
(€299 0L
(v'lz—5'61) 02

(L9g-L'¢€) Z'SE
(#'0-00) L0
(50-00) 20
(z1-z'0) L0
(lz-v1) el
(L'1-60) 80
(b'z-v1) el
(L6671 €S
(z119 89
(1L'0z-1'81) L'6L

(rve-s'1€) 6°2¢
(+'0-00) 10
(50-10) €0
102060
(8'0-20) S0
(L'L-¥'0) 80
(61-¥'1) L)
(568 LS
(99-6'6) €9
(981—8'91) L'LL

(r'ze-L'62) 0°LE

(+'0-00) L0
(50-10) €0
(L0—€0 60
(8°0-1'0) 50
(60-6°0) L0
(81-€1) 9L
(zg-sv)6v
(598929

(e21-9'GL) 91

s)sa9) ABojoyjed |ejo)
Jayjo ‘)s8} s|dwis
Aoueubaid/Ayuaiul
ABojounwiw|
ABojoyjed anssi|

O3N 48410

ABoj0}AD

ABojo1qouoIN
ABojojeweeH

Ajsiwayn

(¢66°L01=U)
(19 %s6)
SJI9jUNnodud

001 4od 9jey

(98¢‘v6=U)
(19 %S6)
SJI9junodoud

001 4od 9jey

(228°86=U)
(19 %s6)
Sl3junooud

001 41od ajey

(286'001=u)
(19 %s6)
SJ9jUNoduUd

001 J1od ajey

(¢26°L6=U)
(19 %s6)
SJ9jUNoduUd

001 J1od 9jey

90-500C

§0-1002

0—-€002

€0-200C

¢0-1002

paiapuo }sa9) ABojoyjed

90-500Z 03 Z0-T00T HOVAd siinsai1 fenuue yo Areuwrwuns ‘sdnoid £8ojoyjed ssoide siapro ASo1oyjed jJo uonnqysi(y :gIFV d[qe.L

‘|EAJBJUI ©OUBPIUOO—|D) [BJON

(L'e—v21) 8L
(6'91-8'GL) ¥'9L
(982-¢22) 612

(CWAIWAKY]
(e'91-2'GL) L'SL
(s'6/-2'82) 882

(526972
(L'91-61L) G'SL
(6'62-5'82) 6.

(8°2-1'2)S2
(es1—2vL) 2vL
(e'08-0'62) 262

(2279969
(GvL-s€L)0vL
(¥'18-2°08) 8°08

paJaplo Buibewi suo jses| 1y
paJapJo 1s8} ABojoyjed auo jse9)| 1y

palaplo sjse) ON

(£66°L01=U) (98¢‘v6=U) (228'86=U) (286°001=U) (e26'96=U)
(19 %56) (19 %56) (19 %S6) (19 %S6) (19 %56)
SJ19junodus SJ9jUunodud sJ19junodus SJ9jUNnoduUd SJ19jUnodu?
JO JUd9 19d JO Jua9d u9d JO JUd9 19d JO Jud9d 19d JO JUd9 18d
90-5002 507002 ¥0-£002 £0-2002 20-1002

90-S00T 03 Z0-100C HDOVHY Sinsai renuue jo Areurwns ‘parapio Surdeuwrr/ASojoyyed a1oym s1ajunodus jo pquny LLHV 2[qelL



8.1

‘|eAJB)UI BOUBPIUOD—|D) BJON

'sJajunodud 00| Jad GO'0> SI djel 8y} Jey) sajedlipul siy| ~9oe(d |ewdap suo 0} payodal ale sajey +
(z6-v'8) 88 (9'8-0'8) ¢'8 (98-8'2) 2’8 (0'6-2'8) 98 (z8-9'2) 6L s)sa) Buibew: |ejo L
(1'0-00) 10 (5'0-00) ,000 (5'0-00) ,00 (9°0-00) ,00 (5'0-00) ,00 Buibew soueuosal oaubely
(L'0-1'0) L0 (€'0-00) 10 (€0-00) L0 (¥'0-0°0) ,0'0 (+'0-0'0) ,00 BuiBew sudlpaw Jesjonn
(L'1-6'0)0'L (z1-6001 (6'0-2'0)80 (6'0-2'0) 80 (6:0-9'0) 80 AydesBowoy pasuandwo)
(le-L2)6C (82572 Lc (82672 L¢ (8252 9¢ (Lze2)se punosesin
(0665 8¥ (Lrev) sy (8v—¢¥) 9v (r's-6%) LG 8v¥¥) 9v ABojolpe. oysoubelq
(€66°L0L=U) (98¢ v6=U) (£28'86=U) (286‘001L=U) (€26'96=U) paiapio 3s8} buibew)
(19 %se6) (19 %se6) (19 %s6) (19 %se6) (19 %se6)
SJ19junodus sJ1ajunodus SJ93UNoJduUd SJ9jUnodud SJ9jUNnodu?

001 Jad ajey

001} 49d ajey

001 49d ajey

001 Jad ajey

001 Jad ajey

90-500¢

S0—100C

¥0—-€002

€0-200C

¢0-100C

90-S00T ©3 T0-T00Z HDOVHY S}nsai [enuue jo Arewruns ‘s1apio 3s9) SurSewr yuanbaiy )soN :6TFV 2[qeL



6.1

|eAJB)Ul BOUBPYUOI—|D BJON

"€G/Z€ Sem 90—G00Z ‘v Li'0€ Sem G0—¥00Z 'L2L LE Sem y0—€00Z ‘0¥ | ‘ZE Sem €0-Z00T ‘65G' L€ Sem Z0—100g :uoidinsuod joyodje papodas oym (s1ouw Jo sieak g| pabe) sjuaned ynpe jo JoqunN  (9)

"85G°€€ SeM 90—G00Z ‘S6Z°LE Sem G0—00Z ‘8LLZE SeM y0—€00Z :LG9°ZE Sem £0-200Z ‘996°LE Sem Z0—100Z :smiels Buniows papodas oym (aiow Jo siesk g pabe) sjuened jinpe jo JlaqunN  (q)

"LOL'EE Sem 90—G00T ‘9.¥'0€ SeM G0—+00T ‘068°LE SEM $0—€00T ‘L9€'ZE SEM €0—200T ‘68.°LE SEM Z0—L00T :IINE 40} EIEp B|qE|ieA. Uim (10w Jo sieak g| pabe) sjusned jnpe Jo JoquinN  (€)

(6'61—2'LL) 9°8L
(zer—90L) 611
6Lb‘c
(8'92-0°G¢2) 6°'5C
(8L1—€9L) L'LL
(0e—g2) 82

(7' L¥—L'6€) GO
(zge-6'¢e) 9v¢E
(6'2c—S'12)T2e

(r'61-L91) L'8L
(9e1=L0L) L'2)
syl‘e
(€'22-9°G2) 9T
(L81—2'L1) 0'8L
(62572 L2
(z'17g'6¢) €0F
(zge—6'¢€) 9
(zez-L12) vee

(0'1z-0'21L) 0’61
(091-s0L) z°€l
Log‘e
(9°22-8'G2) L9
(e81—8'91) 9°LL
(0e-92) 82
(9'17—6'6€) L'0¥
(1'ge-8'¢€) G¥E
(Lze—1'12) vee

(8'61—€9L) L'8L
(89L—¥'LL) L'pL
6.5°c
(Wi A TARA TS
(6721591 Z'LL
(l'e-L2) 62
(eer9Ly) vy
(s've—zee) gee
(§'1z—2'02) 602

(e'61-6'GL) 9°LL
(e'g1—L0L) 0°€L
z69‘c
(8'92-1°62) 092
(L'eL=LLL) 8L
(ze-82 0¢
(62r—<'LY) L2y
(L've-6'Ce) gee
(zzz—802) v'ie

ybiamiano
9s9q0

(v) (s1eak L}~z pabe) uaipiiyo
0|28 [0Yoo[e NSy
(@idows Ajep uaun)
(epuBlemIspUn
()[EWION
@Em_w\s._go
©95240

(1910 pue sieak g| pabe) }Inpy

(19 %s6) (19 %s6) (19 %s6) (19 %s6) (19 %s6)
Jua9d 194 Jua9 19d Jua9 1ad Jua9 1ad Jua9 1ad
90—-600¢2 S0—¥002 0—€002 €0—200¢ 2¢0-100¢

10308} sty

90-S00Z 03 20-T00Z ‘s103oey dsu1 juanyed 10J synsax aaneredwo) ;07 Vv d[qelL



Appendix 5: Code groups from ICPC-2 and
ICPC-2 PLUS

Available from
<www.aihw.gov.au/publications/index.cfm/subject/19>

Appendix 6: Chronic code groups from ICPC-2 and
ICPC-2 PLUS

Available from
<www.aihw.gov.au/publications/index.cfm/subject/19>

180



List

Table 1.1: SAND abstracts for 2005-06 and sample size for each

Table 2.1: Recruitment and participation rates

of tables

Table 2.2: Comparison of BEACH participants and all active recognised GPs in Australia ... 14

Table 2.3: Age-sex distribution of patients at BEACH and MBS A1 services .........ccccoeueueunce 16
Table 2.4: The BEACH data set..........cccccuiuiuiiiiiiiiiiiic s 17
Table 2.5: Characteristics of participating GPs............ccccccviiiiiiiiiiniicicceee 18
Table 2.6: Computer use at major practice address.............ccccceviiiiiiiiiiiniicn, 20
Table 2.7: Top ten combinations of computer use for GPs ............ccccoveiiiinnecinniccie. 21
Table 2.8: Summary of morbidity and management..............ccccocooeiiiniiiiiiiiniics 22
Table 2.9: Overview of MBS items recorded.............ccooiiininininiiiniiiiiiiiicccccee 23
Table 2.10: TYPe Of ENCOUNLET ......c.ooviiiuiiiirieicicireiecere ettt 24
Table 2.11: Medicare item number distribution across item number groups...........cccccecueuenee 25
Table 2.12: Characteristics of the patients at encounters ...............cccceviiinniiinniiiiinnne. 26
Table 2.13: Number of patient reasons for €NCOUNLET ...........ccouvveueirrieeeririnerieieireneeeeneeeeeens 27
Table 2.14: Distribution of patient reasons for encounter, by ICPC-2 chapter and most
frequent individual reasons for encounter within chapter..............cccoeeeini. 28
Table 2.15: Distribution of RFEs by ICPC-2 component .............ccccccoviiiiiiiiinniiiiiccnns 30
Table 2.16: Most frequent patient reasons fOr €NCOUNLET ...........c.cceovverveueirineeieerireeeerreeeeees 30
Table 2.17: Number of problems managed at an encounter..............ccoccceevivnniiinicinininenenen. 32
Table 2.18: Distribution of problems managed, by ICPC-2 chapter and most frequent
individual problems within chapter ..........ccoccoconniiinnnecccccceceees 33
Table 2.19: Distribution of problems managed, by ICPC-2 component ............ccccccceurururununnne. 35
Table 2.20: Most frequently managed problems.............ccocciiiiiiinnniiinecceeeeeeeenee 36
Table 2.21: Most frequently managed new problems .............cccccoovvininiiininccce 38
Table 2.22: Most frequently managed chronic problems..............ccccccocciiiiiiiiiiiiicce 39
Table 2.23: Summary of Management ............ccccceeiririiiirinieiiiineceee e 40
Table 2.24: Encounters and problems for which management was recorded ........................... 41
Table 2.25: Most common management combinations .............ccccccveiiiiiiiniiiiiniiiiccns 42
Table 2.26: Distribution of prescribed medications, by ATC Levels 1,3 and 5 ........ccccccceeee. 45
Table 2.27: Most frequently prescribed medications (CAPS generic level)..........ccccccvvcinincn. 48
Table 2.28: Medications most frequently supplied by GPs .........ccccovvvnnninninniiiiicne 49
Table 2.29: Most frequently advised over-the-counter medications .........c.ccoceeevevrrcucinneennee 50
Table 2.30: Summary of other treatments .............c.ccoooiiiiiiiiiniiee 51
Table 2.31: Relationship of other treatments with pharmacological treatments....................... 52

181



Table 2.32
Table 2.33
Table 2.34
Table 2.35
Table 2.36
Table 2.37

Table 2.38:
Table 2.39:
Table 2.40:
Table 2.41:
Table 2.42:

: Most frequent clinical treatments...........cccocceveiniiiniiiniiiniicccccee 52
: The ten most common problems managed with a clinical treatment ..................... 54
: Most frequent procedural treatments ............ccooeioiviiiininicinecceeeee 55
: The ten most common problems managed with a procedural treatment .............. 56
: Summary of referrals and admisSSiONS ...........ccoovviiiiiiiiiiiiiii 57
: The most frequent referrals by tyPe......cccccoveeirinrecinneccreeceecceee e 57
The ten problems most frequently referred to a medical specialist......................... 58
The ten problems most frequently referred to allied health services...................... 59
The ten problems most frequently referred to hospital...........ccccoeeeinnicinnnnnee. 59

Number of encounters and problems for which pathology or imaging ordered.. 60

Distribution of pathology orders across MBS pathology groups and most

frequent individual test orders within group ..........ccccccceeiiiiiiiiiiiiiiiiis 61
Table 2.43: The ten problems for which pathology was most frequently ordered ................... 62
Table 2.44: The most frequent imaging tests ordered, by MBS group.......c.cccccecevvecicinnnnnnee. 63
Table 2.45: The ten problems for which an imaging test was most frequently ordered .......... 64
Table 2.46: Most frequent other investigations ..............ccoviiiiiiiiinnniiiiie 65
Table 2.47: Distribution of practice nurse item numbers recorded at encounter. ..................... 66
Table 2.48: Summary of other treatments given by practice nurse .............ccccccceevveiinnncinns 67
Table 2.49: Most frequent treatments provided by practice nurses .............ccccccccucuiiiiccnnnee. 68
Table 2.50: The most common problems managed with the involvement of practice nurse .. 69
Table 2.51: Patient body mass index (aged 18 years and over).........cccccccovveeinnccinnnccnnnns 71
Table 2.52: Patient smoking status (aged 18 years and over)..........ccccoceciivniciiniiciinnnnn. 73
Table 2.53: Patient alcohol consumption (aged 18 years and over).........c.ccccccceeveeevennenccnenns 75
Table 2.54: Risk factor profile of patients (aged 18 years and over)..........cccccccecivvecinnnccnnns 77
Table 2.55: Number of risk factors, by patient sex............ccccccocviiiiiiniiiniiiiie, 77
Table 3.1: Significant changes in the characteristics of participating GPs 1999-00 to

2005700 ...t 80
Table 3.2: Significant changes in encounter types 1999-00 to 2005-06 ...........cccccceeeevreccenns 82
Table 3.3: Significant changes in the characteristics of the patients 1999-00 to 2005-06.......... 82
Table 3.4: Significant changes in patient reasons for encounter 1999-00 to 2005-06................ 84

Table 3.5: Significant changes in the problems managed at encounter 1999-00 to 2005-06.... 86

Table 3.6: Significant changes in the rates of prescribed medications, clinical treatments

and procedures 1999-00 to 2005-06 ...........ccccovviviiiiiiiniiiiiiicice 92
Table 3.7: Significant changes in rates of other treatments 1999-00 to 2005-06 ........................ 96
Table 3.8: Significant changes in referrals 1999-00 to 2005-06.............ccccecerurreeirnrcinreceiens 96
Table 3.9: Significant changes in per cent of encounters where at least one test was ordered

1999-00 t0 2005-00 .......coomimiiiiiiiiiiiiiiiiiiccee s 99
Table 3.10: Significant changes in test ordering 1999-00 to 2005-06...........c.cccevrurerererrrerennnns 99

182



Table A4.1: GP characteristics, summary of annual results BEACH 2001-02 to 2005-06...... 155

Table A4.2: Summary of morbidity and management, summary of annual results
BEACH 2001-02 t0 2005-06..........coovuerriiimiieiiiniiiccieiisscce e 158

Table A4.3: Type of encounter, summary of annual results BEACH 2001-02 to 2005-06 ..... 159

Table A4.4: Characteristics of the patients at encounters, summary of annual results

BEACH 200102 t0 2005=06..........ccceueieiiiiiiiiiiiiiiieiiicieiiiiiieiiteeieieseiseeieseaeieneenenas 160
Table A4.5: Rate of patient reasons for encounter by ICPC-2 chapter, summary of annual

results BEACH 2001-02 t0 2005-06 ..........cccccoviiiiiiiniiiiiiiniiiiicisseeeeennas 161
Table A4.6: Rate of RFEs by ICPC-2 component, summary of annual results BEACH

2001-02 £0 200506 .......covrviieieiiieieieieicicicicccc e 162
Table A4.7: Distribution of problems managed, summary of annual results BEACH

200102 £0 200506 .......corviiiiiiiiiiicicicieei s 163
Table A4.8: Most frequently managed problems, summary of annual results BEACH

2001-02 £0 200506 .......ccoeviiiiiiiiiiiiciciciciecc s 164
Table A4.9: Distribution of medications prescribed by CAPS group and subgroup, summary

of annual results BEACH 2001-02 to 2005-06 ...........ccccecevivimiininniiiiiiiiiicnenne 165
Table A4.10: Most frequently prescribed generic medications, summary of annual results

BEACH 2001-02 t0 2005-06..........c.ceururiiiiiiiiiiiiiiiiiciciccnciccessssesesnennes 168
Table A4.11: Distribution of prescribed medications by ATC Level 2, summary of annual

results BEACH 2001-02 t0 2005-06 .........cccceuimimiiiiiiiiiiiiniiiiccceesscsesieens 170
Table A4.12: Medications most frequently supplied by GPs, summary of annual results

BEACH 200102 t0 2005-06..........cccoeuruiiiiiiiiiiiiiiiiiicieiciiiceeeesssseesese s 172
Table A4.13: Most frequently advised over-the-counter medications, summary of annual

results BEACH 2001-02 t0 2005-06 ..........ccceuiuimiiriiiiiiiciiiiiccesscceeeeeans 173
Table A4.14: The most frequent clinical treatments, summary of annual results BEACH

200102 £0 200506 .......orviriiiiiiiciiicicicieieiciccce s 174
Table A4.15: The most frequent procedural treatments, summary of annual results

BEACH 2001-02 t0 2005-06..........ccceuririiiiiiiiiiiiiiiiciciciciccccccssssssssnennes 175
Table A4.16: The most frequent referrals, summary of annual results BEACH 2001-02 to

2005706 .....ocoreiiiiii e 176
Table A4.17: Number of encounters where pathology/ imaging ordered, summary of

annual results BEACH 2001-02 to 2005-06.............ccccoeiuiiiiiiininiiiniiiiiiiiiieeinns 177
Table A4.18: Distribution of pathology orders across pathology groups, summary of

annual results BEACH 2001-02 to 2005-06............cccccoviriiiiiiiniiiiiinininiiiieins 177
Table A4.19: Most frequent imaging test orders, summary of annual results BEACH

200102 £0 200506 ......coviiiiiiiiiiciciicieieieiciic e 178
Table A4.20: Comparative results for patient risk factors, 2001-02 to 2005-06........................ 179

183



List of figures

Figure 2.1: Age-sex distribution of patients at encounter ..............c.cocccecvvveeinnnccinneecenns 26
Figure 2.2: Age-sex-specific rates of problems managed per 100 encounters with 95%
confidence INteIVals..........cccociiiiiiiiiiiiiiiii e 32
Figure 2.3: Number of medications prescribed per problem.............ccccccoovviiiiinniiinnnnn. 43
Figure 2.4: Number of repeats ordered per prescription...........ccccccevvinininiinnnniniccne 44
Figure 2.5: Age-sex-specific prescription rates per 100 problems managed ..............cccccc....... 44
Figure 2.6: Age-sex-specific rates of overweight and obesity in adults..........c.coccceovnneccnnns 71
Figure 2.7: Age-sex-specific rates of underweight in adults...........ccccccccovniiiiniiinn. 72
Figure 2.8: Age-specific rates of obesity, overweight and normal/underweight in male
ChILAI@N ... 72
Figure 2.9: Age-specific rates of obesity, overweight and normal/overweight in female
ChIldIen.....cviii s 73
Figure 2.10: Smoking status —male age-specific rates.............ccccoeeiiiiiiiiiiiiiicccces 74
Figure 2.11: Smoking status —female age-specific rates.............cccceevreirirneioinneciireeceees 74
Figure 2.12: Age-sex-specific rates of at-risk alcohol consumption...........cccccceeveciinneccnnns 76
Figure 3.1: Significant decreases in rates of management per 100 encounters......................... 88
Figure 3.2: Significant increases in rates of management per 100 encounters.......................... 89
Figure 3.3: Changes in medication rates per 100 problems managed.............cccececevvriiinnns 90
Figure 4.1: Age distribution of patients at encounter 1998-99 and 2005-06............................ 103
Figure 4.2: Age distribution of patients claiming MBS A1 items of service..........cccccoceccueuene. 103
Figure 4.3: Age distribution of the Australian population in 1998 and 2004........................... 103
Figure 4.4: Age-specific Medicare (A1 and A2) population attendance rates 2002-03 ......... 103
Figure 5.1: The BEACH relational database .............ccccccccviiiinniiiiiiicccccce, 115
Figure 5.2: The structure of the International Classification of Primary Care— Version 2

(ICPC=2) e 118

184



	General practice activity in Australia 2005-06
	Foreword
	Acknowledgments
	Contents
	Executive summary
	1 Overview
	1.1 Background
	1.2 The BEACH program
	1.3 BEACH data and other national data sources
	1.4 Future options for national representative data collection from general practice

	2 Annual results BEACH 2005–06
	2.1 The sample
	2.2 The general practitioners
	2.3 The encounters
	2.4 The patients
	2.5 Problems managed
	2.6 Overview of management
	2.7 Medications
	2.8 Other treatments
	2.9 Referrals and admissions
	2.10 Investigations
	2.11 Practice nurse activity
	2.12 Patient risk factors

	3 Summary of changes from 1999-00 to 2005-06
	3.1 Characteristics of the GPs
	3.2 Encounter type
	3.3 Characteristics of the patients at encounters
	3.4 Patient reasons for encounter
	3.5 Problems managed
	3.6 Overview of management
	3.7 Medications
	3.8 Other treatments
	3.9 Referrals
	3.10 Test ordering
	3.11 Patient risk behaviours

	4 Discussion
	4.1 The GPs
	4.2 Practice nurses
	4.3 The encounters
	4.4 The patients
	4.5 Problems managed at encounter
	4.6 Medications
	4.7 Procedural treatments
	4.8 Clinical treatments
	4.9 Tests and investigations
	4.10 Referrals
	4.11 Conclusion

	5 Methods
	5.1 Sampling methods
	5.2 Recruitment methods
	5.3 Data elements
	5.4 Changes to data elements and reporting methods in 2005-06
	5.5 Supplementary Analysis of Nominated Data (SAND)
	5.6 The BEACH relational database
	5.7 Statistical methods
	5.8 Classification of data
	5.9 Patient risk factor methods
	5.10 Quality assurance
	5.11 Methodological issues
	5.12 Other BEACH applications

	Reference list
	Glossary
	Abbreviations
	Appendices
	Appendix 1: Example of a 2005–06 recording form
	Appendix 2: GP characteristics questionnaire 2005-06
	Appendix 3: Dissemination of results from the BEACH program
	Appendix 4: Summary of annual results 2001–02 to 2005-06
	Appendix 5: Code groups from ICPC-2 and ICPC-2 PLUS
	Appendix 6: Chronic code groups from ICPC-2 and ICPC-2 PLUS

	List of tables
	List of figures

