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Absbaa: The accessibility of health care services has been suggested to be one factor with the potential 
to ameliorate the health effects of socioeconomic disadvantage. From a randomly selected sample of 
households in the Lower Hunter Valley region, 2623 adults were surveyed in 1987-88 to identify their 
reported use of medical, allied and alternative health services during the previous four weeks. There was 
a higher prevalence of use of the ‘usual’ general practitioner and medical services among educationally 
disadvantaged respondents only. No significant differences were evident between educational or 
between occupational groups in the prevalence of use of either alternative services or health services 
generally. Fewer occupationally disadvantaged respondents reported using allied health services. There 
was no difference in the number of health services used. Disadvantaged respondents were more likely to 
use medical services exclusively. Only educationally disadvantaged service users reported using any 
health, medical or general practitioner services more frequently than expected. In contrast, only 
occupationally disadvantaged service users reported using allied health services (and allied health 
services other than dentists) more frequently. The lack of consistent differentials in use across health 
services in favour of disadvantaged respondents suggests that a number of health care services may not 
be responding to the greater need for health care among disadvantaged members of the community. 
(AwtJALblic H d J h  1995; 19: 512-19) 

HROUGHOUT the developed world, socioece 
nomically disadvantaged people have higher T than average mortality and 

Recent data suggest that such differentials are undi- 
minished or are increasing. 1-2+7 Disadvantaged 
people also have a higher prevalence of risk factors, 
such as smoking, inadequate exercise and inappre 
priate diet.’aB’ 

The provision of health care services is considered 
to have a limited role in explaining the existence of 
socioeconomic health status differentials.lOJ1 
Despite this, health care providers retain a signifi- 
cant responsibility for ensuring that the provision of 
care is primarily determined by need. In addition, 
several studies have suggested that where health care 
services have addressed such a responsibility, 
improvements in the health of socioeconomically 
disadvantaged people have resulted.’*-15 For exam- 
ple, a randomised controlled trial in the United 
States suggested that existing socioeconomic differ- 
entials in health status could be reduced by reducing 
the cost of health care. Brook et al. reported that dis  
advantaged persons provided with free health care 
significantly improved their health relative to disad- 
vantaged persons who were not provided with free 
care.” In addition, such care did not appear to 
improve the health of advantaged people, suggest- 
ing that improving the accessibility of health services 
has the potential to not only reduce the effects of 
disadvantage on health, but to reduce existing dif- 
ferentials in health status.I5 

Both the prevalence and frequency of self- 
reported health service use are frequently used mea- 
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sures of ac~essibility.~J”~ Studies from several coun- 
tries have reported the ability of some types of 
health services to provide accessible care to the 
socioeconomically disadvantaged.21-Pg For example, 
disadvantaged people in Australia and Canada have 
reported using medical practitioners at higher 
absolute rates than advantaged people.s*18 Use of 
these services was essentially the same for both 
groups, after accounting for differences in health 
status and demographic characteristics. 

Not all services have shown that they can meet the 
greater health care needs of disadvantaged people. 
For example, Italian and Dutch studies have 
reported that those of lower socioeconomic status 
are less, rather than more, likely to use specialist 
medical An Australian study reported 
that privately insured people residing in areas of low 
socioeconomic status consulted physi- 
cians and other medical specialists less often than 
those residing in high-status areas2’ A similar pat- 
tern of differences in the use of specialist medical 
services was reported in a study based on a random 
sample of 1976 Medibank health insurance damrn 
McClelland reported that a lower level of specialist 
service use by socioeconomically disadvantaged 
people may also exist under the current Medicare 
health insurance arrangements.m 

Allied and alternative health care services are fre- 
quently used in developed countries.s0 Data from 
the United States suggest that providers of uncon- 
ven tional therapy are consulted more than primary- 
medical-care doctors.s1 In Australia, allied and 
alternative health services account for about 45 per 
cent of all health-related consultations outside hos- 
pitals.s2 If a broad definition of ‘health’ (as proposed 
by the World Health Organization) is applied, a 
reduction in health status differentials may rest 
upon improved access to these services also.” 
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Although comprehensive data on use of health 
services is collected regularly in Australia,34 the 
extent to which differences between socioeconomic 
groups exist is unclear. Data from Australia and 
other developed countries suggest that disadvan- 
taged persons make less use of dentists. However, it 
is not known whether similar differences apply to 
other allied health care  service^.^^^^^*^^^^ 
Disadvantaged people in other developed countries 
also appear to make less use of alternative health ser- 
vices.sOnsl Although some Australian data suggest a 
similar pattern, these data are based on select 
patient samples and hence cannot be generalised to 
the population.%*% 

Given their greater mortality and morbidity, 
socioeconomically disadvantaged people can be 
expected to report more use of health services. This 
study sought to ascertain whether occupationally 
and educationally disadvantaged people report a 
higher prevalence and a higher frequency of use of 
medical, allied and alternative health services, and 
whether they report using a greater number and 
variety of health services. 

Method 
Data were collected as part of a community survey of 
health risks and health-related practices in the 
Lower Hunter Valley region of New South Wales 
during 1987-88. 

A sampling framework from the Australian 
Bureau of Statistics was used to obtain a random 
sample of  household^.^' A household was defined as 
individuals who resided permanently at a given 
address, including residents of caravan parks. 
Residents of boarding houses, hotels and nursing 
homes were not included in the study. All household 
members were eligible to participate if they were 15 
years of age or older and capable of completing the 
study requirements. 

Trained interviewers sought consent from eligible 
household members, who were asked to complete 
the study at either the time of initial contact or at a 
later date. Two call-back visits were made for each 
identified household member not at home or 
unable to complete the study at the initial contact. 
The study requirements included the completion of 
a questionnaire to obtain sociodemographic data 
and a face-to-face interview about use of health care 
services. Demographic data were obtained for non- 
consenting household members. A calling card was 
left and two subsequent call-backs were made to 
each household if no contact was made. 

Use of health services 
All participants were asked in interview to report 
whether they had consulted any of 24 types of health 
service in the previous four weeks, and if they had, 
the number of times they had done so for their own 
health. A relatively short (four-week) reporting 
period was chosen to minimise error due to inaccu- 
rate recall. Although previous studies have adopted 
a two-week reporting period,s this was considered to 
be too short to provide sufficient data. 
As prevalence and frequency of use are different 

measures of service accessibility, both were included 

in the study. Prevalence was determined by all 
respondents being categorised as either users or 
nonusers of particular services, based on whether 
they reported using the service on at least one occa- 
sion. The frequency with which each service was 
used was calculated for those respondents who 
reported using any health service at least once in the 
previous four weeks. Three specific health care ser- 
vices and five service categories were analysed for 
possible differences in the prevalence and frequency 
of service use: 

‘usual’ general practitioners 
medical specialists and dentists 
five categories of aggregated services: medical ser- 
vices (general practitioner, hospital, specialist), 
allied health services, allied health services other 
than dentists, alternative health services (for exam- 
ple, chiropractic), any form of health care service. 
The number of different services used was calcu- 

lated for those respondents who reported using at 
least one service in the previous four weeks. To iden- 
tify differences in the variety of services used, the 
prevalence of the different categories of health care 
service being used with, and without, each other was 
ascertained for all respondents. 

soaoecmomic status 
Socioeconomic status was based upon the reported 
characteristics of individuals, not of households. The 
common variables used in health-related research to 
measure socioeconomic status are educational attain- 
ment and occupational prestige.- Although fre- 
quently used as interchangeable proxy measures, 
these variables can represent independent dimen- 
sions of socioeconomic ~ i r c u m s t a n c e . ~ * ~ - ~ ~  The inde- 
pendence of such measures has been shown in several 
studies,’.444 suggesting that more than one measure 
should be used when investigating the association 
between socioeconomic status and health status.’J9 

Whereas measures of educational attainment are 
able to class@ all members of the population, occu- 
pation-based measures cannot classify those who 
have never worked.45 Despite this, occupational pres- 
tige scales remain a preferred measure of socioeco 
nomic status,s8 as evidenced by the development of 
new scales.*w 

Composite indices of socioeconomic status, based 
upon an aggregation of several variables, have also 
been suggested to differentiate groups.51 Although 
offering a capacity to measure the observed variance 
in health status between socioeconomic groups, 
such measures may obscure important differences 
between the component measures that make up an 
index, and may distort the results because of the 
assumed homogeneity of individuals within each 
area. Where individual-based data are available, the 
association between area-based composite measures 
of socioeconomic status and health status has been 
suggested to be explained by individual-based mea- 
s u r e ~ . ~ ~  Individual-based measures (education and 
occupational prestige) were the measures adopted 
for use in this study. 

Occupational pest@ 
Participants were asked in the questionnaire to 
describe their current or most recent occupation. 
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Responses were categorised using the seven-point 
Congalton Occupational Prestige S ~ a l e , ~ ~ , ~ *  and 
divided into two levels: prestige ratings between 1 
and 5 were defined as high prestige (professional, 
managerial, clerical and skilled occupations), and 
ratings 6 and 7 as low prestige (semiskilled and 
unskilled occupations). To maximise the classifica- 
tion of respondents, those who did not report an 
occupation and reported that they were either mar- 
ried or living in a de facto relationship were assigned 
the occupational prestige of the partner. Similarly, 
the occupation of a parent was used for those aged 
between 15 and 21 years who did not report an occu- 
pation and who resided with their parents. 

Educational attainment 
Participants were asked by questionnaire to indicate 
the highest educational qualification they had com- 
pleted. Those who had not attained a junior high 
school qualification (Intermediate, School 
Certificate or equivalent) were classified as low 
attainment, while those who had attained such a 
qualification, or a higher qualification (Leaving, 
Higher School Certificate or equivalent, technical 
college or university qualification) were classified as 
high attainment. 

Sociodemographic characteristics 
Age and sex were obtained from the questionnaire. 
Respondents were categorised as being: 16 to 29 
years, 30 to 59 years and 60 years and over. 
Respondents were asked whether they held any pri- 
vate health insurance, and were categorised as either 
privately insured or not privately insured. 

ReSults 
A total of 2121 households was approached. Of 
these, 148 could not be contacted after three visits. 
The remaining households provided contact with 
3759 individuals over the age of 15 years, 115 (3 per 
cent) of whom did not participate in the study owing 
to infirmity or not being able to speak English. Of 
those remaining, 2623 individuals residing in 1380 
households agreed to participate, a consent rate of 
72 per cent. 

Of the respondents who consented, 612 (23.3 per 
cent) were excluded from some analyses owing to an 
absence of occupational data, and 60 (2.3 per cent) 
were excluded from some analyses because educa- 
tional data were missing. 

Fifty-nine per cent of respondents with occupa- 
tion data (1 176) were classified as having high occu- 
pational prestige and 41 per cent (835) were 
classified as having low occupational prestige. 
Seventy-one per cent of respondents with education 
data (1827) were classified as having high educa- 
tional attainment and 29 per cent (736) classified as 
having low educational attainment. These sample 
sizes enabled differences of between 3 per cent and 
6 per cent to be detected in the prevalence of use of 
the various services and service categories, assuming 
a power of 80 per cent. 

There were no significant differences in age 
between those who consented to the study and those 
who did not. However, females were more likely to 

consent than males (odds ratio (OR) 1.46, 95 per 
cent confidence interval (CI) 1.25 to 1.70). 

Sociodmgraphic characta’stics 
The sociodemographic characteristics of the study 
participants are shown in Table 1. Comparison of 
age and sex in the sample with 1986 census data 
suggested that the sample was representative of that 
population. The occupational prestige and educa- 
tional attainment characteristics of the sample were 
also representative of that p o p u l a t i ~ n . ~ ~  

A greater proportion of the study sample (61 per 
cent) than the the Australian population (52 per 
cent) had private health insurance, consistent with 
other data indicating that those in the Hunter 
region are more likely to hold insurance.55 

Respondents of low occupational prestige or low 
educational attainment were significantly less likely 
to have private insurance than those of high prestige 
or high attainment (x4= 64.4, 1 df, P <  0.001 and x2 
= 136.3, 1 df, P <  0.001). This is consistent with simi- 
lar findings that the socioeconomically disadvan- 
taged are less likely to hold such insurance.55 

Prevalence of health service use 
The prevalence of health service use for the three 
specific services and the five service categories are 
shown in Tables 2 and 3. Associations between preva- 
lence of use and occupational prestige and between 
prevalence and educational attainment were 
assessed by multivariate analyses accounting for age, 
sex and health insurance status. All multivariate 
analyses used the generalisedestimating-equations 
approach to modelling clustered binary dam5- 
Only significant associations are reported. 
Use of any health service: About half of the respon- 
dents reported consulting at least one health service 
in the previous four weeks. Although respondents of 
low educational attainment appeared more likely to 
have consulted at least one health service than those 
of high attainment, multivariate analyses indicated 

Table 1 : Sociodemographic characteristics of the sample 
and of the Australian population 

Sample Austrolio 
Characteristic Y O  YO 

Age 
15 to 24 
25 to 34 
35 to 44 
45 to 54 
55 to 64 
65 ond over 
Sex 
Female 
Education 
Tertiary 
Trade 
Other 
Occupafionol presfige 
High 
Low 
Health insurance 
Privately insured 
Not insured 

18 
19 
18 
13 
15 
17 

55 

9 
14 
77 

59 
41 

61 
39 

22 
21 
18 
13 
12 
14 

51 

9 
10 
81 

58 
42 

52 
48 
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Table 2: Prewlence and frequency of health service use in 
the past four weeks, by educational attainment 

~~~~~ 

High attainment Low attainment 
(n = 18271 (n = 736) 

Uiers visit’s/ Users visit;/ 
% user % user 

Any health service‘ 49.2 2.7 57.3 2.9 
Any medical 38.5 1.9 50.4 2.3 
Usual general 

practitioner 31.7 1.5 44.6 1.8 
Specialist 8.8 1.6 8.2 1.7 
Any allied health 17.0 2.0 14.3 2.1 
Dentist 7.0 1.4 4.7 1.3 
Other allied 11.0 2.1 10.1 2.3 
Any alternative 

health 5.4 2.1 4.2 1.9 

Notes: 
(a) SUR -standardired utilisation rate 
fb) Cl-95% confidence inteml 

UR” Clb 

08 101 to116 
19 108to 131 

21 109to 134 
03 74 to 140 
98 83 to 116 
95 66 to 132 
95 78to 116 

90 64 to 122 

. .  
(c) Services and service providers consulted also included other general 

practitionen, optometrists, chiropodists, physiotherapists, dietitians, 
psychologists, social or welfare worken, marriage guidance counsellors, 
drug or alcohol counsellors, chemists (for advice), community nunes, 
chiropractors, osteopaths, naturopaths, herbalists, masseurs, hypno- 
therapists, acupuncturists, and hospital, community and rehabilitation 
services. 

that neither respondents of low educational attain- 
ment nor low occupational status were significantly 
more likely to have consulted a health service. 
Use of medical services: Consultation with at least 
one type of medical service in the previous four 
weeks was reported by approximately 42 per cent of 
respondents. A trend toward respondents of low 
educational attainment being more likely to use a 
medical service was apparent. Multivariate analysis 
indicated that respondents of low educational attain- 
ment were 24 per cent more likely to have done so 
(OR 1.24, CI 1.03 to 1.50). ‘Usual’ general practi- 
tioners were the most commonly used medical ser- 
vice, with almost one-third of all respondents 
consulting such a service. A greater proportion of 
respondents of low educational attainment and low 
occupational prestige consulted this type of service. 
Respondents of low educational attainment were 28 
per cent more likely to have consulted their usual 
general practitioner (OR 1.28, CI 1.06 to 1.56). 
Approximately 8 per cent of respondents (205) 
reported using medical specialists. No significant 
difference was evident between occupational pres 
tige groups or between educational attainment 
groups in prevalence of use. 
Use of allied health services: Sixteen per cent of 
respondents (410) had consulted an allied health 
service. Respondents with low occupational prestige 
were 26 per cent less likely to have consulted such a 
service (OR 0.74, CI 0.57 to 0.96). There were no 
differences in the prevalence of use of allied health 
services between educational groups. Approx- 
imately 6 per cent of respondents (154) reported 
attending a dentist. There was a nonsignificant 
trend towards respondents of low occupational 
prestige and those of low educational status being 
less likely to consult a dentist. Approximately 11 per 
cent of respondents (282) used other allied health 
services. The proportion of respondents who 
reported using such services did not differ signifi- 
cantly between groups. 

Table 3: Prewlence and frequency of health service use in 
the past four weeks, by occupational prestige 

High prestige Low prestige 

Users Visits/ Users Visits/ 
(n = 1 176) 

% user % user SUR” Clb 

(n = 835) 

Any health service 49.7 2.8 47.4 2.6 95 88 to 102 
Any medical 37.2 2.0 39.9 1.9 94 85 to 105 
Usual general 

practitioner 29.4 1.6 33.9 1.5 94 85 to 105 
Specialist 9.5 1.5 7.4 1.6 106 82 to 138 
Any allied heolth 18.6 2.0 13.3 2.5 126 109 to 146 
Dentist 8.1 1.5 5.0 1.5 100 73 to 133 
Other allied 11.5 2.1 9.1 2.8 128 108 to 152 
Any alternative 

health 6.5 2.2 3.8 1.9 88 62 to 120 

Notes: 
(a) SUR -standardired utilisation rate 
(b) CI=95% confidence intervnl 
(c) Sem’cer and service provide= consulted also included other general 

practitioners, optometrists, chiropodists, physiotherapists, dietitians, 
psychologists, social or welfare workers, marriage guidance counsellors, 
drug or alcohol counsellors, chemists (for advice), community nurses, 
chiropractors, osteopaths, naturapoths, herbalists, masseurs, hypno- 
therapists, acupuncturists, ond hospital, community and rehabilitation 
services. 

Use of alternative health services: Approximately 5 
per cent of respondents (128) reported consulting 
an alternative health service. There was a non-signif- 
icant trend towards those respondents of low occu- 
pational prestige being less likely to consult a service 
in this category. 

Nu& and pattern of services usad 
Sixty-six per cent of service users reported consulting 
one of the 24 health services, and 34 per cent reported 
using two or more services. No significant differences 
were found between occupational prestige or educa- 
tional attainment groups in the proportion of respon- 
dents reporting using more than one service. 

Almost 31 per cent of respondents reported using 
medical services exclusively during the previous four 
weeks. As shown in Table 4, a greater proportion of 
respondents of low occupational prestige, and of 
those of low educational attainment appeared to use 
medical services in this way. However, when we con- 
trolled for age, sex and insurance status, respondents 
of low occupational prestige were no more likely to 
have used these services exclusively (OR 1.18, CI 0.96 
to 1.45), whereas those of low educational attain- 
ment were 34 per cent more likely to have done so 
(OR 1.34, GI 1.11 to 1.63). 

Approximately 6 per cent of respondents (1 54) 
consulted only allied health services, and 2 per cent 
(51) used only alternative health services. There was 
a nonsignificant trend of respondents of low occupa- 
tional prestige and those of low educational attain- 
ment being less likely to have used allied health 
services exclusively. Similarly, respondents of low 
occupational prestige tended to be less likely to have 
used only alternative health services, or to have used 
both a medical and an allied or alternative service. 

Frequency oJ heaUh service use 

The mean number of visits made to health services 
by service users in the previous four weeks are shown 
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Table 4: Service category use, by educational attainment 
and occupational prestige 

Educational attainment Occupational prestige 
High Low High Low 

n=1827 n=736 n=1176 n=835 
% % % % 

Medical only 27.7 39.8 25.6 31.0 
Allied health only 7.1 4.6 8.0 5.4 
Alternative only 2.3 1.6 2.8 1.3 
Medical plus an allied 
or olternotive 10.8 10.6 11.6 8.9 

in Tables 2 and 3. As the frequency of service use was 
not normally distributed, a utilisation rate standard- 
ised for socioeconomic status (SUR) was calculated 
to provide a readily interpretable means of describ 
ing the relative frequency of service use. The rate is 
the number of consultations reported to have been 
made by the disadvantaged users of a particular ser- 
vice, divided by the expected number of consulta- 
tions and multiplied by 100. The expected number 
of consultations is the number of consultations 
reported by advantaged service users divided by the 
number of such users and then multiplied by the 
number of disadvantaged users of the service. 

The standardised rates (and  CIS^^) for service 
users of low occupational prestige and low educa- 
tional attainment are shown in Tables 2 and 3. To 
account for the possible effects of clustering of ser- 
vice use within households,56 the intracluster corre- 
lation of frequency of use was calculated for each 
service type and category.6o The effective sample size 
for each service type or category was then calcu- 
lated,” based upon the correlation coefficient, and 
the confidence intervals for the standardised rates 
adjusted accordingly. 

Only significant results are reported. For those 
service types or categories for which the frequency 
of use differed significantly from that expected, stan- 
dardised rates were calculated for each age, sex and 
health insurance subgroup of socioeconomically dis 
advantaged service users. 
Use of any health service: Service users reported an 
average of almost three consultations with a health 
service of any type. The frequency of use by those of 
low educational status was 8 per cent higher than 
expected. This applied to educationally disadvan- 
taged males (SUR 123, CI 113 to 134) but not to dis 
advantaged females (SUR 84, CI 73 to 97). 
Educationally disadvantaged service users with pri- 
vate health insurance reported a significantly 
greater than expected frequency of consulting 
health services (SUR 115, CI 103 to 128), whereas 
the frequency of use among those without insurance 
was no different from that expected. 
Use of medical services: Respondents who reported 
using medical services made an average of two visits 
to such services. Service users of low educational 
attainment used medical services 19 per cent more 
frequently than expected, a pattern that was also evi- 
dent among the disadvantaged aged between 16 and 
29years (SUR 129, CI 101 to 164) and those aged 30 
to 59 years (SUR 139, CI 114 to 170). A greater-than- 
expected frequency of visits was apparent among 

educationally disadvantaged males (SUR 142, CI 127 
to 159) but not among disadvantaged females. 
Educationally disadvantaged respondents with pri- 
vate health insurance reported a significantly 
greater frequency of consulting medical services 
(SUR 129, CI 11 1 to 150), whereas the frequency did 
not differ from that expected for those without such 
insurance. Respondents who reported attending 
their ‘usual’ general practitioner had made an aver- 
age of slightly fewer than two visits. The observed 
frequency of use of such services among education- 
ally disadvantaged service users was 21 per cent 
greater than expected. A higher frequency was evi- 
dent across all age groups and among insured and 
uninsured disadvantaged service users alike. 
Educationally disadvantaged males saw their ‘usual’ 
general practitioner significantly more frequently 
than expected (SUR 137, CI 121 to 155), whereas no 
difference in the frequency of practitioner use was 
evident among educationally disadvantaged female 
service users. 
Use of allied health services: Users of allied health 
services reported having made approximately two 
visits to such services. The frequency of use of these 
services was 26 per cent greater than expected 
among service users of low occupational prestige. 
Occupationally disadvantaged males and those with 
private health insurance used such services more 
frequently than expected (SUR 151, CI 126 to 181 
and SUR 164, CI 137 to 197). Use was also signifi- 
cantly greater among respondents of low occupa- 
tional prestige aged 50 years and over (SUR 132, CI 
108 to 161). Dentists were no more frequently used 
by service users of either low occupational prestige 
or low educational attainment. In contrast, those 
with low occupational prestige used other allied 
health services 28 per cent more frequently than 
expected. This greater frequency was evident among 
males (SUR 158, CI 129 to 193) but not among 
females of low occupational prestige. Similarly, a 
greater-thanexpected frequency of use occurred 
among service users with private health insurance 
(SUR 176, CI 142 to 218) and among those aged 50 
years and over (SUR 141, CI 108 to 183). 
Use of alternative health services: Users of alterna- 
tive health service reported having made approxi- 
mately two visits to such services. N o  significant 
differences were apparent in the expected use of 
this category of services among service users of low 
occupational or low educational attainment. 

Discussion 
Some factors should be considered when interpret- 
ing the results of this study. First, contact was made 
with an estimated 93 per cent of potential respon- 
dents, and 72 per cent of eligible respondents con- 
sented to participate, results that are comparable 
with findings from similar household health surveys 
in Australia.61 Although women were more likely to 
participate, the demographic and socioeconomic 
characteristics of those who consented to participate 
were consistent with those of the Australian popula- 
tion. It is therefore probable that the reported pat- 
terns of use are representative of the population. 

Second, some respondents were excluded from 
analyses because their occupational prestige could 
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not be calculated, despite steps to reduce their num- 
ber. Excluded respondents were significantly more 
likely to be male and aged 50 years or over. The effect 
of such biases on the observed association between 
occupational prestige and health care use is unknown. 

Third, possible differences in use between the 
most advantaged and disadvantaged respondents 
may not have been identified owing to the use of rel- 
atively insensitive dichotomous classifications of 
socioeconomic status. It is also possible that the 
observed differences may underestimate the extent 
of difference between the most advantaged and d is  
advantaged respondents. 

Fourth, although both prevalence and frequency 
are commonly used measures,” much of the 
research in Australia has involved analyses of the fre- 
quency of health service use.’ These studies have 
generally assessed frequency without distinguishing 
between service users and nonusers, and have 
extrapolated annual patterns from reported use 
over a two-week p e r i ~ d . ~  Methods used in this study 
limit direct comparison with past studies. No previ- 
ous Australian research has reported on the use of a 
broad range of health care services using occupa- 
tional prestige as a measure of socioeconomic status. 

Except for a greater use of medical and general 
practitioner services by educationally disadvantaged 
respondents, and a greater use of allied health ser- 
vice by occupationally disadvantaged service users, 
consistent differentials in use of health services in 
favour of the socioeconomically disadvantaged were 
not apparent. The results suggest that disadvantaged 
respondents either had no greater need for these 
services or that their greater need was not being 
met. As our sample was broadly representative of the 
Austraiian population, the findings suggest that a 
range of health care services may not be accessible 
to disadvantaged people. This is illustrated by disad- 
vantaged respondents in this study being no more 
likely to use specialist medical services, and by their 
using such services no more frequently than 
expected. This absence of use differentials is a mat- 
ter of concern, given their role of specialised diag- 
nosis and treatment of disease, particularly of 
chronic diseases. 

A person’s use of medical specialist services is 
partly dependent on their recognition of a need for 
such services and their responding to such a need, A 
person’s socioeconomic status and his or her recog- 
nition of, and responsiveness to, his or her health 
care needs have been shown to be 
Use of specialists is also dependent on the response 
of a general practitioner to a patient’s need for care, 
as general practitioners are the principal gatekeeg 
ers to specialist medical services. The extent to 
which referral to specialist care varies according to 
the socioeconomic status of patients is not known. 

The greater prevalence and frequency of consul- 
tations with general practitioners by educationally 
disadvantaged respondents suggest that such ser- 
vices have a capacity to provide accessible care. 
However, as data describing the health of respon- 
dents and their need for health care were not col- 
lected in this study, it is not known whether this 
greater use was sufficient to satisfy the actual need 
for such care. Further, although the data suggest 

that general practitioner services may be accessible 
to educationally disadvantaged people, this did not 
apply to occupationally disadvantaged respondents. 

One possible mechanism whereby socioeconomic 
disadvantage may influence use of medical services 
is the financial cost of such s e r v i ~ e s . ~ ‘ J ~ ~ ~ ~ * * ~ ~  In 
Australia, a universal health insurance scheme 
(Medicare) is available to eliminate or defray the 
direct costs of obtaining health care. Although 
direct costs can be met by Medicare, a copayment by 
the user may be required if the provider does not 
directly bill the service to Medicare. Copayments 
were limited to $20 per service and $150 per person 
per year in 1987-88. Any costs charged by the 
provider above the schedule fee are also required to 
be paid by the patient. 

A considerable proportion of patients, particu- 
larly those obtaining specialist care, were required to 
make copayments or payments above the schedule 
fee in 1987-88. Medicare insurance data indicate 
that about 23 per cent of specialist services were 
directly charged to Medicare.M In contrast, 62 per 
cent of general practice services were billed directly. 
In addition, 36 per cent of specialist and 28 per cent 
of general practitioner services were charged to the 
patient at a cost above the schedule fee. 

No data were collected on the direct financial cost 
of consulting particular health care services. The 
extent to which copayments or additional costs were 
associated with the use of medical services is not 
known. Although financial impediments to the use 
of medical services may be limited by the existence 
of Medicare, further research is required to assess 
the effect that payment of such additional costs has 
on the use of these services. Costs associated with the 
use of medical services and with the purchase of 
health aids and appliances represent significant bar- 
riers to health service use.67 The effects of transport 
access, scarcity of services, delays in obtaining ser- 
vices and the costs of purchasing medications and 
treatments are also not known. 

Many allied health services other than dentists are 
provided by state or federal governments at zero or lit- 
tle cost to the user. The absence of differences in use 
in favour of educationally disadvantaged respondents 
suggests that factors other than cost may influence the 
accessibility of these services. However, cost is likely to 
remain a factor influencing use of private services. 

Respondents with low occupational prestige who 
had private health insurance reported 64 per cent 
and 76 per cent more frequent use of allied health 
services, including and excluding dentists, respec- 
tively, whereas those without insurance reported 
rates of use no different from those expected. 
Despite the relatively insensitive measure of health 
insurance in this study, those with private health 
insurance appeared to be more able to use allied 
health services. Although methodological differ- 
ences prevent direct comparisons, the observed 
trends toward lower prevalence of dental service use 
by disadvantaged respondents are consistent with 
previous findings.’ As disadvantaged people have 
poorer dental health,w our results highlight the 
need for the development and implementation of 
policies that facilitate the use of dental services by 
the disadvantaged. 
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Alternative health services are used less frequently 
by socioeconomically disadvantaged people.so-s1s34.55 
Such a pattern could be expected, given the limited 
availability of insurance to defray the cost of such 
care, and the relative absence (compared to doc- 
tors) of publicly funded alternative care providers. 
Insofar as alternative health care providers consider 
equitable access to their services to be a desirable 
objective of care delivery, these data suggest a need 
for additional initiatives directed at achieving this to 
be developed. 

Health policy initiatives are required to identify 
and resolve continuing impediments to the use of a 
range of health services by socioeconomically disad- 
vantaged people. Such a need appears to exist for 
both general practitioner and m e d i d  specialist ser- 
vices in spite of a universal medical care insurance 
scheme. Allied and alternative health services may 
need to modify their provision of health care to 
more successfully meet the greater health care needs 
of socioeconomically disadvantaged members of the 
community. 
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A sym osium on Occupational Injury will be held in Sydney from February 24-27, 1996. The 

safety area to exchange ideas on some of the latest work being undertaken. 

Keynote speakers include Professor Kenneth Laughery Sr - USA, Professor Willem Wagenaar 
- The Netherlands, Professor Andrew Hale - The Netherlands and Professor Jorma Saari - 
Canada. The sym osium will include a number of interactive panel sessions with presentations 

The symposium is being hosted by Worksafe Australia, the operational arm of the National 
Occupational Health and Safety Commission immediately following the Third International 
Conference on Injury Prevention and Control which is being held in Melbourne in the previous 
week. 

To obtain further information contact the Secretariat, Occupational Injury Symposium, 
Worksafe Australia, GPO Box 58, Sydney. Tel: (02) 565 931 9, Fax: (02) 565 9300. INTERNET 
(MALMACCA@ozema il .com .a u) . 

aim o P the symposium is to bring together researchers and practitioners in the occupational 

from internationa P experts. 

WORKSAFE AUSTRALIA 
NATIONAL OCCUPATIONAL HEALTH & SAFETY COMMISSION 

AUSTRALIAN JOURNAL OF WBUC HEALTH 1995 v a .  19 NO 5 51 9 


