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This chapter reports on the performance of primary and community health services which include general practice, pharmaceutical services, dentistry, allied health services, community health services, maternal and child health and alcohol and other drug treatment. This chapter does not include:
public hospital emergency departments and outpatient services (reported in chapter 12, ‘Public hospitals’)
community mental health services (reported in chapter 13, ‘Mental health management’)
Home and Community Care program services (reported in chapter 14, ‘Aged care’ and chapter 15, ‘Services for people with disability’).
Further information on the Report on Government Services including other reported service areas, the glossary and list of abbreviations is available at www.pc.gov.au/rogs/2018. 
[bookmark: _Toc463966141]10.1	Profile of primary and community health
Roles and responsibilities
Primary and community healthcare services are delivered by a range of health and allied health professionals in various private, not‑for‑profit and government service settings. Definitions for common health terms are provided in section 10.4.
General practice
General practice is a major provider of primary healthcare in Australia. General practice services include preventative care and the diagnosis and treatment of illness and injury, through direct service provision and/or referral to acute (hospital) or other healthcare services, as appropriate.
The Australian Government provides the majority of general practice income, through DHS Medicare — mainly as fee‑for‑service payments via the Medicare Benefits Schedule (MBS) — and the Department of Veterans Affairs (DVA). Additional funding is provided to influence the supply, regional distribution and quality of general practice services, through initiatives such as the Practice Incentives Program (PIP) and Primary Health Networks (PHNs) (Australian Government DHS 2015). State and Territory governments also provide some funding for such programs, mainly to influence the availability of GPs in rural and remote areas. The remainder comes mainly from insurance schemes and patient contributions.
Pharmaceutical services
The Australian Government funds the Pharmaceutical Benefits Scheme (PBS). Around 70 per cent of prescriptions for PBS listed medicines attract a PBS subsidy. Users make a 
co-payment and the Australian Government pays the remaining cost of medicines eligible for the subsidy (Department of Health 2017). Co-payments are subject to a safety net threshold.
The Repatriation Pharmaceutical Benefits Scheme (RPBS) provides subsidised pharmaceutical medicines, dressings and other items to war veterans and war widows. The RPBS is administered by the DVA.
Dental services
Australia has a mixed system of public and private dental healthcare. State and Territory governments have the main responsibility for funding and delivering major public dental programs, with public dental services primarily available to children and disadvantaged adults. The private sector receives funding to provide some public dental services, from the Australian Government through the DVA and the Child Dental Benefits Schedule, and from State and Territory governments through dental voucher systems.
Allied health services
Allied health services include, but are not limited to, physiotherapy, psychology, occupational therapy, audiology, podiatry and osteopathy. They are delivered mainly in the private sector. Some government funding of private allied health services is provided through insurance schemes and the private health insurance rebate. The Australian Government makes some allied health services available under the MBS to patients with particular needs — for example, people with chronic conditions and complex care needs. Employment data for occupational therapists and psychologists working in the public sector are presented in table 10A.24.
Community health services
Community health services generally comprise multidisciplinary teams of health and allied health professionals and aim to protect the health of people who experience barriers that impede access to private sector primary and community health services. Governments (including local governments) provide services directly or indirectly through funding of service provision by a local health service or community organisation. There is no national strategy for community health services and there is considerable variation in the services provided across jurisdictions.
State and Territory governments are responsible for most community health services. Those serving Aboriginal and Torres Strait Islander communities are mainly the responsibility of the Australian Government (State and Territory governments provide some funding).
Maternal and child health services
Maternal and child health services are funded by State and Territory governments. They provide services including: parenting support (including antenatal and postnatal programs); early childhood nursing programs; disease prevention programs (including childhood immunisations); and early intervention and treatment programs related to child development and health. Some jurisdictions also provide specialist programs through child health services, including hearing screening programs, and mothers and babies residential programs.
Alcohol and other drug treatment 
Alcohol and other drug treatment activities range from a brief intervention to long‑term residential treatment. Types of treatment include detoxification, pharmacological treatment, counselling and rehabilitation.
Funding
In 2015‑16, of the $32.1 billion government recurrent expenditure on primary and community health services (excluding public health), around three-quarters was funded by the Australian Government and one-quarter by State, Territory and local governments (table 10A.1). This included:
$7.9 billion for community health services (11.3 per cent by the Australian Government and 88.7 per cent by State, Territory and local governments) 
$2.3 billion for dental services (around two-thirds by the Australian Government and one-third by the State, Territory and local governments) (table 10A.1).
Where more recent data are available for 2016‑17, Australian Government expenditure was:
$9.1 billion on general practice (table 10A.2)
$9.1 billion through the PBS and RPBS on prescription medicines filled at pharmacies (tables 10A.3–4) 
$37.9 million on funding of PBS medicines to Aboriginal and Torres Strait Islander primary healthcare services in remote and very remote areas (table 10A.5)
$666.7 million on Aboriginal and Torres Strait Islander primary health care services (table 10A.7).
Size and scope
Nationally in 2016‑17, there were 35 934 GPs — 25 825 on a Full Service Equivalent (FSE)[footnoteRef:1] basis, equating to 105.9 per 100 000 people — billing Medicare Australia for around 153.3 million services[footnoteRef:2] (table 10A.8 and Department of Health unpublished). Rates of GPs and services used per person have increased every year for years presented in this Report (table 10A.8 and figure 10.1). [1: 	See section 10.4 for a definition of FSE.]  [2: 	Almost 4 million additional services were billed to the DVA (DVA unpublished).] 


	Figure 10.1	GP type service usea

		




	a See table 10A.9 for detailed footnotes and caveats.

	Source: Department of Health (unpublished) MBS Statistics; DVA (unpublished) DVA data collection; ABS (unpublished) Australian demographic statistics, Cat. no. 3101.0; table 10A.9.

	

	


[bookmark: _Toc208034412][bookmark: _Toc274941100][bookmark: _Toc396916147]Around 196 million services (8.0 per person) were provided under the PBS in 2016-17 — with 92.1 per cent concessional (tables 10A.10-11). A further 9.4 million services were provided under the RPBS.
Nationally in 2015‑16, there were:
204 Aboriginal and Torres Strait Islander primary healthcare services which provided 3.9 million episodes of healthcare (table 10A.13) (data by remoteness are provided in table 10A.14). Aboriginal and Torres Strait Islander health services that provided selected activities are outlined in table 10A.15 and staffing numbers are provided in table 10A.16.
796 alcohol and other drug treatment agencies (41.3 per cent identified as government providers) with a reported 206 635 reported closed treatment episodes (34.5 per cent identified as government provided) (table 10A.12).
The most recent available data on public dental service usage are for 2013 and showed that nationally, around 97.8 per 1000 people accessed public dental services that year (AIHW, unpublished).
[bookmark: _Toc463966142]10.2	Framework of performance indicators
The performance indicator framework is based on common objectives for primary and community health (box 10.1).

	Box 10.1	Objectives for primary and community health

	Primary and community health services aim to promote health, prevent illness and to support people to manage their health issues in the community, by providing services that are: 
timely, affordable and accessible to all
appropriate and responsive to meet the needs of individuals throughout their lifespan and communities
high quality and safe
well co-ordinated to ensure continuity of care where more than one service type, and/or ongoing service provision is required
sustainable.
Governments aim for primary and community health services to meet these objectives in an equitable and efficient manner.

	

	


The performance indicator framework provides information on equity, efficiency and effectiveness, and distinguishes the outputs and outcomes of primary and community health services (figure 10.2). The performance indicator framework shows which data are complete and comparable in the 2018 Report. 
[bookmark: _Toc208034413][bookmark: _Toc274941101][bookmark: _Toc396916148]For data that are not considered directly comparable, text includes relevant caveats and supporting commentary. Chapter 1 discusses data comparability, data completeness and information on data quality from a Report wide perspective. In addition to section 10.1, the Report’s statistical context chapter (chapter 2) contains data that may assist in interpreting the performance indicators in this chapter. Chapters 1 and 2 are available from the website at www.pc.gov.au/rogs/2018.
Improvements to performance reporting for primary and community health services are ongoing and include identifying data sources to fill gaps in reporting for performance indicators and measures, and improving the comparability and completeness of data.

	Figure 10.2	Primary and community health performance indicator framework
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[bookmark: _Toc463966143]10.3	Key performance indicator results
Different delivery contexts, locations and client factors may affect the equity, effectiveness and efficiency of primary and community health services.
Outputs
Outputs are the services delivered (while outcomes are the impact of these services on the status of an individual or group) (see chapter 1). Output information is also critical for equitable, efficient and effective management of government services.
Equity
Access — Availability of primary healthcare services
‘Availability of primary healthcare services’ is an indicator of governments’ objective to provide access to primary healthcare services in an equitable manner (box 10.2).

	Box 10.2	Availability of primary healthcare services

	‘Availability of primary healthcare services’ is defined by four measures:
PBS medicines by region, defined as the ABS census population divided by the number of approved providers of PBS medicines, by urban/rural location and Pharmacy Access/Remoteness Index of Australia (PhARIA) area
GPs by region, defined as the number of FSE GPs per 100 000 people, by region
GPs by sex, defined as the number of FSE GPs per 100 000 population, by sex
Public dentists by region, defined as the number of full time equivalent (FTE) public dentists per 100 000 people by region, based on clinical hours worked in the public sector.
PBS medicines by region
Similar rates across regions indicates equity of access by location.
Data reported for this measure are:
comparable (subject to caveats) across jurisdictions and over time
complete (subject to caveats) for the current reporting period. All required data are available for all jurisdictions as at 30 June 2017.
GPs by region and sex
Similar rates across regions indicates equity of access by location. Similar rates by sex means it is more likely that patients who prefer to visit GPs of their own sex will have their preference met. Low availability of GPs of each sex can be associated with increased waiting times to see a GP, for patients who prefer to visit GPs of their own sex.

	(continued next page)

	

	



	Box 10.2	(continued)

	This measure does not provide information on whether people are accessing GP services or whether the services are appropriate for the needs of the people receiving them.
Data reported for these measures are:
comparable (subject to caveats) across jurisdictions and over time for both measures, but a break in time series means that data from 2012‑13 onwards are not comparable to data for the ‘Availability of GPs by region’ measure
complete (subject to caveats) for the current reporting period. All required 2016‑17 data are available for all jurisdictions.
Public dentists by region
Similar rates across regions indicates equity of access by location. 
This measure does not provide information on whether people are accessing the service or whether the services are appropriate for the needs of the people receiving them. Data reported for this indicator are:
comparable (subject to caveats) across jurisdictions but a break in series means that data for 2014 are not comparable to data for 2013 and previous years
complete (subject to caveats) for the current reporting period. All required 2016 data are available for all jurisdictions.

	

	


At 30 June 2017, there were 4211 people per approved PBS provider in urban areas and 3184 people per PBS approved provider in rural areas (figure 10.3). Over the 3 years of available data, this number has increased in urban and rural areas (table 10A.18). Data are available for pharmacy providers only (table 10A.18) and by Pharmacy Access/Remoteness Index of Australia locations (table 10A.17).
In most jurisdictions in 2016‑17, there were more FSE GPs per 100 000 people available in major cities and inner regional areas than in outer regional, remote and very remote areas (figure 10.4).
Nationally in 2016‑17, there were 78.5 FSE female GPs per 100 000 females and 133.8  FSE male GPs per 100 000 males (figure 10.5).
Nationally in 2016, there were 5.7 FTE public dentists per 100 000 people (figure 10.6), with the rate in remote and very remote areas (8.0 per 100 000 people) higher than the rate in other areas (5.5–6.1 per 100 000 people). Data for FTE dental hygienists and dental therapists are presented in table 10A.23.

	Figure 10.3	People per approved PBS provider, 30 June 2017a, b

		




	a See box 10.2 and table 10A.18 for detailed definitions, footnotes and caveats. bThe ACT has no rural areas under the classification used.

	Source: Department of Health: derived from DHS approved provider data (unpublished) as at 30 June 2017; and the Australia Bureau of Statistics (ABS) Census Population – usual place of residence 2016. Mesh Block 2016 population data has been assigned to Remoteness Area 2011; table 10A.18.

	

	



	Figure 10.4	GPs by region, 2016-17a, b

		




	aSee box 10.2 and table 10A.19 for detailed definitions, footnotes and caveats. b There are no major cities in Tasmania; no outer regional or remote areas in the ACT; no major cities or inner regional areas in the NT. Major cities and inner regional areas are combined for the ACT.

	Source: Department of Health (unpublished) MBS Statistics; table 10A.19. 

	

	



	Figure 10.5	GPs by sex, 2016-17a, b

		




	a See box 10.2 and tables 10A.20–21 for detailed definitions, footnotes and caveats. b There are no major cities in Tasmania; no outer regional or remote areas in the ACT; no major cities or inner regional areas in the NT. Major cities and inner regional areas are combined for the ACT.

	Source: Department of Health (unpublished) MBS Statistics; tables 10A.20–21.

	

	


Nationally in 2016, there were 5.7 FTE public dentists per 100 000 people (figure 10.6). Data for FTE dental hygienists and dental therapists are presented in table 10A.23.

	Figure 10.6	Public dentists by region, 2016a, b

		




	a See box 10.2 and table 10A.22 for detailed definitions, footnotes and caveats. b There were no public dentists in remote areas in Victoria. Tasmania has no major cities. The ACT has no outer regional, remote or very remote areas. The NT has no major cities or inner regional areas.

	Source: AIHW (unpublished) National Health Workforce Data Set; table 10A.22.

	

	


Access – Early detection and early treatment for Aboriginal and Torres Strait Islander Australians
‘Early detection and early treatment for Aboriginal and Torres Strait Islander Australians’ is an indicator of governments’ objective to provide access to primary and community healthcare in an equitable manner (box 10.3).

	Box 10.3	Early detection and early treatment for Aboriginal and Torres Strait Islander Australians

	‘Early detection and early treatment for Aboriginal and Torres Strait Islander Australians’ is defined as the proportion of older people who received a health assessment under Medicare by Indigenous status.
Older people are defined as Aboriginal and Torres Strait Islander Australians aged 55 years or over and other Australians aged 75 years or over, excluding hospital inpatients and people living in aged care facilities. Health assessments are MBS items that allow comprehensive examinations of patient health, including physical, psychological and social functioning.
A small or narrowing gap between the proportion of Aboriginal and Torres Strait Islander and other Australians who received a health assessment can indicate more equitable access to early detection and early treatment services for Aboriginal and Torres Strait Islander Australians. An increase over time in the proportion of older Aboriginal and Torres Strait Islander Australians who received a health assessment is desirable as it indicates improved access to these services. 
This indicator provides no information about health assessments provided outside DHS Medicare (predominantly used by Aboriginal and Torres Strait Islander people in remote and very remote areas). Accordingly, this indicator understates the proportion of Aboriginal and Torres Strait Islander people who received early detection and early treatment services.
Data reported for this indicator are:
comparable (subject to caveats) across jurisdictions and over time
complete (subject to caveats) for the current reporting period. All required 2016‑17 data are available for all jurisdictions.

	

	


Nationally in 2016‑17, the proportion of older people receiving a health assessment was 37.3 per cent for Aboriginal and Torres Strait Islander people and 32.7 per cent for other Australians (figure 10.7).
Nationally, over the five years to 2016‑17, the proportion of older Aboriginal and Torres Strait Islander people who received an annual health assessment increased by 11.5 percentage points to 37.3 per cent, compared to an increase of 3.9 percentage points to 33.0 per cent for all older Australians (albeit from a lower base) (table 10A.25).


	Figure 10.7	Older people who received a health assessment by Indigenous status, 2016-17a

		




	a See box 10.3 and table 10A.25 for detailed definitions, footnotes and caveats.

	Source: Derived from Department of Health (unpublished) MBS Statistics, ABS (2014) Experimental estimates and projections, Aboriginal and Torres Strait Islander Australians 2001 to 2026, Cat. no. 3238.0; ABS (various years) Australian demographic statistics, Cat. no. 3101.0; table 10A.25. 

	

	


For Aboriginal and Torres Strait Islander people by age, the proportion who received an annual health assessment is higher for those aged 55 years or over (37.3 per cent) compared to those aged 15–54 years and 0–14 years (25.9 per cent and 27.4 per cent respectively) (table 10A.26).
Effectiveness
Access – Affordability of primary healthcare services
‘Affordability of primary healthcare services’ is an indicator of governments’ objective to provide primary healthcare services that are affordable (box 10.4).

	Box 10.4	Affordability of primary healthcare

	‘Affordability of primary healthcare’ is defined by two measures:
People deferring visits to GPs due to cost, defined as the proportion of people who delayed seeing or did not see a GP at any time in the previous 12 months due to cost. 

	(continued next page)

	

	



	Box 10.4	(continued)

	People deferring getting prescriptions filled due to cost, defined as the proportion of people who delayed getting or did not get a prescription filled at any time in the previous 12 months due to cost.
A low or decreasing proportion of people deferring visits to GPs or filling PBS prescriptions due to cost indicates more widely affordable access to GPs and medicines.
Data reported for these three measures are:
comparable (subject to caveats) across jurisdictions and over time
complete (subject to caveats) for the current reporting period. All required 2016-17 data are available for all jurisdictions.
The Patient Experience Survey (PEx) does not include people living in discrete Indigenous communities, which affects the comparability of the NT results for both measures.

	

	


Nationally in 2016‑17, 4.1 per cent of the population reported that they delayed or did not visit a GP in the previous 12 months due to cost (figure 10.8), and 7.3 per cent of the population reported they had delayed or did not purchase prescribed medicines in the previous 12 months due to cost (figure 10.9).

	Figure 10.8	People deferring visits to GPs due to costa, b

		




	a See box 10.4 and table 10A.27 for detailed definitions, footnotes and caveats. b Error bars represent the 95 per cent confidence interval associated with each point estimate.

	Source: ABS (unpublished) Patient Experience Survey (various years), Cat. no. 4839.0; table 10A.27.

	

	



	Figure 10.9	People deferring buying prescribed medicines due to costa, b 

	

	a See box 10.4 and table 10A.30 for detailed definitions, footnotes and caveats. b Error bars represent the 95 per cent confidence interval associated with each point estimate.

	Source: ABS (unpublished) Patient Experience Survey (various years), Cat. no. 4839.0; table 10A.30.

	

	


Access – Timeliness of primary healthcare services
‘Timeliness of primary healthcare services’ is an indicator of governments’ objective to ensure primary healthcare services are provided in a timely manner (box 10.5).

	Box 10.5	Timeliness of primary healthcare services

	‘Timeliness of primary healthcare services’ is defined by two measures:
Public dentistry waiting times, defined as the number of days waited at the 50th (median) and 90th percentiles between being placed on a selected public dentistry waiting list and either being offered dental care or receiving dental care 
GP waiting times for urgent medical care, defined as the proportion of people who, in the previous 12 months, saw a GP for urgent medical care within specified times from making the appointment. Specified waiting times are: less than 4 hours; 4 to less than 24 hours; 24 hours or more.
A shorter time waited to see a dental professional indicates more timely access to public dental services. A high or increasing proportion of people who saw a GP within 4 hours for urgent medical care indicates more timely access to GPs.
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	Box 10.5	(continued)

	Public dental waiting times only include records on persons eligible for public dental services who were aged 18 years or over. It excludes those on jurisdictional priority client schemes and those that access the service but pay full price.
Data reported for the public dentistry waiting times measure are:
comparable (subject to caveats) within jurisdictions over time but are not comparable across jurisdictions
incomplete for the current reporting period for dental waiting times. All required 2016-17 data were not available for NSW, Victoria and the NT.
Data reported for the GP waiting times measure are:
comparable (subject to caveats) across jurisdictions and over time
complete (subject to caveats) for the current reporting period. All required 2016-17 data are available for all jurisdictions.
The PEx does not include people living in discrete Indigenous communities, which affects the comparability of the NT results for the GP waiting times measure.

	

	


Public dentistry waiting times
Data for the time waited at the 50th and 90th percentiles by people on selected public dental waiting lists are presented for states and territories in Tables 10A.32–39.
GP waiting times for urgent medical care
Nationally in 2016‑17, for people who saw a GP for urgent care:
62.9 per cent waited less than 4 hours
11.7 per cent waited from 4 to less than 24 hours
25.4 per cent waited for 24 hours or more (table 10A.40).
Overall, 18.2 per cent of people who saw a GP for any reason waited longer than they felt was acceptable to get an appointment (table 10A.41).
Access — Potentially avoidable presentations to emergency departments
Potentially avoidable presentations (also known as ‘GP-type presentations’) to emergency departments is an indicator of governments’ objective for primary and community healthcare to be accessible (box 10.6).

	Box 10.6	Potentially avoidable presentations to emergency departments

	Potentially avoidable presentations to emergency departments (interim measure), are defined as the number of selected ‘GP‑type presentations’ to emergency departments, where selected GP‑type presentations are emergency presentations:
allocated to triage category 4 (semi‑urgent) or 5 (non‑urgent)
not arriving by ambulance, with police or corrections
not admitted or referred to another hospital
who did not die.
Potentially avoidable presentations to emergency departments are presentations for conditions that could be appropriately managed in the primary and community health sector. In some cases, this can be determined only retrospectively and presentation to an emergency department is appropriate. Factors contributing to GP‑type presentations at emergency departments include perceived or actual lack of access to GP services, the proximity of emergency departments and trust in emergency department staff. 
A low or decreasing proportion of potentially avoidable presentations to emergency departments can indicate better access to primary and community health care. 
Data reported for this measure are:
comparable (subject to caveats) within some jurisdictions over time but not comparable within other jurisdictions over time or across jurisdictions (see caveats in attachment tables)
complete (subject to caveats) for the current reporting period. All required 2016-17 data are available for all jurisdictions.

	

	


Nationally, there were around 2.8 million GP‑type presentations to public hospital emergency departments in 2016‑17 (table 10A.31).
Appropriateness – Developmental health checks
‘Developmental health checks’ is an indicator of governments’ objective to ensure that services are appropriate and responsive to the needs of children (box 10.7). 

	Box 10.7	Developmental health checks

	‘Developmental health checks’ are defined as the proportion of preschool-aged children who received a developmental health assessment.
A high or increasing proportion of preschool-aged children receiving developmental health checks is desirable.
Data are not yet available for reporting against this indicator. 

	

	


Previous reporting of data has been discontinued due to the removal of the Healthy Kids Check service from the MBS in 2015.
Appropriateness – Chronic disease management
‘Chronic disease management’ is an indicator of governments’ objective to ensure that primary and community health services are appropriate and responsive to meet the needs of individual needs throughout their lifespan (box 10.8). 

	Box 10.8	Chronic disease management

	‘Chronic disease management’ is defined by two measures:
Management of diabetes, defined as the proportion of people with diabetes with HbA1c (glycosylated haemoglobin) below 7 per cent 
Management of asthma, defined as the proportion of people with asthma who have a written asthma action plan.
A high or increasing proportion for each measure is desirable.
Data reported against this indicator are:
comparable (subject to caveats) across jurisdictions and over time
complete (subject to caveats) for the current reporting period. All required data are available for all jurisdictions for management of diabetes (2011‑12) and management of asthma (2014-15). 

	

	


Nationally, 50.5 per cent of people with known diabetes had a HbA1c level at or below 7 per cent (table 10A.43). However, only 77.5 per cent of people with known diabetes in 2011‑12 had a HbA1c test in the previous 12 months (table 10A.42). HbA1c provides a measure of the average blood glucose level for the preceding three months, and a HbA1c level at or below 7 per cent indicates appropriate management.
Written asthma action plans enable people with asthma to recognise and respond quickly and appropriately to deteriorating asthma symptoms, thereby preventing or reducing the severity of acute asthma episodes (ACAM 2008). Nationally, the age-standardised proportion of people with asthma reporting that they have a written asthma action plan was 28.4 per cent in 2014‑15, compared to 22.9 per cent in 2004‑05 (figure 10.10). In all jurisdictions, the proportion was higher for children aged 0–14 years than for other age groups (table 10A.44).

	Figure 10.10	People with asthma who have a written asthma action plana, b, c

		




	a See box 10.8 and table 10A.44 for detailed definitions, footnotes and caveats. b NT data not published for 2004-05. c Error bars represent the 95 per cent confidence interval associated with each point estimate.

	Source: ABS (unpublished) Australian Health Survey, 2011–2013 (2011‑12 NHS component), Cat. No. 4364.0; ABS (unpublished) National Health Survey, 2014-15, 2007‑08, 2004‑05, Cat. No. 4364.0; table 10A.44. 

	

	


Appropriateness – Immunisation coverage
‘Immunisation coverage’ is an indicator of governments’ objective to ensure primary and community health services are appropriate and responsive to meet the needs of individuals throughout their lifespan and communities (box 10.9).

	Box 10.9	Immunisation coverage

	‘Immunisation coverage’ is defined by four measures:
the proportion of children aged 12<15 months who are fully immunised (at this age, against diphtheria, tetanus, pertussis (whooping cough), polio, hepatitis b, Haemophilus influenzae type b and pneumococcal)
the proportion of children aged 24<27 months who are fully immunised (at this age, against diphtheria, tetanus, whooping cough, polio, Haemophilus influenzae type b, hepatitis B, measles, mumps and rubella, meningococcal C and varicella)
the proportion of children aged 60<63 months who are fully immunised (at this age, against diphtheria, tetanus, whooping cough, polio, measles, mumps and rubella)

	(continued next page)

	

	



	Box 10.9	(continued)

	influenza vaccination coverage for older people, defined as the proportion of people aged 65 years or over who have been vaccinated against seasonal influenza.
A high or increasing proportion of those immunised is desirable.
Data reported against this indicator are:
comparable (subject to caveats) across jurisdictions and over time
incomplete (subject to caveats) for the current reporting period. Data are not available for influenza vaccination coverage for older people.

	

	


The proportion of children fully immunised in 2016‑17 was: 93.8 per cent for children aged 12 to less than 15 months; 90.9 per cent for children aged 24 to less than 27 months; and 93.6 per cent for children aged 60 to less than 63 months (figure 10.11).

	Figure 10.11	Children who were fully immunised, by age (months) 
2016-17a

		[image: ]




	a See box 10.9 and tables 10A.46–48 for detailed definitions, footnotes and caveats.

	Source: Department of Health (unpublished) Australian Immunisation Register (AIR) data collection; tables 10A.46–48. 

	

	


Appropriateness – Cancer screening 
‘Cancer screening’ is an indicator of governments’ objective to ensure primary and community health services are appropriate and responsive to meet the needs of individuals throughout their lifespan and communities (box 10.10).

	Box 10.10	Cancer screening

	‘Cancer screening’ is defined by three measures:
Participation for women in breast cancer screening, defined as the proportion of women aged 50–74 years who are screened in the BreastScreen Australia Program over a 24 month period, reported as a rate
Participation for women in cervical screening, defined as the proportion of the estimated eligible population of women (not had a hysterectomy) aged 20–69 years who are screened over a 24 month period, reported as a rate 
Participation of persons in bowel cancer screening, defined as persons aged 50–74 years who were invited to participate in the National Bowel Cancer Screening Program over a 24 month period and returned a completed test kit within 6 months of the end of that period, divided by the number of invitations issued minus those people who opted out or suspended without completing their screening test.
High or increasing participation rates are desirable.
Data reported against this indicator are:
comparable (subject to caveats) across jurisdictions and over time. A break in series with the change of target age group for breast cancer screening from 50–69 years to 50–74 years means that data from 2014–2015 onwards are not comparable to earlier time periods
complete (subject to caveats) for the current reporting period. All required data for the 24‑month period 2015–2016 are available for all jurisdictions and cancer screening programs.

	

	


The national age-standardised participation rate for women aged 50–74 years for 2015–2016 was 54.4 per cent (figure 10.12), an increase from 53.2 per cent for 2014–2015 (table 10A.49).
Aboriginal and Torres Strait Islander women and women living in outer regional, remote and very remote areas can experience particular language, cultural and geographic barriers to accessing breast cancer screening. Participation rates for community groups at or close to those for the total population indicate equitable access to early detection services, bearing in mind that data are not directly comparable within or across community groups as Indigenous status identification in administrative records varies. For 2015–2016, the participation rate for Aboriginal and Torres Strait Islander women aged 50–74 years was 38.8 per cent (table 10A.50).

	Figure 10.12	Participation in BreastScreen Australia screening programs — women aged 50–74 years 2015–2016 (24 month period)a

		




	a See box 10.10 and table 10A.49 for detailed definitions, footnotes and caveats.

	Source: AIHW (2017) Participation in BreastScreen Australia 2015–2016; table 10A.49. 

	

	


[bookmark: TableTitle]For 2015–2016, the national age‑standardised participation rate for women aged 20–69 years in cervical screening was 56.3 per cent (figure 10.13). Data are presented for a ten-year time series in table 10A.51.

	Figure 10.13	Participation rate for women aged 20–69 years in cervical screening (24 month period)a

		




	a See box 10.10 and table 10A.51 for detailed definitions, footnotes and caveats.

	Source: AIHW (2017) Participation in the National Cervical Screening Program 2015–2016; AIHW (2016) Cervical screening in Australia 2014–2015; table 10A.51. 

	

	


For 2015–2016, the national participation rate for persons aged 50–74 years in bowel cancer screening was 40.9 per cent, an increase from 38.9 per cent for 2014–2015 (table 10.52).
[bookmark: OLE_LINK12]Quality — Safety — General practices with accreditation
‘General practices with accreditation’ is an indicator of governments’ objective to ensure primary and community health services are high quality and safe (box 10.11).

	Box 10.11	General practices with accreditation

	‘General practices with accreditation’ is defined as the proportion of general practices in Australia that are accredited. Accreditation is a voluntary process of independent third‑party peer review that assesses general practices against a set of standards developed by the Royal Australasian College of General Practitioners.
A high or increasing proportion of practices with accreditation can indicate an improvement in the capability of general practice to deliver high quality services. However, general practices without accreditation may deliver services of equally high quality. For a particular general practice, the decision to seek accreditation might be influenced by perceived costs and benefits unrelated to its quality standards.
Data reported for this indicator are:
comparable (subject to caveats) across jurisdictions and over time
incomplete for the current reporting period as data for the number of general practices are not available.

	

	


Data for the number of accredited practices and the available historical data for the proportion of general practices with accreditation are reported in table 10A.53.
Quality — Responsiveness — Patient satisfaction
 ‘Patient satisfaction’ is an indicator of governments’ objective that primary and community health services are high quality (box 10.12).

	Box 10.12	Patient satisfaction

	‘Patient satisfaction’ is defined as the quality of care as perceived by the patient. It is measured as patient experience of aspects of care that are key factors in patient outcomes and can be readily modified. Two measures of patient experience of communication with health professionals — a key aspect of care — are reported:
the proportion of people who saw a GP in the previous 12 months where the GP always or often: listened carefully to them; showed respect; and spent enough time with them
the proportion of people who saw a dental professional in the previous 12 months where the dental professional always or often: listened carefully to them; showed respect; and spent enough time with them.
High or increasing proportions can indicate improved satisfaction from the patient’s perspective with the quality of care.
Data reported against this indicator are:
comparable (subject to caveats) across jurisdictions and over time
complete (subject to caveats) for the current reporting period. All required 2016-17 data are available for all jurisdictions.
Data are sourced from the ABS Patient Experience survey, which  does not include people living in discrete Aboriginal and Torres Strait Islander communities. This affects the comparability of the NT results.

	

	


Nationally in 2016‑17, the majority of respondents reported that the GP always or often:
listened carefully to them (91.6 per cent)
showed respect (94.1 per cent)
spent enough time with them (90.6 per cent) (figure 10.14).
Nationally in 2016‑17, the majority of respondents reported that dentists always or often:
listened carefully to them (95.9 per cent)
showed respect (96.6 per cent)
spent enough time with them (96.7 per cent) (figure 10.15).
Data for both measures are presented by remoteness in tables 10A.54–57.

	Figure 10.14	People whose GP always or often listened carefully, showed respect, spent enough time, 2016-17a, b

	

	a See box 10.12 and table 10A.54 for detailed definitions, footnotes and caveats. b Error bars represent the 95 per cent confidence interval associated with each point estimate.

	Source: ABS (unpublished) Patient Experience Survey 2016-17, Cat. no. 4839.0; table 10A.54. 

	

	



	Figure 10.15	People whose dental professional always or often listened carefully, showed respect, spent enough time, 2016-17a, b

	

	a See box 10.12 and table 10A.56 for detailed definitions, footnotes and caveats. b Error bars represent the 95 per cent confidence interval associated with each point estimate.

	Source: ABS (unpublished) Patient Experience Survey 2016-17, Cat. no. 4839.0; table 10A.56. 

	

	


Quality — Continuity — Continuity of care
‘Continuity of care’ is an indicator of government’s objective to ensure that services are well co-ordinated to ensure continuity of care where more than one service type, and/or ongoing service provision is required (box 10.13).

	Box 10.13	Continuity of care

	‘Continuity of care’ is defined by two measures:
· the proportion of GP management plans and team care assessment plans that have been reviewed in the last 12 months
· patients who have seen three or more health professionals in the last 12 months for the same condition and who were satisfied with the management of their condition.
High or increasing proportions of patient management plans being reviewed and patients who are satisfied with the management of their condition by health professionals are desirable.
Further work is required for developing these measures for reporting against this indicator.

	

	


Sustainability — Workforce sustainability 
‘Workforce sustainability’ is an indicator of government’s objective to provide sustainable primary and community healthcare services (box 10.14).

	Box 10.14	Workforce sustainability

	‘Workforce sustainability’ is defined by two measures: 
the proportions of general practitioners in ten year age brackets
the attrition rate of Full Service Equivalent (FSE) general practitioners who exit the workforce as a proportion of the number of FSE employees by age bracket.
A high or increasing percentage of the workforce that are new entrants and/or low or decreasing proportions of the workforce that are close to retirement is desirable. A low or decreasing rate of workforce attrition is desirable.
These measures are not a substitute for a full workforce analysis that allows for migration, trends in full-time work and expected demand increases. They can, however, indicate that further attention should be given to workforce sustainability for general practitioners.
Further work is required for developing these measures for reporting against this indicator.

	

	


Efficiency
Cost to government of general practice per person
‘Cost to government of general practice per person’ is an indicator of governments’ objective to provide primary and community health services in an efficient manner (box 10.15).

	Box 10.15	Cost to government of general practice per person

	‘Cost to government of general practice per person’ is defined as the cost to government of general practice per person in the population.
This indicator needs to be interpreted with care. A low or decreasing cost per person can indicate higher efficiency, provided services are equally or more effective. It can also reflect service substitution between primary healthcare and hospital or specialist services — potentially at greater expense.
Cost to government of general practice does not capture costs of salaried GP service delivery models, used particularly in rural and remote areas, where primary healthcare services are provided by salaried GPs in community health settings, through emergency departments, and Aboriginal and Torres Strait Islander primary healthcare services. Therefore, costs are understated for jurisdictions where a large proportion of the population live in rural and remote areas.
Data reported for this indicator are:
comparable (subject to caveats) across jurisdictions and over time but a break in time series means that data from 2012‑13 onwards are not comparable to data for previous years
complete (subject to caveats) for the current reporting period. All required 2016-17 data are available for all jurisdictions.

	

	


Nationally in 2016‑17, total expenditure per person on general practice was $371 per person, increasing in real terms from $316 per person in 2012‑13 (figure 10.16). 

	Figure 10.16	Australian Government fee‑for‑service expenditure per person on GPs (2016-17 dollars)a

		




	a See box 10.15 and table 10A.2 for detailed definitions, footnotes and caveats.

	Source: Department of Health (unpublished) MBS Statistics; DVA (unpublished), DVA data collection; table 10A.2. 

	

	


Outcomes
Outcomes are the impact of services on the status of an individual or group (see chapter 1). 
Notifications of selected childhood diseases
‘Notifications of selected childhood diseases’ is an indicator of governments’ objective for primary and community health services to promote health and prevent illness (box 10.16). 

	Box 10.16	Notifications of selected childhood diseases

	‘Notifications of selected childhood diseases’ is defined as the number of notifications of measles, pertussis and invasive Haemophilus influenzae type b reported to the National Notifiable Diseases Surveillance System by State and Territory health authorities for children aged 0–14 years, per 100 000 children in that age group.
A low or reducing notification rate for the selected diseases indicates that the immunisation program is more effective.

	(continued next page)

	

	



	Box 10.16	(continued)

	Measles, pertussis (whooping cough) and invasive Haemophilus influenzae type b are nationally notifiable vaccine preventable diseases, and notification to the relevant State or Territory authority is required on diagnosis.
Data reported against this indicator are:
comparable (subject to caveats) across jurisdictions and over time
complete (subject to caveats) for the current reporting period. All required 2016-17 data are available for all jurisdictions.

	

	


Nationally in 2016‑17, the rate of notifications for children aged 0–14 years was:
0.1 per 100 000 for Haemophilus influenzae type b (table 10A.60)
0.7 per 100 000 for measles (table 10A.58)
181.1 per 100 000 for pertussis (whooping cough) (figure 10.17 and table 10A.59).
Historical data for ten years of reporting are in tables 10A.58–60.

	Figure 10.17	Notifications of pertussis (whooping cough) per 100 000 children aged 0–14 yearsa

		




	a See box 10.16 and table 10A.59 for detailed definitions, footnotes and caveats.

	Source: Department of Health (unpublished) NNDSS, ABS (various years) Population by Age and Sex, Australian States and Territories, Cat. no. 3201.0; table 10A.59. 

	

	


Selected potentially preventable hospitalisations
‘Selected potentially preventable hospitalisations’ is an indicator of governments’ objective for primary and community health services to promote health, prevent illness and to support people to manage their health issues in the community (box 10.17).

	Box 10.17	Selected potentially preventable hospitalisations

	‘Selected potentially preventable hospitalisations’ is defined as hospital admissions that may be avoided by effective management of illness and injury in the primary and community healthcare sector or, in some cases, by preventing illness and injury altogether. Two measures of selected potentially preventable hospitalisations are reported by jurisdiction of residence:
Potentially preventable hospitalisations for selected vaccine preventable, acute and chronic conditions
Potentially preventable hospitalisations for diabetes (Type 2 diabetes mellitus as principal diagnosis).
Low or decreasing separation rates for selected potentially preventable hospitalisations can indicate more effective management of selected conditions in the primary and community healthcare sector and/or more effective preventative programs. Factors outside the control of the primary and community healthcare sector also influence hospitalisation rates for these conditions. For example, the underlying prevalence of conditions, patient compliance with management and older people’s access to aged care services and other support.
Data reported for this indicator are:
comparable (subject to caveats) across jurisdictions and over time, except for the diabetes measure 
complete (subject to caveats) for the current reporting period except for the diabetes measure for which data are not published for Tasmania, the ACT and the NT. All other required 2015‑16 data are available for other jurisdictions.

	

	


[bookmark: BoxTitle]Nationally, the age‑standardised hospital separation rate for selected vaccine preventable, acute and chronic conditions was 26.4 per 1000 people in 2015‑16 (table 10.1). 

	Table 10.1	Separations for selected potentially preventable hospitalisations per 1000 people, 2015-16 (ASR)a

		
	NSW
	Vic
	Qld
	WA
	SA
	Tas
	ACT
	NT
	Aust

	Vaccine preventable conditions
	1.7
	1.8
	2.4
	1.5
	2.3
	1.4
	1.4
	8.8
	2.0

	Selected acute conditions
	11.3
	11.4
	15.3
	12.7
	13.3
	11.2
	10.3
	24.8
	12.6

	Selected chronic conditions
	10.8
	12.3
	14.0
	11.1
	11.8
	10.5
	9.6
	22.7
	12.0

	Total
	23.7
	25.3
	31.5
	25.1
	27.0
	22.9
	21.2
	54.6
	26.4




	a See box 10.17 and table 10A.61 for detailed definitions, footnotes and caveats.

	Source: AIHW Admitted patient care 2015‑16: Australian hospital statistics; table 10A.61.

	

	


For 2015‑16 and prior years, the age‑standardised hospital separation rate was higher for Aboriginal and Torres Strait Islander Australians than for other Australians in all jurisdictions for which data by Indigenous status are reported (table 10A.62).
Nationally in 2015‑16, the age-standardised hospital separation rate for diabetes was 117.3 separations per 100 000 people (table 10A.69). The age-standardised separation rate for Aboriginal and Torres Strait Islander people (excluding separations for diabetes complications as an additional diagnosis) was 2.5 times the rate for all Australians (table 10A.68).
The most serious complication of Type 2 diabetes most commonly leading to hospitalisation in 2015‑16 was circulatory complications, with an age standardised rate of 18 per 100 000 people (table 10A.69). Serious circulatory complications of diabetes can necessitate lower limb amputation. In 2015‑16, there were 17.7 age-standardised hospital separations per 100 000 people for lower limb amputations where Type 2 diabetes mellitus was a principal or additional diagnosis (table 10A.71). 
10.4	Definitions of key terms
	Age standardised
	Removing the effect of different age distributions (across jurisdictions or over time) when making comparisons, by weighting the age‑specific rates for each jurisdiction by the national age distribution.

	Annual cycle of care for people with diabetes mellitus within general practice
	The annual cycle of care comprises the components of care, delivered over the course of a year, that are minimum requirements for the appropriate management of diabetes in general practice based on RACGP guidelines.
MBS items can be claimed on completion of the annual cycle of care according to MBS requirements for management, which are based on but not identical to the RACGP guidelines.

	Asthma Action Plan
	An asthma action plan is an individualised, written asthma action plan incorporating information on how to recognise the onset of an exacerbation of asthma and information on what action to take in response to that exacerbation, developed in consultation with a health professional.
Source: ACAM (Australian Centre for Asthma Monitoring) 2007, Australian asthma indicators: Five‑year review of asthma monitoring in Australia. Cat. no. ACM 12, AIHW.

	Closed treatment episode
	A closed treatment episode is a period of contact between a client and an alcohol and other drug treatment agency. It has defined dates of commencement and cessation, during which the principal drug of concern, treatment delivery setting and main treatment type did not change. Reasons for cessation of a treatment episode include treatment completion, and client non‑participation in treatment for 3 months or more. Clients may have more than one closed treatment episode in a data collection period.

	Community health services
	Health services for individuals and groups delivered in a community setting, rather than via hospitals or private facilities.



	Comparability
	Data are considered comparable if (subject to caveats) they can be used to inform an assessment of comparative performance. Typically, data are considered comparable when they are collected in the same way and in accordance with the same definitions. For comparable indicators or measures, significant differences in reported results allow an assessment of differences in performance, rather than being the result of anomalies in the data.

	Completeness
	Data are considered complete if all required data are available for all jurisdictions that provide the service.

	Consultations
	The different types of services provided by GPs.

	Cost to government of general practice per person
	Cost to the Australian Government of total non‑referred attendances by non‑specialist medical practitioners per person.

	Full time service equivalents (FSE)
	FSE (Full Service Equivalent) is an estimated measure of medical workforce based on Medicare claims information. Although Medicare claims data does not include information on hours worked it does have sufficient time‑based items to estimate a proxy for hours worked. The FSE methodology models total hours worked for each practitioner based on the number of days worked, volume of services, and schedule fees. One FSE is approximately equivalent to a workload of 7.5 hours per day, five days per week. The FSE for each practitioner is capped at 2.5.

	General practice
	The organisational structure with one or more GPs and other staff such as practice nurses. A general practice provides and supervises healthcare for a ‘population’ of patients and may include services for specific populations, such as women’s health or Aboriginal and Torres Strait Islander health.

	General practitioner (GP)
	Vocationally registered GPs — medical practitioners who are vocationally registered under s.3F of the Health Insurance Act 1973 (Cwlth), hold Fellowship of the RACGP or the Australian College of Rural and Remote Medicine (ACRRM) or equivalent, or hold a recognised training placement. From 1996 vocational registration is available only to GPs who attain Fellowship of the RACGP or (from April 2007) the ACRRM, or hold a recognised training placement.
Other medical practitioners (OMP) — medical practitioners who are not vocationally registered GPs.

	GP‑type services
	Non‑referred attendances by vocationally registered GPs and OMPs, and practice nurses.

	Haemophilus influenzae type b
	A bacterium which causes bloodstream infection, meningitis, epiglottitis, and pneumonia (Department of Health 2013a).

	Non‑referred attendances


	GP services, emergency attendances after hours, other prolonged attendances, group therapy and acupuncture. All attendances for specialist services are excluded because these must be ‘referred’ to receive DHS Medicare reimbursement.

	Nationally notifiable disease 
	A communicable disease that is on the Communicable Diseases Network Australia’s endorsed list of diseases to be notified nationally (Department of Health 2013b). On diagnosis of these diseases, there is a requirement to notify the relevant State or Territory health authority.

	Other medical practitioner (OMP)
	A medical practitioner other than a vocationally registered GP who has at least half of the schedule fee value of his/her DHS Medicare billing from non‑referred attendances. These practitioners are able to access only the lower A2 DHS Medicare rebate for general practice services they provide, unless the services are provided through certain Departmental incentive programs.

	Pap smear
	A procedure for the detection of cancer and pre‑cancerous conditions of the female cervix.

	PBS doctor’s bag
	Emergency drug supplies provided without charge to prescribers for use in medical emergencies in the clinic or the community at no charge to the patient.

	Per person benefits paid for GP ordered pathology 
	Total benefits paid under DHS Medicare for pathology tests requested by GPs, divided by the population.

	Per person benefits paid for GP referred diagnostic imaging
	Total benefits paid for diagnostic imaging services performed on referral by GPs, divided by the population.

	Primary healthcare
	The primary and community healthcare sector includes services that:
provide the first point of contact with the health system
have a particular focus on illness prevention or early intervention
are intended to maintain people’s independence and maximise their quality of life through care and support at home or in local community settings.

	Primary Health Networks
	Primary Health Networks (PHNs) are a national network of independent primary health care organisations (replacing Medicare Locals (MLs) from 1 July 2015) with the objective to improve the efficiency and effectiveness of medical services for patients at risk of poor health outcomes and to improve coordination of care, particularly for those with chronic and complex conditions.

	Prevalence
	The proportion of the population suffering from a disorder at a given point in time (point prevalence) or given period (period prevalence).

	Public health
	The organised, social response to protect and promote health and to prevent illness, injury and disability. The starting point for identifying public health issues, problems and priorities, and for designing and implementing interventions, is the population as a whole or population subgroups. Public health is characterised by a focus on the health of the population (and particular at‑risk groups) and complements clinical provision of healthcare services.

	Recognised immunisation provider
	A provider recognised by DHS Medicare as a provider of immunisation.

	Recognised specialist
	A medical practitioner classified as a specialist by the Medical Board of Australia and on the DHS Medicare database earning at least half of his or her income from relevant specialist items in the schedule, having regard to the practitioner’s field of specialist recognition.

	Screening
	The performance of tests on apparently well people to detect a medical condition earlier than would otherwise be possible.

	Triage category
	The urgency of the patient’s need for medical and nursing care:
category 1 — resuscitation (immediate within seconds)
category 2 — emergency (within 10 minutes)
category 3 — urgent (within 30 minutes)
category 4 — semi‑urgent (within 60 minutes)
category 5 — non‑urgent (within 120 minutes).
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2004-05	6.1	5.9	4.4000000000000004	5.4	4.3	4.2	9.5	0	2.7	6.1	5.9	4.4000000000000004	5.4	4.3	4.2	9.5	0	2.7	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	24.3	27	21	15	22.6	17.3	27	0	22.9	2007-08	4.5	4.9000000000000004	4.4000000000000004	6	5.7	6.3	5.2	37.700000000000003	2.2999999999999998	4.5	4.9000000000000004	4.4000000000000004	6	5.7	6.3	5.2	37.700000000000003	2.2999999999999998	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	20.399999999999999	22.9	19.7	17.399999999999999	21.9	17.100000000000001	21.8	40.9	20.8	2011-12	5.0999999999999996	4.9000000000000004	5	7.3	5.5	6.3	7	11.3	2.2000000000000002	5.0999999999999996	4.9000000000000004	5	7.3	5.5	6.3	7	11.3	2.2000000000000002	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	26.6	25.3	18.399999999999999	24.5	29.3	22.6	24.3	33.700000000000003	24.6	2014-15	5.0999999999999996	4.7	5.5	7	7.1	5.4	7	13.8	2.2999999999999998	5.0999999999999996	4.7	5.5	7	7.1	5.4	7	13.8	2.2999999999999998	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	32.799999999999997	26.9	26	23.2	35.799999999999997	22.4	32.799999999999997	34	28.4	
Per cent



2015–2016	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	52.5	53.7	56.3	55.2	58.7	57.1	56.7	36.6	54.4	
Per cent


2011 and 2012	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	56.797417299999999	61.093637600000001	55.792890800000002	55.923567400000003	59.404609000000001	56.574889800000001	57.233674999999998	53.835611900000004	57.732882600000003	2013 and 2014	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	57.046484	60.325301799999998	56.412504200000001	56.074313400000001	59.4122451	57.922649900000003	57.920738999999998	55.230423199999997	57.8127152	2015 and 2016	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	55.9	58.7	53.9	55.4	57.9	56.7	56.9	54	56.3	
Per cent



Listened carefully	0.7	1.1000000000000001	0.9	1.3	0.9	1.6	2.5	2.4	0.5	0.7	1.1000000000000001	0.9	1.3	0.9	1.6	2.5	2.4	0.5	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	91.9	91.4	91.3	92.3	91.9	91	92.6	86	91.6	Showed respect	1.1000000000000001	1.1000000000000001	0.9	0.9	0	1.3	1.9	2.1	0	1.1000000000000001	1.1000000000000001	0.9	0.9	0	1.3	1.9	2.1	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	94.2	94.4	94	93.8	94.1	94	95.3	90.8	94.1	Spent enough time	0.7	1.4	1.2	1.4	0	1.6	2.5	2	0.5	0.7	1.4	1.2	1.4	0	1.6	2.5	2	0.5	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	91	90.1	90.3	91.4	91.1	91	89.4	86.8	90.6	
Per cent



Listened carefully	4.3	0	1.3	0	4.7	2.6	1.5	2.1	2.4	4.3	0	1.3	0	4.7	2.6	1.5	2.1	2.4	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	96.1	95.7	95.5	96.9	96.2	94.3	95.9	95.8	95.9	Showed respect	0	5.5	0.9	0	4.8	2.2000000000000002	2.6	0	2.5	0	5.5	0.9	0	4.8	2.2000000000000002	2.6	0	2.5	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	96.6	96.6	96.1	97.1	97.6	95.5	94.8	98.2	96.6	Spent enough time	0	5.5	0.9	1.3	4.8	0	2.2999999999999998	1.5	2.5	0	5.5	0.9	1.3	4.8	0	2.2999999999999998	1.5	2.5	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	96.2	96.7	96	98.3	97.5	96.1	96.1	98	96.7	
Per cent



2012-13 to 2015-16	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	338.64936774882875	320.24956542086437	326.07290673555798	240.50467562604214	328.42629118940368	308.53476236383295	233.43187003693805	204.75452676373862	316.37512599125341	2013-14	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	373.27722454379125	358.47065873019983	366.32551040203288	278.53198550771225	371.56059025190046	359.95369244389099	256.93289287694552	284.45045409010896	354.52907527364039	2014-15	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	382.36747698135366	367.99856483617589	380.63257589232995	294.3535108958838	380.60825195107543	364.10569934107735	268.29016613352593	304.17783964137305	365.56168973088091	2015-16	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	383.92635288737387	368.42197423947925	391.82568685429186	305.69542059811073	385.89722131684272	368.37751544247823	274.29118120774632	333.15439431875456	370.55960670130895	2016-17	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	381.09510757597883	361.35777895326356	396.33567641514009	326.03937708253176	386.78692530894614	370.09921972834985	280.75580150737079	347.27890046031797	371.38257830891013	
$/person



2012-13 to 2015-16	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	154.6584529380404	88.141634090146681	257.88009449775666	108.18653636480585	99.941530805107206	690.67899219827541	124.69006635804682	95.774647887323951	162.22771767845109	2013-14	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	69.748294686189553	80.916155944410505	125.44095292091302	102.09258996781105	119.91946816560372	67.515533847435989	88.257543918634951	27.838093647347026	90.894044553086843	2014-15	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	231.987883741616	173.00089149841455	62.15139611830476	79.138743778702974	115.10723766120887	10.598047839587949	149.72321808766364	7.4175722286095764	148.15625026725741	2015-16	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	616.7530553410661	95.648146371810924	163.16106086350828	125.3887150156486	241.5789842990367	18.117100411364753	234.22040948188828	74.32319441089578	289.40117125652273	2016-17	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	332.69531881987422	47.191333481077841	84.55103504645615	129.57213116069352	372.16079709360139	10.6972465287435	235.69856627557198	272.63220794741557	181.09699001312322	
Notifications/100 000 children



2012-13 to 2015-16	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	6.3581000000000003	6.0392000000000001	6.0638000000000005	4.6398999999999999	6.0836999999999994	5.6791999999999998	4.5937000000000001	3.6560999999999999	5.9412000000000003	2013-14	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	6.4912999999999998	6.2106000000000003	6.2106000000000003	4.7969999999999997	6.1888000000000005	5.7381000000000002	4.6802000000000001	3.9931999999999999	6.0848000000000004	2014-15	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	6.6204000000000001	6.3481000000000005	6.3875999999999999	5.0301	6.3423999999999996	5.8666	4.7711999999999994	4.4773999999999994	6.2423000000000002	2015-16	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	6.7313000000000001	6.4943999999999997	6.6323999999999996	5.3048999999999999	6.5087999999999999	5.9797000000000002	4.923	4.9616000000000007	6.4163000000000006	2016-17	NSW	Vic	Qld	WA	SA	Tas	ACT	NT	Aust	6.6898888415962929	6.4224289091347897	6.7002599852285307	5.6693173268198152	6.6100709041413745	6.0065928137944322	5.0314859880463478	5.0949365022362967	6.4509162463884984	
Services  per person
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Outputs Outcomes

Patient satisfaction

Timeliness of primary 

healthcare services

General practices with 

accreditation

Early detection and 

early treatment for 

Aboriginal and 

Torres Strait Islander 

Australians

Availability of primary 

healthcare services

Effectiveness

Responsiveness

Notifications 

of selected 

childhood 

diseases

Selected 

potentially 

preventable 

hospitalisations

Affordability of primary 

healthcare services

Key to indicators*

Most recent data for all measures are either not comparable and/or not complete

No data reported and/or no measures yet developed 

Most recent data for all measures are comparable and complete

Most recent data for at least one measure are comparable and complete

* A description of the comparability and completeness of each measure is provided in indicator interpretation boxes within the chapter

Text

Text

Text

Text

Cost to government of 

general practice per 

person

Chronic disease 

management

Access Equity

Developmental health 

checks

Access

Immunisation coverage

Cancer screening

Appropriateness

Quality

Safety

Potentially avoidable 

presentations to 

emergency 

departments

Continuity of care

Workforce 

sustainability

Continuity

Sustainability

Efficiency

Objectives

PERFORMANCE


