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In 2005, there were 151 910 people living
in residential aged-care facilities (RACFs) in
Australia.3 RACFs have previously been
known as hostels or nursing homes. They
provide high-level medical and residential
care to people who are unable to live in the
community because of illness and disability,
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ABSTRACT

Objectives:  To describe the patients seen and the clinical activity undertaken by 
general practitioners during encounters at residential aged-care facilities (RACFs), 
and to ascertain how these differ from all GP encounters in Australia as a whole.
Design and participants:  A secondary analysis of encounter data from the Bettering 
the Evaluation and Care of Health (BEACH) study, April 2004 to March 2006, comparing 
RACF consultations (identified by Medicare item numbers) with all BEACH study 
encounters in Australia. Participants were a random sample of GPs who had claimed at 

 375 general practice Medicare items in the 3 months prior to the study.
 outcome measures:  Differences in the characteristics of GPs and patients at 
 consultations, morbidities managed, and treatments provided to patients.

lts:  Over the study period there were 2310 RACF encounters out of a total of 
00 BEACH encounters; 360/1970 GPs (18.4%) recorded at least one RACF 
ultation. GPs aged � 45 years were more likely to record at least one RACF 
ultation than those aged < 45 years. Patients were predominantly women (70.7%), 

and 83.4% were aged � 75 years. At RACF consultations, problems managed 
significantly more often included chronic problems, as well as psychological, 
neurological, urological, circulatory, eye and musculoskeletal problems. Dementia was 
the most common problem managed, at 33 times the usual management rate in 
everyday practice. Significantly fewer medications, non-pharmacological treatments, 
referrals, pathology and imaging tests were recorded at RACF consultations.
Conclusion:  GP encounters at RACFs involve the management of chronic and complex 
conditions, including some not frequently seen in everyday general practice. The 
provision of additional education and resources where required may assist with 
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workforce shortages in this setting.

See also page 92
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 nges have been made to the aged-

e system over the past decade to
lp older people stay in their own

homes for longer, with the introduction of
various programs such as the Home and
Community Care Program1 and the
Extended Aged Care at Home package.2

However, the number of people in residen-
tial aged care has continued to rise.3

particularly older people.3

There are no resident general practition-
ers at RACFs in Australia. GP attendances at
RACFs are funded through the Medicare
Benefits Schedule (MBS), which operates on
a “fee-for-service” basis. Thus GPs are paid a
set fee, based on the length and complexity
of the consultation, for each patient they see
at an RACF.

Published data reveal that the GP work-
force attending RACFs has changed over the
past two decades.4 GPs who attend RACFs
are more likely to be older4,5 and more likely
to be male4 than GPs who do not. According
to the Bettering the Evaluation and Care of
Health (BEACH) study of general practice,
in 2005–06, 46.1% of GPs reported attend-
ing an RACF in the 4 weeks before partici-
pation in the study.6

However, few data are available on the
problems managed and treatments pro-
vided by GPs attending RACFs. Such data
could provide a better understanding of the
differences between caring for patients in
RACFs and in everyday general practice.
The objectives of our study were therefore
to describe the content of GP consultations
in RACFs and to ascertain how these differ
from general practice consultations as a
whole.

METHODS

For the period April 2004 to March 2006,
we conducted a secondary analysis of data
from the BEACH study, a continuous
national study of general practice activity.
The methods, the reliability and validity of
these methods, and the representativeness

of the sample have been discussed in detail
elsewhere.6,7 Briefly, each year we approach
GPs randomly selected by the Department
of Health and Ageing from Medicare data.
Typically, about 1000 GPs (about 30% of
those approached) agree to participate.
Each GP records details for 100 consecu-
tive patient encounters, the combined
results building an annual database of
about 100 000 encounters. Compared with
all GPs in the sample frame, younger GPs
(< 35 years) were under-represented in our
final sample. We corrected for this by post-
stratification weighting. The final weighted
dataset demonstrated high precision for the
age–sex distribution of patients at encoun-
ter compared with that for all Group A1
(general practice) MBS-claimed items of
service.6

Our study compares the content of
encounters at which the GP recorded an
MBS item number for attendance at an
RACF with all BEACH encounters recorded
during the same period. Morbidity was clas-
sified according to the International Classifi-

cation of Primary Care, 2nd edition (ICPC-2).8

Pathology and imaging tests and clinical and
procedural treatments were coded using
ICPC-2 PLUS,9 a more specific interface
terminology classified according to ICPC-2.
Results are reported as a proportion of
encounters or a rate per 100 encounters,
with 95% confidence intervals, adjusted for
the cluster study design. For comparisons
between groups, non-overlapping confi-
dence intervals indicate statistically signifi-
cant differences at the 0.05 level.

Ethical approval
Ethical approval for the BEACH study was
obtained from the Human Research Ethics
Committee of the University of Sydney and
the Ethics Committee of the Australian Insti-
tute of Health and Welfare.

RESULTS
During the study period, 1970 GPs recorded
details of 197 000 encounters, 2310 (1.2%)
of which were claimable under the MBS as
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items relating to RACF consultations. There
were 360 GPs (18.4% of participants) who
recorded at least one RACF consultation.
The likelihood of recording at least one
RACF consultation increased with the age of
the GP: those aged � 45 years were more
likely to have recorded an RACF consulta-
tion than those aged < 45 years. GPs attend-
ing RACF consultations were more likely to
be male than female (Box 1).

Patients at RACF consultations were pre-
dominantly women (70.7%), and most
(83.4%) were aged � 75 years. Four out of
five patients (83.3%) had a Health Care
Card, and 15.0% held a Veterans’ Affairs
card. Most patients (96.1%) had been seen
previously by the GP, and 6.4% were from a
non-English-speaking background.

There were no significant differences in
the number of reasons for encounter or
number of problems managed between
RACF consultations and all BEACH encoun-
ters, but there were significantly more
chronic problems managed at RACF consul-
tations. Recording of non-prescribed medi-
cations (both advised over-the-counter
medications and GP-supplied medications)
was significantly lower for RACF patients
than for all patients. However, there was no
difference in the rate of prescribed medica-
tions recorded (Box 2).

At RACF encounters there were signifi-
cantly fewer non-pharmacological treat-
ments (including both cl inical and
procedural treatments); referrals (to special-
ists and, marginally, to allied health provid-

ers); and pathology and imaging tests
ordered (Box 2).

The most frequently managed problems
at RACF consultations included psycholo-
gical problems (particularly dementia/
Alzheimer’s disease [managed at 33 times
the usual rate] and schizophrenia) and cir-
culatory problems (particularly stroke, heart
failure and atrial fibrillation/flutter) (Box 3,
Box 4). While hypertension was the second
most frequently managed problem at RACF
consultations, it was managed significantly
less often (5.9 per 100 encounters; 95% CI,
4.7–7.2) than at all BEACH encounters (9.1
per 100 encounters; 95% CI, 8.8–9.4)
(results not tabled).

Other problems managed more often at
RACF consultations included neurological
problems (reflected in the higher manage-
ment rates of Parkinson’s disease and epi-
lepsy); urological problems (specifically
urinary tract infections); and problems
relating to the eye (particularly conjunctivi-
tis). Most musculoskeletal problems
recorded in RACF consultations involved
management of osteoarthritis and fractures
(Box 3, Box 4).

At RACF consultations, administrative
procedures, chronic skin ulcers and consti-
pation were also managed significantly more
often (Box 4). It is notable that there was no
difference in the management rate of depres-
sion for RACF encounters and all BEACH
encounters (3.3 per 100 encounters [95%
CI, 2.5–4.1] v 4.0 per 100 encounters [95%
CI, 3.8–4.1], respectively) (results not
tabled).

Dressing/pressure/compression/tampon-
ade was the most frequently listed proce-
dural group at RACF encounters, performed
at a significantly higher rate in RACF con-
sultations (3.5 per 100 encounters [95% CI,
2.6–4.5) than in all BEACH encounters (2.0
per 100 encounters [95% CI, 1.9–2.1]).
Chest x-rays were the most frequently
ordered imaging test, but were ordered at
half the average rate in RACF encounters
(0.6 per 100 encounters [95% CI, 0.3–0.9])
compared with all BEACH encounters (1.1
per 100 encounters [95% CI, 1.0–1.1]). Full
blood counts were the most frequently
ordered pathology test in RACF encounters
(4.7 per 100 encounters [95% CI, 3.4–5.9]),
and were ordered at similar rates in every-
day practice. Urine culture and sensitivity
tests were ordered significantly more often
at RACF consultations than in everyday
practice (2.8 per 100 encounters [95% CI,
2.0–3.6] v 1.9 per 100 encounters [95% CI,
1.8–1.9]) (results not tabled).

1 Age- and sex-specific proportion of GPs attending RACFs

GP = general practitioner. RACF = residential aged-care facility. ◆
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2 Comparison of RACF encounters with all BEACH study encounters, expressed 
as rate per 100 encounters (95% CIs)

Variable
RACF encounters

(n = 2310)
All BEACH study encounters 

(n = 197 000)

Reasons for encounter 146.0 (139.1–153.0) 151.2 (150.0–152.3)

Problems managed 152.8 (144.7–160.8) 149.4 (148.1–150.7)

   Chronic problems 77.2 (68.3–86.2) 51.4 (50.3–52.5)

   New problems 42.5 (38.5–46.4) 56.3 (55.4–57.1)

Medications 88.5 (79.0–97.9) 102.0 (100.5–103.6)

   Prescribed 79.7 (70.5–88.9) 83.0 (81.5–84.5)

   Advised over-the-counter 4.4 (3.2–5.5) 9.9 (9.4–10.4)

   Supplied by GP 4.4 (1.8–7.1) 9.2 (8.6–9.7)

Other treatments 35.0 (28.4–41.6) 54.3 (52.7–55.8)

   Clinical 24.0 (18.8–29.1) 35.8 (34.5–37.2)

   Procedural 11.0 (8.5–13.5) 18.4 (17.8–19.0)

Referrals 7.1 (5.7–8.4) 12.4 (12.1–12.7)

   To specialist 3.6 (2.7–4.5) 8.3 (8.1–8.5)

   To allied health professional 2.2 (1.5–2.9) 3.0 (2.9–3.1)

Pathology 24.5 (19.2–29.8) 41.1 (39.9–42.2)

Imaging 3.3 (2.4–4.2) 8.9 (8.6–9.1)

BEACH = Bettering the Evaluation and Care of Health. GP = general practitioner. RACF = residential aged-
care facility.  ◆
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DISCUSSION
Our study demonstrated that problems
managed at RACF consultations differ con-
siderably from those managed at all general
practice encounters in Australia. RACF con-
sultations commonly involve management

of chronic conditions, including some that
are not frequently seen at everyday general
practice encounters, such as dementia,
stroke, heart failure and osteoarthritis.

Dementia is the problem most frequently
managed by GPs in RACFs in Australia, at a

rate much higher than in everyday general
practice. It has been estimated that, in 2006,
190 000 Australians had diagnosed demen-
tia.10 Recent data suggest that between
380 30011 and 465 00010 Australians will
have dementia by 2030–31. It is estimated
that up to half of the residents in RACFs
have dementia, the majority requiring high-
level care.10 It therefore has an enormous
impact on the workload of GPs in this
setting.

Some of the chronic diseases managed by
GPs in RACFs are associated with profound
or severe activity restriction in older peo-
ple.12 Projections indicate an increase of
about 70% in older people with profound
disability by the year 2031.13

Other chronic conditions with high rel-
ative management rates included epilepsy,
schizophrenia and Parkinsonism. Each of
these conditions is linked with functional
decline in older people, which may explain
their higher management rates in RACFs,
where both their physical and medical needs
can be met.14-16

However, chronic conditions do not rep-
resent the entire GP workload in RACFs.
Higher management rates of urinary tract
infections, conjunctivitis and skin ulcers in
RACF encounters illustrate the attention
that must be paid to patients’ overall health,
given the frailty of patients in this institu-
tional setting.

The number of problems managed at
RACF consultations did not differ from the
average for all BEACH encounters (1.5 per
consultation). Given the reported high man-
agement rates of chronic disease, we
expected this rate might be higher. However,
in the RACF setting, the GP is working as
part of a multidisciplinary team, and it is
possible that some aspects of patient care are
dealt with by other team members, reducing
the number of problems managed by the GP.
Another hypothesis relates to claim rates on
MBS general practice items, with the highest
rates occurring in people aged � 75 years or
more (a mean of 10.0 attendances per year,
compared with an overall mean of 4.9
attendances per year).17 High attendance
rates may have an impact on the number of
problems managed per encounter: GPs may
treat the same number of problems during a
single consultation, but may see the patient
more often. Multiplying the average number
of attendances by the number of problems
managed per consultation would increase
the total number of problem contacts with
an RACF patient.

4 Problems managed at significantly higher rates at encounters in RACFs, 
expressed as rate per 100 encounters (95% CIs)

Morbidity
RACF encounters 

(n = 2310)
All BEACH encounters 

(n = 197 000)

Dementia 16.7 (13.9–19.4) 0.5 (0.5–0.6)

Urinary tract infection* 5.2 (4.2–6.1) 1.7 (1.7–1.8)

Diabetes* 4.5 (3.5–5.5) 3.3 (3.2–3.4)

Heart failure 4.2 (3.1–5.4) 0.7 (0.6–0.7)

Osteoarthritis* 4.1 (3.2–5.0) 2.6 (2.5–2.8)

Stroke/cerebrovascular accident 3.3 (2.4–4.2) 0.2 (0.2–0.2)

Administrative procedure NOS 2.4 (1.5–3.4) 0.6 (0.5–0.6)

Chronic skin ulcers 2.3 (1.7–2.9) 0.6 (0.5–0.6)

Chronic obstructive pulmonary disease 2.0 (1.3–2.6) 0.7 (0.7–0.8)

Fracture* 1.9 (1.2–2.6) 1.0 (1.0–1.1)

Constipation 1.9 (1.3–2.5) 0.5 (0.5–0.5)

Atrial fibrillation/flutter 1.8 (1.2–2.4) 0.9 (0.8–0.9)

Conjunctivitis 1.6 (1.0–2.2) 0.8 (0.7–0.8)

Parkinsonism 1.6 (1.1–2.1) 0.0 (0.0–0.0)

Urinary disease, other 1.3 (0.8–1.7) 0.3 (0.3–0.4)

Neurological disease NEC 1.2 (0.6–1.8) 0.3 (0.2–0.3)

Schizophrenia 1.1 (0.7–1.6) 0.5 (0.4–0.6)

Epilepsy 1.0 (0.5–1.5) 0.3 (0.3–0.4)

BEACH = Bettering the Evaluation and Care of Health. ICPC-2 = International Classification of Primary Care, 
2nd edition.8 (ICPC-2 PLUS9 is a more specific interface terminology classified according to ICPC-2.) 
NEC = not elsewhere classified. NOS = not otherwise specified. RACF = residential aged-care facility. 
* Includes multiple ICPC-2 or ICPC-2 PLUS codes. ◆

3 Comparison of problems managed in RACFs with all BEACH study encounters, 
by ICPC-2 chapter

BEACH = Bettering the Evaluation and Care of Health. ICPC-2 = International Classification of Primary Care, 
2nd edition.8 RACF = residential aged-care facility. ◆
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We identified low referral rates at RACF
consultations, particularly to specialists
(but also, marginally, to allied health pro-
fessionals). Given that the MBS has offered
rebates for GP involvement in multidisci-
plinary care for older patients in RACFs in
recent years, such as multidisciplinary
care plans,18 low referral rates may reflect
difficulties involved in getting such
patients to specialist services. In the case
of allied health providers, it may also
indicate the availability of on-site services
such as physiotherapy.

The method used for identifying RACF
patients (using MBS item numbers) did
not allow us to distinguish between those
in high- and low-level care. A study
comparing patients according to level of
care may provide further insight into the
problems managed and management
approach within the two levels of care. In
the BEACH program, GPs are instructed
to include patient encounters at their own
discretion in situations in which the
patient (or patient’s carer) is unable to
provide informed consent. We cannot
estimate how many RACF consultations
were not available for inclusion as a result
of this.

The differences identified in our study
reflect the challenges that GPs face when
working in RACFs and point to areas in
which additional support may be needed. It
has been stated that the increasing number
of GPs with specialised interest areas may
have a negative impact on the number of
GPs willing to attend RACFs.19 However,
perhaps residential aged care is a form of
specialisation in itself. Acknowledging that
residential aged care differs from everyday
practice for GPs and providing education
and resources where needed may help to
redress current workforce shortages in aged
care. The recently announced increase in
MBS remuneration for RACF attendances
may also encourage more GPs to manage
patients in this setting.20
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