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Background - Why healthcare accessibility? W, WESTERN
Percentage of population aged 65 years or over forthe world, SDGregions, and selected groups of countries, ° . .
2022, 2030 and 2050, according to the medium scenario * The qglng popUIOtlon IS a g|ObO|
ISSue.
Region 2022 2030 2050
World 9.7 11.7 16.4
Sub-Saharan Africa 3.0 3.3 47 « Healthcare accessibility has
§°”thelmf:°a:d“f%fem-‘*“a s ‘- - received particular attention
Fastern and South Eastern Asia 27 163 257 since older people have higher
Latin America and the Caribbean 9.1 11.5 18.8 and more frequent medical
Australia/New Zealand 16.6 194 23.7
Oceania* 39 5.1 8.2 needs.
Europe and Northern America 18.7 22.0 26.9
— " " e « Access to healthcare depends
east develope countries : 4. L . . ope
Landlocked developing countries (LLDC) 3.6 4.1 5.8 nOT Only on service OVO”Ob”ITY'
Small 1sland developing States (SIDS) 8.9 11.3 16.0 bUT OlSO CIbOUT Whefher people
*excluding Australia and New Zealand can phySiCO”y reOCh -I-heml

which makes transport and

mobility a key factor.
United Nations (2022); Cheng et al., (2020); (Zhang et al., 2022)



E¥-:y THE UNIVERSITY OF

Background - Have access # Accessible 4%, WESTERN

Cheng et al., (2023)
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Perceptions of accessibility often
influence healthcare-seeking
behaviour, particularly for the elderly,
who may avoid healthcare services
if the journey feels inconvenient,
stressful, or overly complex, even
when faciliies are objectively
accessible.

Physical challenges (e.g., struggling
to get on the bus), as well as
emotional concerns (e.g., fear of not
finding a seat or feeling unsafe) can
discourage older adults from using
transport systems.



Objective vs. Perceived accessibility VN WESTERN

Objective Accessibility

Based on measurable spatial and

Sl e temporal indicators.

Include travel time/distance,
cumulative opportunities, gravity-
based, person-based, and utility-
based measures.

Measures

Relies on GIS, transport networks,

Delie] el and population data.

(Handy & Niemeier, 1997; Kwan, 1998; Ben-Akiva & Lerman, 1979; Lattman et al. 2014)
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Perceived Accessibility

Reflects individuals’ perceived
barriers or ease of reaching
opportunities.

Primarily uses the PAC (Perceived
Accessibility Scale) and its
adaptations.

Utilises surveys or interviews,
including large-scale national travel
surveys.
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I1F Quantify and compare the
= discrepancy between objective and BeTr:aa\\//Sur
perceived healthcare accessibility [ | Attitude to
across different urban contexts. [ ncome B S Travel
m_ Factors
f- Examine how socioeconomic P Perceived E
: characteristics, buill environment, i reeive Transport

Condition

and objective accessibility shape Accessibility Disadvantage

perceived accessibility among older

OdUHS. Land-use
Diversity Built Objective
. E 1 eyt
=|=| Explore the complex links between Design AITORMERE Accessibility

perceived accessibility, travel E—
behaviour, attitude to travel, and
perceived transport disadvantage.
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Study areas - Shanghai and Perth

247 Primary
86 Secondary
51 Tertiary

549 GPs
29 Hospitals

BT
i

/[t 1 B

Legend

Hospital_PER
GP_PER

Figurel. The health services distribution in Shanghai Figure2. The health services distribution in Perth
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Secondary data (open-source) Primary data (online survey)
. Population data: + Socio-demographics: Age, gender,
Density of residents aged 60+ income, education level, car ownership,
(Shanghai Statistical Yearbook ; Australian Bureau of self-report health
Statistics)

« Travel behaviour: Travel frequency and

* Health Facilities: main tfransport mode

Locations and types of GPs and hospitals

Healthdirect; Shanghai Health Commission . .
( d ) * Perceptions and attitudes:

 Transport Infrastructure: « perceived accessibility fo health
Road networks (OpenstreetMap) and SEIVICES (gdcp’red PA(?) .
Public Transit schedules (GTFs from Mobility - Travel aftitude and satisfaction

Database) » Perceived transport disadvantage



Objective accessibility: cumulative opportunities by mode e o
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155 0 1 22 33 44 1550 1 22 33 44
N ™ ™, | Kilometers N o™ ™, i Kilometers

Observation1:
Car accessibility is
widespread, while PT
access s highly
concentrated in the
central corridor.

Observation2:

Despite a longer
travel threshold, PT
accessibility  remains

significantly lower
than car in  most
Legend Legend S U bU rbS .
@ GP_PER e GP_PER

Car_GP_30 PT_GP_60 %

[ J1-901 [ Ji-a Different fime thresholds are

[ 92-186 []42-88 applied to reflect realistic fravel

I 187- 285 [ 89-142 conditions across modes.

I 286 - 370 B 143-219

B 371 - 462 B 220 - 416

[ sA1_2021_PER_GDA2020 [ sA1_2021_PER_GDA2020

Figure3. Cumulative opportunities to health services by car (30 min) Figure4. Cumulative opportunities to health services by public fransport (60 min)



THE UNIVERSITY OF

¥ WESTERN
AUSTRALIA

Conclusion

Expected Outcomes:

‘Bridge the gap: This study provides
empirical evidence on the mismatch
between "where services are" (objective)
and "how they are felt" (perceived)

*Cross-Context insights: Comparing Shanghai
and Perth reveals how urban density and
transport systems influence elderly mobility
differently.

‘Transport policy: To support better mobility,
well-being, and quality of life for older adults,
contfributing to more age-friendly and
sustainable cities.
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Thank you!ll

Yini Sheng

vini.sheng@research.uwa.edu.au
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