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Abstract

Australian Institute of Health and Welfare (AIHW) Emergency Department (ED) data published
since 2003, using National Triage Scale descriptors, allows analysis of ED attendance by
category, jurisdiction, age and gender to July 2023. These attendances are matched against
population data by AIHW and in this paper. Low acuity (non-urgent and semi-urgent)
attendance per 1,000 population has increased by 5% from 2003 but in 2023 is 13% less than
it was in 2011. During the same period High Acuity presentations (Resuscitation, Emergency
and Urgent) per 1,000 population steadily increased by a total of 125% over the study period,
accommodating a 25% increase in the total population. The effect is more marked in the
female population of working age. Whilst the Covid-19 pandemic caused fluctuations in
attendance, it does not appear to have affected the overall trend. The patterns are seen in all
States and Territories. It is suggested that the data provides a useful reflection of the
effectiveness of the management of ‘ambulant care sensitive conditions’ and that this
effectiveness may be declining in the community-based medical sector.

The data

Patients arriving at an Emergency Department (ED) are assessed by a suitably trained nurse
and placed in one of five categories of the ‘Australian Triage Scale’ by the maximum time
deemed necessary for the commencement of care. These are: category 1. Immediate, 2. 10

Figure 1. All Australia ED attendance per 1,000 minutes, 3. 30 minutes, 4. 60 minutes and
population by triage category 2003-2022 FY. 5. 120 minutes. These correspond to the
» (Note: Resuscitation x 5). older descriptions of the ‘National Triage
1 ——  Scale/, namely 1. Resuscitation, 2.
e / Emergency, 3. Urgent, 4. Semi-urgent and
EE _ —— 5. Non-urgent, which terms are used in
0 data reporting by AIHW. The trajectories for
G EE SIS YIS each, measured against population, are
——Resuscitation xS ——Emergency  ——Urgent described in Figure 1.

Semi-Urgent — NoN-urgent


mailto:moynidoc@gmail.com

The first three categories are described as Figure 2. ED Attendance per 1,000 population by
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attendances are in Public Hospital EDs. Data
for selected years is detailed in Table 1. Non-
urgent attendances plateaued up to around 2011 and then declined, especially during the
pandemic after an initial rise. Semi-urgent rose to around 2011 and have declined gently
since then except at the onset of the pandemic. High acuity categories have all risen
continuously since 2003, increasing from 39% to 58% of the total.
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Table 1. Australian ED Cases per 1,000 population by triage category, selected financial years 2003-2022

Fin.Year Resusc. Emerg. Urgent Semi-Urg. Non-Urg. All Triage % High Acuity.
2003-04 1.7 17 67 102 32 219 39
2011-12 1.9 26 91 124 32 275 43
2018-19 2.6 45 125 129 27 329 53
2022-23 3 54 134 118 23 332 58
Range?! 2-4 43-61 118-150 93-142 12-35

Sources: AIHW Emergency Department Care and Hospital statistics annual reports and data tables. Notes: 12022 Range
per 1,000 population across jurisdictions (States and Territories). Years selected: inception of data, mid-period, pre-covid
pandemic, and latest (last year of covid).

Table 2 shows the rise of high acuity ED presentations per 1,000 population in each
jurisdiction for the selected years, some growing more than others. It also shows the relative
stasis and pandemic related fall of low acuity. These trends are demonstrated for 2003 to
2022 in Figures 3 and 4. A continuous decline of low acuity presentations is visible in Victoria
since 2011.

Table 2. High and Low Acuity ED attendance per 1,000 population by jurisdiction. Selected years.

NSW Vic Qd WA SA Tas ACT NT Al
High Acuity/1,000 2003-04 88 77 85 84 92 77 92 160 85
2011-12 125 112 147 134 127 112 143 223 129
2018-19 175 146 196 177 167 147 195 323 173
2022-23 194 166 215 191 195 179 176 341 191

Low Acuity/1,000 2003-04 125 134 114 133 106 92 119 312 134
2011-12 182 158 128 173 133 164 176 401 162
2018-19 189 136 113 189 126 167 160 367 157
2022-23 177 114 105 157 130 125 137 381 141

Sources: AIHW Financial Year Hospital statistics 2003, and Emergency Department Care, 2011, 2018 and 2022.

Figure 4. High Acuity ED presentations per 1,000
population by State and Territory 2003-2022 FY
(NT/2, 2015 FY no ACT report).

Figure 3. Low Acuity ED presentations per 1,000
population by State and Territory 2003-2022 FY
(NT/2, 2015 FY no ACT report).
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A check on the proportion of male and female attendees reveals that in 2003 females
attended considerably less than males. This difference gradually disappeared, with parity
reached just as the pandemic period commenced, and then with females attending more
during the pandemic (Figure 5). Analysis by age shows that, while higher growth in female
attendance occurred in all age groups, it was more pronounced in females of working and
reproductive age (Figure 6). As a result females have moved from being the minority in all age
groups in 2004 to a majority in 2022 in the 15-44 age range, highest in the 15-24 group. At
the same time the proportion of women giving birth before the age of 30 has fallen to 36%.2

Figure 5. Male and Female ED attendances per Figure 6. % increase in ED attendance per 1000
1,000 of population by gender 2003-2022 FY. popn. by age and gender 2003-2022 FY .
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Triage categorisation by age group is available only from 2017. While growth in ED attendance has
continued since then, it has been confined to high acuity cases. Low acuity attendances declined in
both genders in every age group, particularly in the elderly (Figure 7). High acuity attendances
however increased markedly, especially in the very young and all non-geriatric persons, and in females
significantly more than males The increase in female attendances was especially marked in the
working age groups. The further differentiation between higher female high acuity, and lower low

acuity is illustrated in Figure 8.

Figure 8. ED attendance per 1000 of group.

Figure 7. % Change in High and low Acuity ED Acuity trends by Gender. Data available from
attendance per 1,000 population by Gender and 2017 FY.
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Were these changes solely due to the pandemic? They were in fact just discernible in the year
prior. Both male and more so female high acuity triage attendance per capita was rising. This
did not follow the pattern of Covid cases per se. Covid cases were low or negligible until the
December 2021 omicron spike. Triage placement is determined by the perception of the
nursing officer responsible. This can be altered by feelings of urgency in the patient, the
patient’s family, the views of ambulance officers, and any prevailing sense of emergency in
the Emergency Department itself. These factores could all have been amplified in the
pandemic atmosphere. A year or two’s data will be required to clarify the apparent trend,
which has continued despite the attenuation of covid cases in the 2022-23 financial year.



That bulk of ED activity is centred around the working age population is shown for the pre-
pandemic year in Figure 9. Against population, attendance is much higher at both ends of the
age spectrum (Figure 10). In the very young, parental prudence favours ED as a place of
immediate response. In the Elderly, as discussed below, the high use both of ED and General
Practice is part of the currently most effective healthcare model worldwide for this age group.

Figure 9. All ED Attendances by Gender and Age Figure 10. ED attendances per 1,000 persons of
group in the pre-pandemic year 2018-19. each group by Gender and Age: pre-pandemic
700000 year 2018-19.
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Discussion

The OECD position is: “Better, more accessible primary health care results in lower rates of
hospitalisations and emergency department use”.> Australia was found to be in the middle
rank in the OECD in 2011 for ED attendance with 29.3 attendances per 100 population
according to Berchet (2014), reported as 275/1000 population by AIHW 2011, compared to
12.4/100 for the Netherlands, 70.5/100 for Portugal, and 30.8/100 averaged for the 21
countries polled.® The OECD does not routinely collect ED data. In Australia and around the
OECD it is commonly presumed that rising low acuity presentations, especially of non-urgent
cases, are blocking emergency departments. There are multiple initiatives aimed at this
contingency.”® In the absence of data initiatives these cannot be said to be evidence based.
Research has questioned their usefulness.®

Habitual ED attendance is probably not a major issue. In 2019 Lago and co-authors found in
the lllawarra region that the large majority of frequent attendances were episodic because of
effective community-based case management.1° Persistent attendance at ED accounts for
7.1% of attendances and was variably associated with psychiatric illness, substance abuse
disorder, economic disadvantage, and first nation status.

The two lowest socioeconomic (SES) quintiles are responsible for 45-48% of ED presentations.
All quintiles shared the relative rise in high acuity attendance from 2017 to 2022, which



nonetheless was not as pronounced among Figure 12. High and Low Acuity ED presentations per
1,000 population by "socioeconomic status of area of
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and peaks at 3.8 times that of the non-ATSI 40-44 age group.'® Their attendance with doctors
accessing non-referred rebates (those in General Practice) however is more or less the same
as that of the general population, indicating a preference for ED.** As already mentioned,
they also comprise 11% of children under 15, but only 7% of ED attendances at this age.

The supply of General Practitioners and their availability and effectiveness largely determine

the volume of ED attendance. Trust, sentiment and quality of previous experience also

matter.’® 1¢ DoH data by patients’ age is available from 2014. There was gentle rise in GP

attendance from 2014, which increased much more during the pandemic, before a retraction
in 2022-23. A Comparison with ED
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As a proportion of Australia’s working doctors, GPs have dropped this century from 46% to
36%.1 The stasis in low acuity ED presentations occurred simultaneously around 2011 when
the ‘Full Service Equivalent’ (FSE) GP supply had reached 0.87 per 1,000 population in most
jurisdictions, having risen by 23% since the 2003 trough of 0.71 per 1,000.*® When last
reported in 2017-18, GP FSE had reached 1.02/1,000, increasing by 17% over 6 years. The
new workforce equivalent estimation method of ‘GPFTE’ (General Practice Fulltime
Equivalent) increased from 1.06/1,000 population in 2014-15 only to 1.11 in 2022-23, an
increase of just 5% over 8 years, perhaps a more accurate estimation than that provided by
the FSE because of a reduction in working hours.'® The 2022-23 GP workforce of 1.5 head per
1,000 population was 80% comprised of qualified specialist GPs working 37.3 hours weekly,?°
providing 1.12 standard medical workforce FTE (40 weekly hours) per 1,000 population.
Between 2017 and 2022 financial years vocationally registered GPS (with specialist or
specialist status equivalence) headcount rose from 74% to 80% of total and their proportion
of services from 81% to 86%. Their provision of services rose from 81.5% to 85.8% of total.
Reliable comparative data are lacking but this is probably a good level of supply in world
terms. 2!



Persons appear to be arriving at Australian ED steadily sicker than had previously been the
case. Itis this that is making EDs busier, though they are acting effectively as a safety net for
General Practice. Forty eight percent of patients presenting at ED in Berlin were judged to
have ‘ambulatory care sensitive conditions’” (ACSCs).?? High acuity ED presentations in
Australia were 58% of the total of ED presentations in 2022-23 (Table 1), but only 28% were
hospitalised overnight in 2019. 23 Australia’s acute overnight hospitalisation rate is relatively
static but in 2019 prior to the pandemic had risen to 3™ highest in the OECD as other
countries had reduced theirs.?* By themselves pre-Covid, Australian public hospital acute
overnight hospitalisations have fallen into the middle range for whole country levels in the
OECD. The additional overnight hospitalisations in Australia, around 30% of the total, occur in
private hospitals, and are no doubt amplified by the $6 billion tax rebate for private health
insurance. 2

ED attendance in the elderly is not increasing at the rate commonly presumed, perhaps
because of their high levels of GP servicing. This amounted to 18 services per annum per
patient over the age of 85 at the height of the pandemic.?® Also, Australia was ranked 1°
worldwide in 2019 for Healthcare access and Quality (HAQ) in the elderly aged 65-74.2%" The
rank for the 15-64 working age population was further down at 12™ and for the under 15’s
even further at 17th. This gave Australia the overall rank of 6%, unchanged from 1990 but
risen from 8™ in the elderly and decreased from 8 in those working and 9™ for children.

Care of the working age population and their children is limited by lack of after-hours access
to GPs as most surgeries close by 6 pm. An informal internet search suggests that Victoria,
with greatly declined low acuity at ED and lowest high acuity figures (Figures 3 and 4), has
considerably more general practices open after this time than other jurisdictions, commonly
to 8pm. The provision of a few urgent care clinics in a number of States (since 2022) does not
address this aspect systemically and is not on a scale sufficient to significantly benefit
population health. For acute illness there is a clear preference for ED attendance in the under
5 age population. This is not overcome by financial inducement,?® 2° and may relate to a lack
of Paediatric capacity in General Practice. HAQ score in the under 15s is not related to
Paediatrician supply in OECD countries, and in Australia is unlikely to be improved by the
great expansion in paediatrician numbers currently underway.?® The 1994 recommendation
by the Joint Consultative Committee for Paediatrics, that all GPs in training should gain acute
paediatric experience has not been fully implemented and could be revisited.

The bulk of the increase in high acuity presentations at ED is occurring in the working age and
young population. Overall morbidity has not increased. The burden of disease, Covid apart,
has reduced this century, but is greater in males.?* Delay in management, for example from
GP unavailability or ineffective management, allows deterioration of acute medical
conditions, and a move into the next triage category up. Are such delays increasing for the
working age population, particularly for women? Acute illness demands competent same day
management. The Dutch system, (which was industrially negotiated and finalised in the
21.1.19 Woudschoten agreement 32) compels GPs to staff walk-in primary care physician
cooperatives.3? In practice, Dutch GPs are more solidly supported.3* 3> With fewer GPs per
head population, the Netherlands has only 124 ED attendances per 1,000 population,3®



75/1,000 acute hospitalisations,?” and 3™ position in HAQ ranking in 2019, risen from 9™ in
1990.

What puts Australian ED attendance at mid-range for ED attendance rather than in the low
range say of the Netherlands? Only 51% of Australians have a regular GP,>® and only 43 % of
Australian GPs were found to conduct after-hours care (Britt 2014).3° The elderly can be
accommodated more easily in day-time hours but often not the working population and their
families. To be effective, after hours care needs to be provided, on a walk-in basis, in a stand-
alone setting with RACGP defined acute care facilities*® and with access at least to the
patient’s up to date health summary. The provider needs to be trained as a GP or supervised
by one with such training, but not necessarily be the patient’s usual GP.*! These conditions
cannot be met in present day Australia and would probably not be met by use of the New
Zealand Urgent Care Clinic model. The NZ model is serviced by its own medical specialty, and
sees 15% of all primary care doctor presentations.*? If ED attendance is to be minimised, the
aim is for the patient to be seen as soon as possible after the onset of acute illness by a
competent General Practitioner with all the tools for initial management of the condition at
hand. This would benefit both the patient and the national accounts. The cost to the taxpayer
of a GP consultation is around only 10% that of an ED attendance. *

Are there structural reasons in the Australian system of Healthcare to account for the rising
high acuity ED attendance per 1,000 population? Medical workforce policy has resulted in
only 26% of domestic graduates becoming GPs (this author’s calculation). As well as double
the pay,** there are numerous incentives towards specialisation, with large cohorts in training,
mostly in hospitals. This has meant an excessive number of public hospital doctors. In 2020-
21 there were around only 1 acute overnight hospitalisation per week for each full time
equivalent public hospital workforce doctor.*

Since the 1990s Australian domestic undergraduate training has purposely included a heavy
bias towards General Practice, which as a specialty includes skill in the identification of early
and indistinct presentations and their physical and mental health components. Early intern
rotations have been designed to promote GP capability. Whilst it is hoped that non-GP
specialists, (68% of them domestic graduates), benefit from this exposure to GP, this was not
the primary intent of the exercise, and this training, en masse, is to a significant extent wasted
compared to its potential for population health creation were more domestic graduates to
become GPs. The proportion of overseas recruits in General Practice has risen every year this
century, from 24% to 42%.

Concluding observations.

Healthcare in Australia is as yet far from achieving its full potential even though Australia is
well placed according to broad international indices.*® This goes beyond the poor status of
first nations persons. The age-adjusted death rate was decreasing slightly prior to Covid,
although the crude death rate was probably rising. The improvement in longevity could be
stalling. The continuing rise in high acuity ED attendance indicates a weakness in General
Practice, especially (from HAQ scores) in the care of the young and working-age population.
Emergency Departments are accommodating this weakness, but at considerable expense.
Seventy four percent or so of domestic medical graduates are progressing to non-GP



specialist practice. The Netherlands experience suggests that properly organised General
Practice, not necessarily with huge numbers of GPs, can halve ED attendance and acute
hospital admissions.

A focus on acute hospital care has diverted attention from the need for more effective
General Practice. Redressing the balance would mean placing limits on specialist training in
hospitals and equilibrating the benefits of GP and Non-GP specialisation. To reduce its pull on
domestic graduates, the private medical sector needs to be returned to the market by ending
the private health insurance tax rebate. Reorganisation of the structural operation of General
Practice needs serious consideration. A long term nation-wide structural approach is
required. The problem of rural medical workforce supply simultaneously needs attention to
further reduce the need for overseas recruitment. These changes are needed to maintain
high levels of Healthcare Access and Quality in the long run.
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