Bundaberg Hospital Commission of Inquiry

STATEMENT OF
David Andrew Dyke Symmons

I David Andrew Dyke Symmons of The Townsville Hospital in the State of Queensland

affirm:

INTRODUCTION

I am a duly qualified medical practitioner registered to practice in the State of
Queensland. I am Fellow of the Australian College of Emergency Medicine
(FACEM) and currently employed as a Staff Specialist in the Emergency
Department at The Townsville Hospital (which I shall refer to as the Hospital
hereafter). I have occupied that position for 2 1/2 years.

I also hold the degree of MBBS (Melbourne) obtained by me in 1984 and Diploma
of Anaesthetics (UK).

VISITING MEDICAL OFFICER AND STAFF SPECIALISTS

I have read the Discussion Paper number 6 which was publicly available on the
Bundaberg Hospital Commission of Inquiry (BHCI) website. In response to it I
wish to make the following comments and observations.

Having the read the document I formed the view that the paper seems to
misunderstand the role and qualifications of Staff Specialists. The statement within
the document that Staff Specialists are less qualified, less experienced or less
involved in teaching is simply incorrect, does not properly and accurately reflect
the position of Staff Specialist and is quite offensive to Staff Specialists.

In general Staff Specialists are fully qualified and fully recognised specialists in
their respective fields, whose qualifications are not inferior to those of VMOs, but
who choose to work in the public system.

A VMO is a specialist working in private practice who chooses to contribute some
of their time to the public system. In general they are available for consultation to
public patients for only a limited period of time and whilst in the Hospital may

contribute to teaching. Their contribution to teaching is generally relatively small.

Signed: .

Page 1

Solicitor/Barrister/Justice-of-the-Peaee/
Commissionerfor-Peclarations

Deponent



10.

11.
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13.

VMOs rely heavily on Registrar staff to attend to the day to day provision of
medical services to the inpatients under the care of the VMO. Staff Specialists in
contrast are more available for the ongoing care of inpatients and for teaching.

It seems to me that there appears to be some confusion in the paper between Staff
Specialists who are indeed fully qualified Specialist in their own field and Senior
Medical Officers (SMO) who are not.

I fully support the notion that it is important to focus on patient care rather than
bureaucracy as stated in the discussion paper.

ACCESS BLOCK

In my role as an emergency physician I have noted that emergency department
(ED) overcrowding is the major issues affecting the provision of health care in the
ED.

Due to the unavailability of inpatient beds patients who have been seen and treated
in the ED and a decision made that they need admission to Hospital are forced to
remain in the ED until a bed becomes available. Once a patient has been deemed to
require admission and there is a delay of greater than 8 hours before an inpatient
bed is available for that patient this is called access block. This is directly caused
by the lack of inpatient beds. It is my view that there are insufficient beds in the
Townsville Hospital.

[ am aware that over the last few years the Hospital Management, which includes
Ken Whelan, Andrew Johnson and the members of the Executive, and the Institute
of Surgery and the Institute of Medicine have taken positive steps to address the
problem. However despite these measures access block has worsened and
continued to impact upon patient care within the Hospital.

In the first two weeks of July this year in which 337 patients required admission to
the Hospital. Only 197 were admitted within 8 hours, 140 patients waited longer
than 8 hours and of those, 38 patients waited in the ED for an inpatient bed for
greater than or equal to 24 hours.

Prolonged waiting in ED on a trolley is associated with significant adverse affects
and increase length of stay in Hospital as a result. Adverse affects include pressure
sores, confusion, urinary incontinence or retention and constipation. Those

complications can lead to an increase in length of stay.
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Annexed hereto and marked with the letters DADS1 and DADS?2 is an article by
Drew Richardson published in the Medical Journal of Australia which addresses the
association between access block and inpatient length of stay and a position
statement on access block by ACEM respectively.

Inpatients waiting on trolleys in the ED are held in the corridor with no privacy, no
dignity, limited comfort, limited mobility and no suitable area to have visitors all of
which negatively impact on the patient.

In addition, as a result of access block there may be 15 to 20 inpatients occupying
trolleys in the ED. This means that these trolleys are unavailable for the
assessment and treatment of new patients presenting to the ED. This dramatically
slows the flow of patients through the ED, even those patients who do not require
admission. As a direct result patients are assessed and treated in the corridors and
on chairs. This is clearly unsatisfactory.

I note that there are significant financial incentives and disincentives with regard to
elective surgery such that even when faced with severe access block cancellation of
elective surgery to make surgical beds available for acute admissions is not an
option. The hospital administration is most unwilling to consider cancellation of
elective surgical cases even when faced with extreme access block in ED because
of the financial penalties this would incur. This directly affects the availability of
acute inpatient beds for acute surgical patients and therefore impacts upon the care
of those patients.

OVERSEAS TRAINED DOCTORS

In our ED we rely heavily on Doctors trained in other countries (OTD) to fill the
junior medical staff positions such as Resident Medical Officer (RMO) and
Registrar. These Doctors work in the ED under the supervision of Staff Specialists.
As a result of the response by the Medical Board of Queensland to the BHCI
processing of applications from OTDs seems to have ground to a halt. As a result
we will suffer a severe medical staff shortage from the week commencing 18 July
2005.

There are a number of suitably qualified and experienced Doctors waiting to take
up positions in the ED and the remainder of the Hospital but this has been delayed.
For example [ am personally aware of the case of Denise Blake who has recently

completed her specialist training in emergency medicine in Canada. In previous
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years she has been employed in our ED as a Registrar and was excellent. Despite
this she is unable to take up a vacant position in our ED because of the delay in
processing her application. These continued delays have a major effect on our

staffing levels and the provision of patient care in our ED.

Affidavit affirmed by David Andrew Dyke Symmons on
15 July 2005at Townsville in the State of Queensland

in the presence of:

Deponent Solicitor
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HEALTHCARE

The access-block effect: relationship between delay to reaching
an inpatient bed and inpatient length of stay

“ACCESS BLOCK” refers to the situa-
rion where patients requiring emer-
gency hospital admission spend an
unreasonable amount of time in an
emergency department (ED) because
they are unable to gain access to appro-
priate hospital inpatient beds.!"? Access
block is regarded as the major issue
currently facing emergency medicine in
Australasia.’

Ar~ss block is linked to increased
ED .iting time for medical care? and
lec to ED overcrowding. This over-
crowding is generally accepted to
decrease efficiency and possibly quality
of care®?> and has also been linked to
adverse events.’ However, there have
been no published studies examining
the relationship between access block
and patient outcomes in hospital. Inpa-
tient length of stay (L.OS) is one of the
simplest measures of hospital outcome
and resource use. This study aimed to
investigate the relationship between
access block in the ED and inpatient
L.OS.

This-as a retrospective cohort study of
all r._ents admitted through the ED to
ar:  satient bed at the Canberra Hospi-
tal, Australian Capital Territory, during
1999. The hospital is a 500-bed mixed
adult and paediatric tertiary hospital
serving a population of about 500 000.

Data sources

The hospital’s information system
(CARESYS") was queried to identify all
patients admitted with the ED as the
referral source. These data were com-
pared with a similar list generated from

RO

Drew B Richardson

ABSTRACT

Objectives: To mvestlgate the relationship between access block in the emergency
department (ED) (defined as total time from arrival to transfer from the ED over eight
hours) and inpatient length of stay (LOS).

Design and setting: Retrospective cohort study of all admissions through the ED
to a tertiary hospital in Canberra, Australian Capital Territory, during 1999.

Main outcome measures: Total time in the ED and LOS, calculated in days from
ED departure to hospital discharge (non-overnight admxssmns were assigned LOS
of one day, and all LOS were truncated at 10 days).

Results: 11 906 admissions were included, and 919 experienced access block
(7.7%). Mean LOS was 4.9 days in those who experienced access block (95% Cl,
4.7-5.1), compared with 4.1 days in the no-block group (95% Cl, 4.0-4.2;

P < 0.0001). Subgroup analysis showed that this “access block effect” occurred
across different severities of iliness and diagnoses. A strong relationship was found
between longer LOS and arrival of access-block patients on the inpatient ward
outside office hours (08001600 weekdays).

Conclusions: This is the first study to show an association between access block
and a measure of outcome outside the ED. If the effect of access block on LOS is
reproduced in other settings, there are major implications for hospital management.

MIA 2002; 177: 492-495

the hospital Emergency Department
Information System (EDIS®). Where
discrepancies were found between the
databases, the patent’s medical record
was reviewed.

Patients who were admirtted only to
the ED and subsequently discharged or
transferred to other hospitals were
excluded, as were those who were
already inpatients at the time of ED
presentation.

Data extraction and analysis

Demographic and clinical patient data
were derived from the EDIS dataset. I
assessed stay in the ED, presence of
access block and LOS using standard
definitions from the Australasian Col-
lege for Emergency Medicine,! Aus-
tralian Council for Healthcare

Emergency Department, Canberra Hospital, Garran, ACT.

Orew B Richardson, FACEM, Director.

Reprints will nat be available from the a Menw Protessor Drew B Ruchardson. »
Emergency Department, ( Canberra Flosm _ e/ Garran, ACT 2605. TR v%ﬁ

drewrichardsonﬁactgovau e".é' i
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Standards,” and the National Health
Dazta Dictionary.'°

For each patient, total ED time was
calculated as the difference to the near-
est minute between the recorded time of
arrival in the ED and the recorded time
of transfer to a ward. Access block was
defined as a total ED time of more than
eight hours.

Hospital LOS was calculated as the
number of midnights between transfer
from the ED and discharge from hospi-
tal. For the purposes of the study, trans-
fer from the ED was taken as the start of
the admission, although it is hospital
practice to perform the clerical process
of admission in the ED for patients who
have a prolonged delay to reaching an
inpatient bed or are required to stay in
the ED overnight. LOS of zero (“non-
overnight” admission) was entered as
one day.

Data were processed using a spread-
sheet.!! LOS was compared between
those who experienced access block and
those who did not. To allow meaningful
subgroup analysis, LOS values were
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4: Mean length of stay (95% Cl), by dlagnosls ‘and time of ‘arrival on the
lnpaﬂent ward
% With "
access «
Subgroup n  block Noaccessblock  Access block
ED diagnosis (inclusions)
Abdominal pain 179 15% 3.65(3.204.11) 4.08 (2.86-5.29)
(abdominal pain, cause not specified)
Surgical 1489 7% 4.15(3.98-4.33) 4.85(4.20-552)
(acute fractures, acute abdcmen)
Overdose (all overdose/poisoning) 116 12°. 272(2.21-3:24) 3.40(1EE-5.14)
Cardiac (chest pain, AMI, angina) 513 3% 3.96(3.69-4.22) 564 (3.70-7.59)
Respiratory (asthma, pneurmnonia, COAD) 815 6% 4.12(3.91-4.34)" 561 (4.63-6.58)
Rena! (renal failure) 51 10% 6.61(558-T7.€3, :ZCC(MNCY
Time of arrival on the inpatient ward
Office hours (0800-1600) 1884 12% 4.00(3.84-4.16) 3.94(3.534.35)
Non-office hours 10022 7% 4.10(4.04-4.17) 5.17 (4.92-5.43)
T 11906 7.7% 4.09 (4.03—4.18) 4.89 (4.65-5.09)
= =emergency department. AM! =acute myocardial infarction. COAD =chronic obstructive airways disease.
:not calculated (all LOS values truncated at 10 days).
*Selected diagnostic groups entered by staff in the EO database.
tDifference was statistically significant only for respiratory and renal diagnoses.

“shown in Box 5. There was no signifi-
cant difference in LLOS between the
access-block and no-block groups
among patients who arrived on the
inpatient ward during “office hours”
(weekdays, 0800 to 1600), but a signifi-
cant difference among those who
arrived outside these hours — 5.2 days
(access-block group) v 4.1 days (no-
Lrlock group) (Box 4).

Mipe is the first study to demonstrate a

rel. . nship between access block in the
I and a measure of patient
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block pancnts were “sicker”,
longer “work-up” in the ED and then
longer duraton of care on the’ ‘ward,
appears to be refuted by the results, The
access-block effect on LOS was seen in
all triage categories except category 1
(the sickest patients), and also at all ages
over 40 years, despite considerable dif-
ferences in mean LOS between sub-
groups. Furthermore, in the subgroup
analyses, the rate of access block was
generally not highest in the group with
the longest LOS.

(K It is also possible that some feature of

presentation, such as time of arrival in
the ED, causes both longer ED time
and longer inpatient stay (eg, because of
difficulty in accessing investigations).
However, the access-block effect per-
sisted across a wide range of patient
characteristics and most times of arrival
in the ED. Although both access block
and LOS increased in June, this co-
incided with a period of recognised hos-
pital overload.

1L.OS) for access-block patients A% A third possibility is that when it is

amounted to over 700 bed-days per
year.

“The access-block effect on LOS was
relatively independent of the severity of
patient illness and diagnosis, but
appeared to be greatest in patients who
arrived on inpatient wards outside office
hours.

N———————

Proving an association does not prove
cause and effect. Although the available
data do not allow the reasons for the
access-block effect on LOS to be identi-
fied, they allow some possible explana-
tions to be examined.

difficult to access inpatient beds the mix
of patients admirtted may differ. Patients
with minor conditions requiring only a
short stay may be more likely to be
treated with alternatives to inpatient
admission (eg, discharge, admission to
the ED only, or transfer elsewhere).
This would account for the relative defi-
ciency of patients with LOS of one day
in the access-block group, but not for
the excess of patients with LOS over
seven days. Also, the low rate of access
block (7.7% of all admissions from the
ED) makes it unlikely that there were
many times when large numbers were

managed using alternatives to

outcome outside this depart-
“ment. Patients who experienced
access block had a mean inpa-
tient LOS 0.8 days longer than
those who had no access block.
This amounted to 19% of the

- average LOS in the first 10 days =

after ED presentation. Consid- g
ering the average additional 6.5 @
hours that access-block patients -
spent in the ED, this is more g
than 24 hours extra in hospital

from ED presentation to dis-
—charge. Altogether, the excess
inpatient LOS (compared to
average no-block inpatient
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Mean LOS
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5: Mean length of stay (LOS), by time of arrival
on the inpatient ward

N = night shift (0000-0758) D = day shift (0800-1539) E = evening shit (1600-2359)

admission.

Fourthly, patients who experi-
ence access block may receive
different treatment from the no-
block group. For example, care
during a prolonged stay in the

3 ED may differ from that in an
3 inpatient ward, or patients may
3 be more likely to be admitted to
3 outlying rather than “home”
] .
z wards, where staffing or organi-
¢ sational issues may prolong

LOS. Data on patient diagnoses
were limited, but the access-
block effect appeared to occur
across a range of diagnostc cate-
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Key Points

1.

Emergency department overcrowding is a national problem and
requires a coordinated nation-wide approach.

Hospital bed closures have resulted in hospital occupancies over 95%.
This causes access block for those emergency patients requiring
inpatient admission and is the single most important cause of
emergency department overcrowding.

The solution to overcrowding is to reduce hospital occupancy below
85%. This will require determining both the total requirements for
acute care beds and best practice for managing those beds.

Solutions to emergency department overcrowding will be found at all
levels of the health system from pre-hospital to post-acute care. Solely
targeting increased resources to emergency departments will have the
least effect in preventing overcrowding.

General practice-type patients attending emergency departments
represent the low-end of complexity and cost. Significant reductions in
this type of patient, if they are capable of being identified, will have
marginal impact on emergency department workloads.

Meaningful clinician involvement will be essential to any prospect of
successful resolution to access block and overcrowding.

As the Australian population ages, the demand for acute hospital beds
will increase so that increasing efficiency and continuing practise
change must become part of managing and working in acute hospitals.




History

Overcrowding in Australian emergency departments was first observed in
Sydney metropolitan hospitals in the late 1980s-early 90s. From there, it spread
to Melbourne and then subsequently to South Australia and Western Australia. It
has become an increasing problem in Queensland hospitals over the past 2-3
years. It was already a well-recognised problem at a time when bulk billing in
general practice was at its peak. The increase in ED overcrowding here as well
as overseas has followed the increase in access block. Access block is the
term that describes the delay patients who need hospital admission experience
in the emergency department when their inpatient bed is unavailable.

Overcrowding and access block generally show seasonal variations that reflect
the demand for inpatient beds. Initially, there were occasional peaks only in
winter that over time became more regular. The peaks then became constant for
several weeks until the demand crisis persisted throughout winter.
Subsequently, overcrowding started occurring in summer to the point that many
Australian hospitals now suffer all year round.

This seasonal variation has been misunderstood by some to show that
overcrowded emergency departments in winter are due to those walk-in patients
who are looking for alternatives to general practice. In fact, this winter demand is
due to the heavy toll influenza takes on compromised (typically elderly) patients



who are suffering from chronic cardiac and respiratory disease. This has been
reflected in research that has shown that increasing the influenza vaccination
uptake in the over 65 years age group to greater than 90% would reduce the
need for acute hospitalisation for that group of patients by up to 40% .

Overcrowding and access block are not unique to Australia.

§ THE HANSSEN MOLE HUNT - DODGING THE DOW
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Turnaways and huge
delays are a surefire
recipe for disaster.
Whatyoucando -

The US General Accounting Office published a report in March 2003 on
emergency department overcrowding. This survey of 1,700 US emergency
departments looking at overcrowding, boarding (access block) and ambulance
by-pass, found the most frequent cause of overcrowding was the decline in
inpatient beds 2

In 2001, the Canadian Association of Emergency Physicians and the (Canadian)
National Emergency Nurses Affiliation published a joint position statement on ED
overcrowding and gave insufficient hospital beds as the first cause °.

Dr Karen Castille, Director, Emergency Services, NHS Modernisation Agency
delivered the keynote address to the National Institute of Clinical Studies
symposium on emergency care in Sydney, September 2003. She reported that



the NHS amongst other things set its hospitals the target of reducing bed
occupancy to 85% in order to clear access block and overcrowding in NHS
hospitals.

The professional bodies representing emergency physicians in all four countries
are delivering the same message to their governments: overcrowding in
emergency departments is a consequence of increasing hospital occupancy.

Effects of Overcrowding

Emergency departments are designed to deliver episodic acute care. This
dictates their physical design, intended patient flow patterns and staffing
structures and systems. The staff in some emergency departments spend 50%
of their time delivering inpatient care *. This is something they are not trained or
oriented for and their departments are not designed and equipped to do. This
produces a number of adverse effects:

1. Increased adverse incidents such as medication errors and missed
diagnostic tests °°.

2. Service availability and performance degrades eg prolonged waiting
times including ramp time and ambulance by-pass "®.

3. Increased length of patient stay *'°.

4. Staff issues: Some consequences for staff are measurable such as
increased sick leave and overtime claims identified in internal audits.

5. Training: The College has concerns about a relationship between

trainee dropout rate and emergency department overcrowding.
Emergency medicine trainees report high stress levels associated with
working conditions .
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6. Patient Dignity and Privacy: Emergency departments are designed on
an open plan to facilitate access and movement for staff and patients.
With patient processing times of less than four hours, privacy (sound,
sight and smell) is not a critical issue. However, when patients spend
prolonged periods (over eight hours), these become highly significant.
This is especially so during an episode of acute illness when patients
and relatives are most vulnerable.

Causes of Access Block

1. Inpatient Beds: Over the past 10 years there has been a decline in the
numbers of inpatient beds by 15% across the nation . This drop has not been
evenly distributed as it has been selectively targeted in order to save money.
Some of the biggest cuts have been in our major hospitals. The Royal Brisbane
Hospital dropped from 1,056 beds in 1993 to 760 beds in 2003, a drop of nearly
30%. While there has also been a drop in length of stay and an increase in day
surgery, increasing demand for inpatient beds has seen occupancy rise (in the
case of RBH, to over 90%).

Queuing theory developed by Erlang nearly 100 years ago tells us that systems
are most efficient when they operate at 85% capacity. This applies to queues at
the local bank waiting for a teller or at ticket booths at the MCG. It is no surprise
that queuing theory also applies to acute care hospitals '*. Our acute care
hospitals are operating at 90-95%+ and are therefore in crisis mode most of the
time with little or no surge capacity.
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This graph shows the shortfall in inpatient beds needed in Perth hospitals
compared to those available for patients requiring admission from the emergency
department. This has been termed the “Gap of Emergency Department

Neglect” ™.




2. Workforce: Australia is facing a severe nursing workforce shortage with
the result that hospitals have episodes of bed closures due to insufficient
numbers of nurses. This accentuates the overall bed shortage. This problem
affects all areas including intensive care and coronary care. The Queensland
Nurses Union estimates that Australia will have a shortage of 33,000 nurses by
2006.

3: Aging population:  Older Australians are disproportionately represented
in emergency department attendances in the same way that they are heavy
users of all health services. It is no coincidence that most of the patients pictured
in this paper waiting on trolleys are elderly.

Attendances x Age of Patient

3 4 5 6 7 8 9 10
Decade of l.ife

(Attendance profile — Ashford Emergency Department, SA 2000; C. Baggoley)



In 1999, 12% of the population was over 65 and one in four of those was over 80
years. By 2016, 16% will be over 65 with one in four over 80.

2.5

Changeiin average 2001'decade workload
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This graph displays the projected emergency department workload growth for the
entire Perth metropolitan area between 1996 and 2016. The workload generated
from the 70-80 year age group, which is already the highest workload age group,
doubles between 2001 and 2016. This represents a 3.5% per annum compound
workload growth rate .

4. Decline in Nursing Home Capacity: There has been a quantitative decline
in nursing home capacity with every state reporting bed shortages. As a result,
elderly patients who are awaiting nursing home placement may spend prolonged
periods in acute hospitals reducing the availability of beds for acute and elective
admissions. Aged care shortages will also be affected by the aging population
and the decline in the “extended family” supports for the elderly. There has also
been a qualitative decline in the capacity of nursing homes to manage illness or
to undertake procedures such as IV antibiotic therapy or urinary catheter
insertion. This puts pressure back on the acute care system.

5. Funding Arrangements:  Problems with the funding model operate at
two levels. Firstly, hospital funding arrangements generally encourage an
emphasis on elective surgery with no cost weights tied to meeting emergency
medicine key performance indicators. For example, Queensland has been
lauded as having the best performing system in terms of elective surgery.
However, Queensland hospitals with the best performance in terms of meeting
elective surgery targets can be amongst the worst performers in terms of access
block. This College is concerned that funding arrangements can mean that



achieving elective surgery targets occurs at the expense of emergency patients
who are being left to languish in emergency departments waiting for an inpatient
bed.

The second funding issue relates to the matter of who pays for inpatient versus
outpatient care. Initiatives that reduce inpatient costs generally transfer costs
either to Medicare or more often to the patient. Even the daily cost of a taxi fare
to attend hospital for outpatient treatment may be sufficient to encourage patients
to want inpatient care. This is particularly seen in the private hospital sector
where legislation significantly restricts the ability of health funds to support
innovations that lead to inpatient substitution.

Causes of Overcrowding

A number of causes have been proposed for emergency department
overcrowding including a declining GP workforce, a decline in bulk billing, the
medical indemnity crisis and the occurrence of “epidemics” such as the
meningococcal scare in 2002.  All these issues are important in terms of
providing clinical services in our emergency departments and provision for them
must be considered in forward planning. However, the evidence does not
support the notion that the rate at which patients attend the emergency
department is responsible for overcrowding.



This table shows the change in attendances in a number of Queensland
hospitals during the winter months from 2000 to 2002 and the corresponding
levels of access block.

Attendances | Change || Access Block | Change
Gold Coast 10,263 to 13,821 +35% 21% to 19% -10%
Toowoomba 8,51210 11,112 +31% no access block
Townsville 9,346 to 11,753 +26% 25% to 37% +76%
Mater 6,186 to 6,892 +11% 23% to 51% +122%
AF;QT;?;Z 11,3130 10,660 |  -6% 15% to 28% | +87%

Changes in Attendances and Access Block in the 3™ Quarters from years 2000 to 2002.

At the current levels of activity, there is not a direct link between
emergency department overcrowding and the rate at which patients attend
those emergency departments.

In February 2001, industrial action caused the cancellation of elective surgery in
South Australian hospitals over a two-week period. This included the Queen
Elizabeth Hospital, a 365-bed hospital in Adelaide. Hospital bed occupancy was
reduced from 94% to 89%. The effect on the emergency department was that
patient occupancy dropped by 25% and waiting time for patients in the waiting
room dropped by 36%'°. Reducing occupancy towards 85% allows patient
transfer to the wards. This in turn frees up cubicles in the emergency
department so that patients from the waiting room can be seen and processed.

10



2000/01 | 2001/02 Ch;/;ge
NSW 1,441,595 | 1,456,547 1.0
Victoria 885,453 946,905 6.9
Queensland 694,392 744,905 7.2
South Australia 303,008 304,893 0.6
Western Australia | 210,889 228,481 8.3
Tasmania 96,866 97,653 0.8
ACT 89,922 91,197 1.4
Northern Territory 98,969 99,113 0.1
Total 3,821,094 | 3,969,048 3.9

Changes in Emergency Department Attendances 2000/01 to 2001/02

Despite a number of assertions to the contrary, there has not been a large influx
of patients into our emergency departments. Subset analyses and selective
examination of various geographic locations may reveal hot spots. However, the
overall increase that has occurred is explained by an aging population and the
natural population increase.

By international standards, Australians are not heavy users of emergency
departments. Each year, one in five Australians will attend an emergency
department, compared with one in three in the United States and one in four in
Canada. ‘

There is no access crisis in the waiting rooms of our emergency
departments. Nationally, 80-90% of all patients presenting to emergency
departments are under the care of a doctor within two hours of arrival.

General Practice Patients in Emergency Departments

Emergency medicine overlaps with all medical craft groups and specialties. It
would be no surprise that some patients who could just as well be treated by a
general practitioner might present to emergency departments. General practice
as a medical specialty itself overlaps with all other medical crafts and specialties
including emergency medicine. There is no debate about “GP” patients
attending other types of specialty practice. The reason for this is that the driver
for this debate is who pays rather than what is in the interests of the patient. The
debate about “general practice” patients in emergency departments has at its
core, the issue of Federal-state funding arguments, not quality of care or cost.
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Attempts have been made to quantify the general practice load in emergency
departments. One of the first studies was published in the Macklin Papers in the
early 1990s and found that 15% of emergency department attendees could be
classed as GP-type '®. The methodology was a retrospective chart review.
Similar studies here and in the UK have claimed that up to 60% of patients could
have been treated by GPs. These types of studies all have the same
fundamental flaw in that it is easy to know where a patient should have gone for
treatment once the diagnosis has been made.

Another approach has been to simply label all Australasian Triage Scale (ATS)
Category 4 and 5 patients as general practice. The origin of this is unknown but
may have arisen from a misunderstanding of the outcome of negotiations
involving the College, the AMA and the Health Insurance Commission that set
the rules for private billing for emergency patients in 1993. There has never
been any scientific research to support the contention that ATS 4 and 5 patients
can be described as GP patients. Three years ago, this College produced a
discussion paper discrediting this notion — a paper that has never been refuted "’.

A mathematical model for estimating general practice workload in emergency
departments has been developed. This examined the presenting complaint,
triage category, whether the patient was self-referred and took into account
presenting complaints that GPs never referred to the emergency department.
This estimated, for the hospital studied, the GP load was between 10-14% 8.
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The issue is important. Australia is potentially facing a major problem in relation
to general practitioner services. The requirements of the GP workforce have
been seriously underestimated, GP remuneration levels calculated in the
Relative Value Study have not been implemented and restrictions have been
applied to the availability of provider numbers. As a result, we may be seeing
general practice financially deregulate. For these and life-style issues, GPs are
increasingly reluctant to provide extended hours services. The Commonwealth
is trialing a number of options in an attempt to alleviate this problem. One of
these is to co-locate general practices in, adjacent to or near hospital emergency
departments.

This College supports any initiative to promote general practitioner availability
within a quality framework. We have no philosophical objection to this type of
proposal. However, there are serious questions regarding these clinics in terms
of workforce and financial sustainability. There is an assumption that they will
pick up significant numbers of patients from the emergency departments and that
this will improve emergency department services to justify the costs.
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This chart shows that complexity, as measured by numbers of investigations and
procedures, rises in direct proportion to age. This study further shows that taking
away the bottom 20% of patients in terms of complexity will reduce the
complexity load on the department by only 3.5% *°. Similarly, in the earlier study
by Sprivulis, even though GP patients comprised 14% of the attendances, they
accounted for only 6% of the cost '®. This is why emergency departments are so
sanguine about their GP case load - these patients are easy to treat and don't
cost much, provided we can get them into a cubicle.

Evaluation of the after-hours trials show high acceptance by the community but
minimal impact on emergency department numbers and workloads. For
example, the trial in the Hunter Valley region is one of the most comprehensive
projects including multiple clinics, free patient transportation, a patient help line
and is provided at no cost to the patient. The clinics are well attended by
patients. However, the effect on the largest and busiest emergency department
in the region (the John Hunter Hospital which sees 140 patients a day) has been
an average reduction in attendances of one patient every two hours while the
clinics are open.
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Solutions
There are several key features:

1.

The solution does not lie in the traditional response to pressure points
in the hospital/health system, that is, crisis funding system failures,

While improvements can be made in the operation of emergency
departments, eliminating access block by reducing hospital occupancy
is the only effective way of dealing with overcrowding,

Reducing hospital occupancy to the target level of 85% requires a
whole of systems approach including reconsidering bed numbers,

There must be extensive clinician involvement as this is where the
ideas will come from, it will ensure clinician buy-in, and act as a check
on gaming by bureaucrats,

A new approach to hospital funding that rewards achievement rather
than failure ie a carrot and stick approach is needed.

Finding solutions means examining the health system beyond just the
emergency department. There have been a number of state health department
forums and other symposia sponsored by organisations such as the National
Institute of Clinical Studies to examine this. The Medical Journal of Australia ran
a series of very useful articles in 2003 in a single edition of the Journal.
However, there is still no national focus or leadership to deal with this crisis that
is affecting hospitals and individuals around the country. It is essential that the
issue of emergency department overcrowding and access block becomes the
focus of national attention and a priority within the health system.
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