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8 SSWAHS Cluster Study Analysis 

8.1 Introduction 

One of the assumptions underpinning the study was there would be significant 
differences at a local level in the relative influence of demand and supply side factors 
impacting on the use of EDs by primary care patients. Moreover, analysis of ED 
demand at a local level may suggest different conclusions to aggregate analysis at a 
state level. The purpose of the cluster analysis, therefore, was to test the application 
of hypotheses at a local level and analyse the interaction between general practice, 
residential aged care, ambulance and ED services. 

8.2 Methodology 

Sydney South West Area Health Service (SSWAHS) was selected as the focus for 
analysis for the cluster study. SSWAHS was chosen as it was broadly representative 
of “growth corridors” elsewhere in NSW and in other states where GP supply might 
be outstripping population growth, and where: 

 Socio-economic pressures might be impacting on access choices 
 There was a relatively high proportion of older people 
 Higher than average birth rates might be impacting on demand 
 Higher than average numbers of people from non-English speaking backgrounds 

(NESB) might impact on access choices 
 Infrastructure development (hospitals, roads and transport) may not be keeping 

up with population growth 
 There was a mix of urban and rural/semi-rural communities 

Within SSWAHS, two specific public hospital catchment areas were selected for 
analysis – one around Royal Prince Alfred Hospital (RPAH) in Camperdown in 
central Sydney and the second around Campbelltown Hospital (CH) on the south-
western fringe (part of which encompasses a semi-rural community). 

The cluster analysis included the following activities: 

 Analysis of relevant service planning, service utilisation (GP and ED) and 
demographic data for each catchment area 

 Interviews with key SSWAHS planning staff, hospital chief executives (RPAH 
and CH), and local program staff (e.g. aged care, GP liaison, clinical policy, 
community care) 

 Interviews with key ED staff at RPAH and CH 
 Interviews with the Chief Executives of the AGPN divisions in which RPAH 

and CH are located (Central Sydney and Macarthur) and three to four GPs in 
each catchment area 
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 Interviews with directors of nursing at two residential aged care facilities in the 
RPAH (Aldersgate and Colombia Group Acacia Centre) and CH (Carrington and 
Frank Whiddon) catchment areas 

 Interviews with key NSW Ambulance service staff who are working, or have 
recently worked, in the RPAH and CH catchment areas 

In conducting the analysis, the focus was on understanding the dynamics of the local 
catchment areas, and the relative influence of demand and supply side hypotheses, 
as illustrated in Figure 76 below. 

Figure 76: Relationships of Different Services in SSWAHS Catchment Areas 
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8.3 SSWAHS Catchment Area Profile 

SSWAHS includes the following local government areas (LGAs):  City of Sydney 
(part), Leichhardt, Marrickville, Ashfield, Burwood, Strathfield, Canada Bay, 
Canterbury, Bankstown, Fairfield, Liverpool, Campbelltown, Camden, Wollondilly 
and Wingecarribee. The RPAH catchment area generally encompasses the Sydney 
(part), Leichhardt, Marrickville and Ashfield LGAs, 
while the CH catchment area generally encompasses 
the Campbelltown, Camden and Wingecarribee LGAs. 

SSWAHS covers a land area of 6,380 square kilometres 
and has a current population of approximately 1.33 
million, representing 20 per cent of the NSW 
population. With areas projected for both substantial 
new land release for residential development and 
medium density urban infill, SSWAHS will continue 
to be one of the fastest-growing parts of the state. Its 
population is projected to increase by up to 300,000 people by 2030, a 22% increase.  
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SSWAHS is the most ethnically diverse health area in Australia, with 39% of the 
population speaking a language other than English at home. This is most notable in 
Fairfield and Canterbury, where over 60% of the population do not speak English at 
home. A high proportion of new migrants to Australia, including refugees, choose to 
settle in south west Sydney. There are also considerable variations between LGAs in 
the proportion of the population identifying as Aboriginal (highest in South Sydney 
and Campbelltown). 

In addition to the influx of new migrants, the area’s population is growing by 
around 19,000 new births per annum. In some places, notably Canterbury, Liverpool 
and Bankstown, birth rates are between 2.09 and 2.16, considerably above the state 
average of 1.79, and this trend is projected to continue, with young families expected 
to comprise a large proportion of residents in new residential developments.  

LGAs with the highest proportion of younger people (0-14 years) are Campbelltown, 
Camden and Liverpool. Across the area there are 266,000 children under the age of 
15, representing 20% of the population. LGAs with the highest proportion of older 
people (85 years and over) are Ashfield, Burwood and Strathfield. Across the Area 
there are 180,000 people over the age of 65, representing 17% of the population.68   In 
the CH and RPAH catchment areas specifically, there are marked differences in age 
as shown in Figure 77 below. The CH catchment area has a much higher proportion 
of people in younger age groups, particularly in the 5 to 14 age group. 

Figure 77: CH and RPAH Catchment Areas – Population Distribution by Age 

 

 

 

 

 

 

 
Source: ABS, 2006 Community Profile Series  

 

There are also variations in socio-economic status, particularly within catchment 
areas, as shown in Figure 78 below. In the RPAH catchment area, median weekly 
household incomes range from $1,099 in the Ashfield LGA to $1,728 in the 
Leichhardt LGA. In the CH catchment area, median weekly household incomes 
range from $993 in the Wingecarribee LGA to $1,351 in the Camden LGA. 

 

                                                 
68 Source: SSWAHS Year in Review, 05-06 
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Figure 78: CH and RPAH Catchment Areas – Median Household Incomes 69 

 

 
Source: ABS, 2006 Community Profile Series  

Annual growth rate in ED attendances across all triage categories and in all 
SSWAHS public hospitals from 2004/05 to 2006/07 was 10.3%, (see Figure 79) 
compared with an average annual NSW growth rate of 6.9%. These figures do not 
reveal significant seasonal fluctuations in ED demand for most hospitals. For 
example, in Winter 2007 RPAH experienced a large increase in ED demand driven 
mainly by influenza presentations, with significant implications for access block.   

Figure 79: SSWAHS ED Attendances (all hospitals) 2004/05 to 2006/07 
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Source: NSW Health EDIS Data 

Note: SSWAHS data is for 9 hospitals that consistently provided data over the 3 year period: Bankstown/Lidcombe, Bowral & District, Camden, Campbelltown, 
Canterbury, Concord, Fairfield, Liverpool & Royal Prince Alfred. 

As shown in Figure 80 below, overall ED attendances grew more quickly at CH 
(12.9%) than at RPAH (9.5%) over the three year period. Attendances at both CH and 
RPAH grew more quickly than in NSW overall (6.9%). 

                                                 
69 ABS 2006 Community Profile Series 
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Figure 80: ED Attendances at RPAH and CH – 2004/05 to 2006/07 
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Source: NSW Health EDIS Data 

Consistent with the Paxton Partners report, and qualitative evidence gathered 
during this study, it is generally not T4s and T5s where most growth in ED demand 
over the last three years has occurred. With the exception of 2006/07 at CH where 
there was a sharp increase in primary care ED attendances, ED attendances by 
primary care patients (see Section 2.3 above for definition) has remained relatively 
constant over the period of analysis (see Figure 81). At both CH and RPAH, primary 
care ED attendances as a proportion of all ED attendances have been much lower 
than the NSW average (44%).  

Figure 81: Primary Care Patient ED Attendances at RPAH and CH – 2004/05 to 2006/07 
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Source: NSW Health EDIS Data 
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8.4 Demand Side Hypotheses 

8.4.1 Changing Patient Demographics 

Qualitative evidence gathered through interviews suggested that population growth 
was having an impact, particularly in new residential developments around 
Campbelltown and in inner-Sydney areas around RPAH where urban renewal was 
underway in some areas. The key impact cited here was an increase in obstetric and 
paediatric ED attendances. Population ageing was consistently identified as a driver 
of increased ED demand, with concern that this impact would escalate in years to 
come. In addition, changing family support structures and, in particular, an 
increased incidence of older people living alone, was cited a demographic factor of 
importance. At RPAH, senior staff identified the 40-69 age group as the main 
demographic driving increased ED demand. 

Analysis of EDIS data on ED attendances across all triage categories for the last three 
years shows little change (see Figure 82).  For both hospitals, attendances for the 
under 16 group have increased slightly, and attendances for the over 75 group have 
decreased slightly. Of significance, though, is the much higher proportion of ED 
patients in the under 16 group at CH (30%) compared with RPAH (14%), but again, 
these have remained relatively unchanged over the last three years. 

Figure 82: ED Attendances at RPAH and CH by Age of Patient – 2004/05 to 2006/07 

29% 30% 30%

3% 3% 3%
12% 12% 11%

15% 14% 14%

11% 11% 11%

10% 9% 10%

7% 7% 8%
5% 5% 5%
9% 8% 8%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

2004/05 2005/06 2006/07

Under 16 16-17 18-24 25-34 35-44
45-54 55-64 65-74 75+

44,27739,49334,759

Campbelltown Hospital
Age of patients (04/05-06/07)

%
 o

f a
ll 

pa
tie

nt
s

13% 14% 14%
1% 1% 1%

12% 12% 12%

19% 19% 19%

14% 14% 14%

11% 11% 10%

9% 9% 10%

9% 8% 8%

12% 11% 11%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

2004/05 2005/06 2006/07

54,96249,96145,810

RPA Hospital
Age of patients (04/05-06/07)

%
 o

f a
ll 

pa
tie

nt
s

24%

3%
11%

13%

11%

10%

8%

7%

12%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

2006/07

%
 o

f a
ll 

pa
tie

nt
s

1.76M

All of NSW
Age of patients (06/07)

NSW 
CAGR
=6.9%

CAGR
=9.5%

CAGR=
12.9%

 
Source: NSW Health EDIS Data 

Qualitative evidence suggested that older patients did not represent a large 
proportion of the primary care cohort in ED attendances, and the impact of this 
group was more pronounced in triage categories 2 and 3. This is supported by 
analysis of EDIS data (see Figure 83) that shows that the older groups (65-74, 75+) 
represented only a very small proportion of primary care ED attendances at both 
hospitals in 2006-7. Clearly, it is the younger age groups that are most represented in 
primary care ED attendances. 
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Figure 83: Primary Care ED Attendances at RPAH and CH by Age of Patient – 2006/07 
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(1) CAGR, refers to the comparison of 2004/05 versus 2006/07 

Source: NSW Health EDIS Data, CAGR refers to a three year comparison 2004/5 versus 2006/7 

Interview Quotes:  

 Ageing Population 
– “The ageing population is a key driver on overall ED demand” 
– “One third of our patients are now children” 
– “Urban renewal in this catchment area is driving population growth and younger 

presentations, including obstetrics and paediatrics”  
– “It’s not the elderly that are blowing us out – it’s the 40-65 age group that are 

increasing”  
– “The numbers of elderly patients going to ED is on a wave – if we don’t solve this 

problem we’ll be in gridlock” 
 Socio-Economic Status 

– “The social determinants of health need to be considered – it’s easier to live healthily 
in eastern Sydney than western Sydney” 

– “The patients’ ability to access the system is affected by their socio-
economic/educational status” 

 

Hypothesis: Changing Patient Demographics 
Conclusion: Hypothesis supported by the data 
Cluster Analysis: CONFIRMS FINDINGS 
In summary, as in the overall NSW picture, there are particular age groups driving demand in EDs: 
younger patients in CH and older patients at RPAH. The ageing population is also felt at the local 
level, however the ageing population impact differs in each hospital based on the areas’ 
demographics. 
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8.4.2 Changing Patient Morbidity 

Qualitative evidence suggests that the trauma component of ED attendances has not 
changed. Changes that have occurred include an increased incidence of chronic 
illness, e.g. diabetes, driven by lifestyle and other issues and, with the ageing of the 
population, increased presentations from older people with more complex 
conditions and co-morbidities. Staff at RPAH and CH suggested that current 
demand prediction models have generally under-estimated the age/morbidity 
interface and the new cohort of older, sicker patients that is emerging. Generally, 
older people are being kept alive for longer, and there are more older people living 
alone at home, who often defer seeking care until later than appropriate. 

In addition, staff interviewed indicated that drug, alcohol and mental health 
conditions were becoming more common in the ED. 

Generally, changes in patient morbidity do not appear to be having a major impact 
on primary care attendances at EDs, rather on the higher end triage categories T2 
and T3. 

Interview Quotes:  

 Types of Conditions 
– “The trauma component of our ED work hasn’t really changed” 
– “We are seeing more drug and alcohol related illness” 

 Complexity of Conditions 
– “We are seeing more complex patients, often with multi-system failures” 
– “We are keeping people alive longer and treating more complex conditions” 
– “There has been an increase in mental health patients presenting at ED – this has 

been influenced by closure of institutions and a lack of effective community mental 
health programs” 

 Age Differences 
– “Paediatrics is a bigger slice of the ED load these days” 
– “Older people tend to leave seeking help until it becomes a crisis – older patients 

aren’t pushing themselves forward” 
 

Hypothesis: Changing Patient Morbidity 
Conclusion: Hypothesis supported by the data 
Cluster Analysis: CONFIRMS FINDING 
In summary, the cluster analysis confirms that it is the chronic conditions and more complex 
conditions that are driving ED demand rather than increases in acute conditions. 
 

8.4.3 Changing Patient Expectations 

Patients were not interviewed as part of the cluster analysis, but their expectations 
were gauged indirectly through interviews with ED staff, ambulance staff and GPs. 
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Noting the caution that patient and clinicians’ perceptions of patient behaviour can 
differ (see Section 2.1.1 above), clinicians suggested that patients are more informed 
about their health generally, and about the current condition they are experiencing. 
They are increasingly likely to have sought information from the Internet or other 
sources before presenting for care. They are also more informed about, and more 
demanding on, the range of tests required to diagnose their conditions. They are 
increasingly making their own judgements about the acuity and urgency of their 
conditions, and this is shaping their decisions on accessing care from EDs and GPs. 

The evidence from interviews was that patients are increasingly time poor, and are 
more likely (particularly Generations X and Y) to want access to care they deem 
appropriate at a time of their own choosing. They are more likely to “shop around” 
for care than establish an enduring relationship with one healthcare provider. They 
are increasingly seeing GPs as being more difficult to access and providing a 
narrower range of services than EDs. Patients are increasingly seeing EDs as the 
healthcare source that best meets their expectations for early and comprehensive 
care. EDs are seen as providing access to specialists and a full range of diagnostic 
services without cost to the patient. In addition, patients are generally happy to wait 
for that care. Patients may also have been influenced by the “ER” genre of television 
programs in the last few years, including programs like RPAH, which promote 
healthcare services that can be expected in hospitals and ED. 

Interview Quotes:  

 Patients Informed 
– “Patients are more informed about tests and regularly ask for tests in ED – they get 

worried if ED staff don’t order tests” 
– “Patients coming to ED are influenced by their own assessment of the acuity of their 

condition – they really do believe they are sick – and in most cases are” 
 Service Expectation and Convenience 

– “Patient preference for a ‘one stop shop’ is a big factor”  
– “Patients now expect to get the treatment they want when they want it and where 

they want it” 
– “People think of primary care as a commodity – more so in younger generations – 

they focus on convenience” 
– “Patients have a 24/7 mindset and are time-poor” 
– “Patients’ families expectations of care are higher” 
– “Different patients have different preferences – some want to establish an ongoing 

relationship with a GP – others seek primary care on an episodic basis”  
 More Positive View of ED Compared to GP 

– “Patients know what it is like to visit a GP, and they know what it is like to visit an 
ED – they make an informed decision – the decision to go to the ED is a rational 
choice” 
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– “There is reduced confidence by patients in the ability of GPs to treat their complex 
conditions” 

– “EDs are seen by patients as the centre of available care – EDs have highly skilled 
specialist doctors, nursing staff and diagnostic services” 

– “People think staff in ED know more than their GP” 
– “The loyalty of patients to GPs has diminished” 

 

Hypothesis: Changing Patient Expectations 
Conclusion: Hypothesis supported by the data 
Cluster Analysis: CONFIRMS FINDING 
In summary, the cluster analysis confirms that patients are becoming more informed about health 
care, often self referring and attending EDs to access a ‘one-stop-shop’. 
 

8.4.4 Changing Financial Barriers 

Again with the strong qualifications that patients were not interviewed as part of the 
cluster analysis, and that clinicians’ and patients’ perceptions have been shown to 
differ, clinicians interviewed did suggest that financial barriers were a factor in 
patients’ decision to access healthcare.   

Clinicians suggest that reductions in bulk-billing rates in some areas has had an 
impact, as patients in lower socio-economic groups are less able to pay the full cost 
of a service “upfront” and tolerate a co-payment. These patients are more likely to 
look to public hospital EDs where they can receive both primary care and diagnostic 
services without cost. Patients are more likely to consider the additional 
“downstream” costs of specialist services (e.g. imaging, pathology, orthopaedics) in 
electing to seek care from an ED rather than a GP. In addition, patients whose 
condition is likely to involve repeat visits to specialist services (e.g. orthopaedics) are 
more likely to seek care in the first instance from an ED rather than a GP. 

Interview Quotes:  

 “ I have a feeling that some GPs have stopped bulk billing” 
 “We have a lower socio-economic group in our catchment area, so reduced bulk billing 

rates do have an impact on ED demand” 
 “GP cost is a factor to patients” 
 “Many doctors around here have stopped bulk billing – independent GPs are less likely to 

bulk bill” 
 “Most solo GPs are now non-bulk billing” 

Hypothesis: Changing Financial Barriers 
Conclusion: Hypothesis not supported by data 
Cluster Analysis: CONTRADICTS FINDINGS 
In summary, the cluster analysis identified that financial barriers, such as reduced bulk billing, are 
affecting patients in the area. This contradicts the overall NSW finding where bulk billing increased 
overall as different catchment areas have different socio-economic profiles and GP practices. 
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8.4.5 Changing Referral Patterns 

A strong theme that emerged from interviews with clinicians – GPs, nursing home 
staff, ambulance officers and ED staff – is that the medico-legal environment and the 
increasing prospect of being sued by a patient is making them more risk averse. The 
impact of this is that they are less likely to trust their individual clinical judgement, 
more likely to order diagnostic tests to confirm their judgement and are more likely 
to refer patients to facilities providing higher levels of care, and particularly 
specialist care. 

Data drawn from EDIS (see Figure 84 below), however, does not support changing 
referral patterns as having a major influence on ED demand. Self-referral is 
overwhelmingly the main source of referral at both CH (98%in 06/07) and RPAH 
(87% in 06/07) for all ED attendances across all triage categories. In the case of 
RPAH where the referral rate from GPs was higher (11% in 06/07), anecdotal 
evidence is that there may be a specific group of GPs who regularly refer to the ED.70 

Figure 84: ED Attendances at RPAH and CH by Source of Referral – 2004-5 to 2006-7 
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Source: NSW Health EDIS Data 
Note: Referral calculations only use cases where the Source of Referral field was filled in. A small margin of error should be taken into account when 
interpreting these figures. Analysis is indicative of trends and behaviour. Additional sources, such as interviews and the National Patient survey indicate that 
trends are in line with the overall NSW picture.  

8.4.5.1 General Practice Referrals 

The qualitative evidence from interviews suggests that the decline of traditional 
practices, the emergence of corporatised practices and changes to the Medicare 
Benefits Schedule have driven a change to a high-turnover, revenue-driven general 
practice care model, particularly in larger group practices. This has meant that GPs 
are less likely to treat patients with complex conditions requiring longer consultation 
times and more likely to refer them to EDs or specialists.  

                                                 
70 All data in relation to referral have to be interpreted with caution, since this is not a mandatory field. The source for anecdotal 
evidence is clinical staff at the ED at RPAH 
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In addition, GPs are less likely to practice procedural medicine (e.g. wound care, 
suturing, plastering) as these take time and procedural skills can degrade if not 
performed regularly. GPs are therefore more likely to direct patients requiring 
procedures to EDs. 

Data on GP referrals from GPs to CH and RPAH is shown at Figure 85 below. 
Significantly, while T2s are consistently the triage category most referred, T4s and 
T5s represent a greater proportion of referrals at RPAH than at CH. 

Figure 85: GP Referrals71 to EDs at RPAH and CH by Triage Category – 2004/05 to 2006/07 
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Source: NSW Health EDIS Data 

Note: Referral calculations only use cases where the Source of Referral field was filled in. A small margin of error should be taken into account when 
interpreting these figures. Analysis is indicative of trends and behaviour. Additional sources, such as interviews and the National Patient survey indicate that 
trends are in line for the overall NSW picture. 

Interviews also suggested an increasing philosophical divide between general 
practice and acute medicine, and in particular how they view and value their 
respective roles in the healthcare system. This may be having an adverse effect on 
the interaction between GPs and ED staff at a local level, and on the prevention of 
inappropriate referrals of primary care patients to EDs. 

There was strong support amongst those interviewed for community care initiatives 
directed at avoiding admissions, the emerging multi-disciplinary team approach to 
primary care (including the nurse practitioner model) and for the role of the 
Australian General Practice Network in improving the GP-ED interface. 

Interview Quotes:  

 GP Practice 
– “Some GPs in the area are quick to refer – they bulk bill and then refer on to the ED” 
– “GPs have problems getting patients into specialist appointments in reasonable time 

– therefore they refer them to an ED” 
                                                 
71 All data in relation to referral have to be interpreted with caution, since this is not a mandatory field. 
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 Risk Aversion 
– “GPs are risk averse. There are a core of GPs who consistently refer to the ED, 

particularly GPs from medical centres who practice ‘revolving door’ medicine. We 
never hear from the good GPs.”  

– “GPs practice defensive medicine – they are  more inclined to refer patients to an ED” 
 

Hypothesis: Increased Referral from Primary Care (From GPs) 
Conclusion: Hypothesis not supported by data 
Cluster Analysis: CONFIRMS FINDINGS 
In summary, referrals from GPs as a proportion of all official referrals have reduced over the past 
three years in both hospitals. 
 

8.4.5.2 Aged Care Facility Referrals 

The qualitative evidence from interviews suggests Commonwealth and State 
programs, to allow older patients to be cared for in the community for as long as 
possible, are working. The impact of this has been that the occupancy levels of some 
residential aged care facilities have decreased, that patients are entering high 
dependency residential aged care facilities later than previously and that, as a result, 
the patients who are in the facilities are generally sicker than has been the case in the 
past. Referrals from nursing homes to CH and RPAH by triage category are shown 
at Figure 86 below. 

Figure 86: Nursing Home Referrals to RPAH & CH EDs by Triage Category – 2004/05 to 2006/07 
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Source: NSW Health EDIS Data 

Note: Referral calculations only use cases where the Source of Referral field was filled in. A small margin of error should be taken into account when 
interpreting these figures. Analysis is indicative of trends and behaviour. Additional sources, such as interviews and the National Patient survey indicate that 
trends are in line with the overall NSW picture. 

Commercial pressure on residential aged care facilities has meant that nurse staffing 
levels are generally at the minimum required to maintain accreditation. In addition, 
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most facilities are experiencing difficulty in recruiting nursing staff, and now a 
significant proportion of staff is being recruited from overseas. Nursing staff in aged 
care facilities, like the clinical counterparts elsewhere, are increasingly risk averse in 
the face of patient and family expectations and the threat of litigation. This has 
meant that nursing staff are less likely to trust their clinical judgement and more 
likely to refer patients to GPs or an ED. Given the changing nature of general 
practice (see Section 8.5.3 below), GPs are less inclined to visit nursing homes, 
particularly after hours, and this provides a further incentive for nursing staff to 
refer patients to an ED. In addition, staff in residential aged care facilities routinely 
refer patients who have suffered a fall or who require a specific procedure, e.g. IV 
antibiotics, to an ED for treatment. 

The tendency to refer patients to ED is compounded by low uptake of effective “end 
of life” planning. Time poor families, often living well away from the facility, a lower 
likelihood of GPs visiting the facility when senior nursing staff and families are 
present and risk aversion by nursing staff mean that some older patients are referred 
inappropriately to EDs. 

Interview Quotes: 

 Difficulty Accessing GP Services 
– “GPs are slow in the uptake of end of life planning – issues should have been 

addressed by GPs earlier” 
– “GPs see going to nursing homes as an extra burden” 
– “The capacity of GPs to support nursing homes is decreasing” 

 Family Expectations 
– “We have been yelled at and screamed at by family members when we didn’t send the 

patient to an ED” 
– “Families have unrealistic expectations for nursing home care of their loved ones – 

end of life care is not effectively discussed” 
 Staffing and Medico-Legal Issues 

– “Aged care facilities have been very good at putting people back in the community – 
staffing at night tends to be such that nursing homes can’t manage – nursing staff 
finding it more difficult to access GPs after hours – they are concerned about duty of 
care and medico-legal issues and are more likely to call an ambulance” 

– “There are lots of inappropriate transfers from nursing homes – nursing staff in 
nursing homes are under-trained and under-skilled” 

– “Nursing home staff are becoming more risk averse because of medico-legal issues and 
family expectations” 

 Other 
– “Patients coming into the home now would have come here a year earlier in the past” 
– “Residential aged care facilities have always had a low threshold in sending people to 

ED” 
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Hypothesis: Increased referrals from aged care facilities 
Conclusion: Hypothesis not supported by data / FURTHER INVESTIGATION REQUIRED 
Cluster Analysis: CONFIRMS FINDING 
In summary, primary care transfer from Aged Care facilities is negligible, however the cluster analysis 
shows that nursing homes are facing difficulties in particular with GP access and obtaining the correct 
staff, so referrals are likely to grow in the future. 
 

8.4.5.3 Ambulance Referrals 

Qualitative evidence from interviews is that ambulance referrals to EDs are 
increasing. This is supported by the EDIS data for CH and RPAH at Figure 87 below. 
In addition to showing a significant overall increase in ambulance referrals, the data 
also shows an increase in T4s as proportion of overall ambulance referrals at CH and 
RPAH. 

Figure 87: Ambulance Referrals to RPAH & CH EDs by Triage Category – 2004/05 to 2006/07 

3% 3% 2%

20% 19% 17%

57% 62%
58%

18% 16%
22%

1%1%1%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

2004/05 2005/06 2006/07

1 - Resuscitation 2 - Emergency 3 - Urgent
4 - Semi-urgent 5 - Non-urgent

Campbelltown Hospital
Ambulance arrivals by triage category

(04/05-06/07)

%
 o

f a
ll 

am
bu

la
nc

e 
ar

riv
al

s

2% 2% 2%

18% 18% 18%

50% 49% 44%

26% 26%
30%

5% 5% 6%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

2004/05 2005/06 2006/07

1 - Resuscitation 2 - Emergency 3 - Urgent
4 - Semi-urgent 5 - Non-urgent

%
 o

f a
ll 

am
bu

la
nc

e 
ar

riv
al

s

RPA Hospital
Ambulance arrivals by triage category

(04/05-06/07)
8,455 9,020 10,844 15,291 16,796 19,046

 
Source: NSW Health EDIS Data 

Interviews suggest that a range of factors may be driving this increase, including 
patient behaviour and NSW Ambulance processes and protocols. Clinical staff has 
suggested that some patients are using the ambulance service like a taxi service, 
some think they will be seen more quickly in an ED if they arrive by ambulance, and 
there is an increasing tendency for older people to come to ED by ambulance. In 
addition, changes to NSW Ambulance protocols in response to some high profile 
cases (e.g. meningococcal) and the introduction of the Patient Allocation Matrix have 
driven an increase in ambulance referrals overall, and in particular to major trauma 
centres like RPAH. 

Interview Quotes:  

 Ambulance Policies 
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– “The introduction of the ambulance Patient Allocation Matrix has increased demand 
on the ED – ambulances now arrive in ‘gangs’ “ 

– “With ambulances in past, some patients were not accepted, now the ambulances 
accept patients without questioning” 

 ED and Ambulance Relationship 
– “The ambulance/ED interface is a real problem – the numbers of ambulance 

presentations have skyrocketed” 
– “Two to three years ago it was unusual for ambulances to be at an ED for more than 

20 minutes – these days if crews are offloaded in 20 minutes we rejoice” 
– “Ambulances have become an inconvenience to hospitals – ED staff are frustrated by 

ambulances continually arriving with patients” 
 Patient Demand 

– “There is now a mainstream acceptance of the use of ambulance as a right – as a 
mainstream service” 

– “Patients think ‘If I go by ambulance, I’ll get seen quicker’ ” 
 

Hypothesis: Higher ambulance transport rates 
Conclusion: Hypothesis supported by the data 
Cluster Analysis :  CONFIRMS FINDING 
In summary, both hospitals had significant growth in arrivals by ambulance, particularly for the lower 
urgency triage categories. 
 

8.4.6 Improved Population Health Campaigns 

Interviews supported the view that population health campaigns like Heart Week 
drove a short-term increase in ED demand, as did the public and Government 
response to public health events such as meningococcal and influenza outbreaks. In 
addition, in response to a specific meningococcal episode, NSW Ambulance 
introduced new clinical decision protocols that resulted in an increase in ambulance 
transportation rates to EDs. 

Interview Quotes:  

 “NSW Health’s  meningococcal campaign influenced both public behaviour and 
ambulance practice” 

 “Campaigns like heart week are accompanied by a spike in demand – they do have an 
impact” 

 

Hypothesis: Improved Population Health Campaigns 
Conclusion: Hypothesis supported by the data 
Cluster Analysis: CONFIRMS FINDING 
In summary, qualitative evidence points to government campaigns such as Heart Week improving 
patients knowledge and driving demand in EDs. 
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8.4.7 Changing Infrastructure and Community Services 

This factor was supported in interviews as a factor driving ED demand, particularly 
in the CH catchment area. In this area, lower levels of public transport availability 
made accessing both GPs and EDs more difficult. In addition, it was suggested that 
delays experienced on the M5 Motorway between Campbelltown and Liverpool 
during peak hours had resulted in ambulances opting to take patients to CH rather 
than to Liverpool Hospital is some instances. There was a general view, too, that the 
healthcare infrastructure in the CH catchment area was yet to provide the volume 
and scope of services available in some other parts of Sydney. 

Interview Quotes: 

 “Families can’t provide the same levels of support as they could 20 years ago” 
 “Lack of access to public transport in Western Sydney is a major issue impacting on 

access to GPs” 
 

Hypothesis: Changing Infrastructure and Community Services 
Conclusion: Hypothesis not supported by data 
Cluster Analysis: CONTRADICTS FINDING 
In summary, while overall in NSW this was not identified as a contributing factor, the cluster analysis 
shows that at the localised level, for example Western Sydney, infrastructure changes have an impact 
on patients’ ability to access both GP and ED services. 
 

8.5 Supply Side Hypotheses 

8.5.1 Changing Primary Practitioner Numbers 

Qualitative evidence from interviews suggested that GP supply was generally not 
keeping up with population growth, particularly in the CH catchment area. More 
specifically, it was contended that the effective hours worked by GPs was in decline 
due to a number of factors. These included the ageing of the GP workforce, with 
many wanting to work fewer hours or opting to sell their practices to a corporate 
provider to boost superannuation and provide better work-life balance. 

Younger people entering the GP workforce are more likely to be women, and these 
women are more likely to opt for a work-life balance that involves fewer working 
hours, less after hours work and fewer home visits. Smaller group practices are 
experiencing difficulty attracting younger GPs to join them as the conditions, 
including work-life balance, offered by the corporates are more attractive. 

The cumulative impact of this has been some smaller practices closing their books to 
new patients, longer waiting lists, reduced after hours services and fewer home 
visits. 
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A further factor raised by interviewees was an increasing proportion of GPs coming 
from non-English speaking backgrounds (NESB) which sometimes complicated the 
GP-patient relationship, and particularly communication and confidence. 
Anecdotally, patients have little tolerance for GPs who may appear to have difficulty 
understanding them or explaining diagnoses or treatment plans. 

Data on each of the divisions shows that while the Population per GP ratio has 
remained relatively stable over the period 2002/3 to 2003/4, it is now much worse 
than in 2003.  The impact of this deterioration was much higher in the Central 
Sydney Division than in the Macarthur division. In the period of 2004/05 to 2005/06 
the Population per GP ratio has overall improved. However Central Sydney is 
experiencing a decline. 

Furthermore from 2002/03 to 2005/06 Central Sydney experienced an annual 
population growth rate of 1.45% while Macarthur had an annual growth of 0.6%. 
Central Sydney may have not anticipated the increase in population during the 
planning phase for the provision of health services. 

Figure 88: Population per GP Ratio by Division 

Division 2002/03 2003/04 2004/05 2005/06
Central Sydney 501 668 642 651
Macarthur 1102 1114 1331 1209
NSW Overall 938 896 1026 917  

Source:  Primary Health Care Research & Information Service (PHC RIS) – 2005/06 

At the same time Macarthur GPs are working fewer hours (123% of a full-time load 
in 2005/06 down from 134% in 2004/05), meaning GPs are less accessible. 
Nevertheless they are still working significantly bigger workloads than Central 
Sydney GPs who are working only 72% of a full-time load. The effective working 
hours also corresponds to the percentage of the workforce that is female; earlier 
analysis showed that female GPs work on average 13.6 hours less than their male 
counterparts and this limits accessibility and working hours in the Central Sydney 
division. 

Figure 89: Effective Working Hours and Female Workforce by Division 

2004/05 2005/06
Central Sydney 70% 72% 47%
Macarthur 134% 123% 20%
NSW Overall 93% 85% 33%

Division
Effective Working Hours Percentage 

Workforce 

 
Source:  Primary Health Care Research & Information Service (PHC RIS) – 2005/06 

Note: Effective working hours is calculated by dividing the Full-Time-Weighted Equivalent number of GPs by the Total Number of GPs 

 

Interview Quotes:  

 Number of GPs 
– “The GP population is shrinking” 
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– “GP numbers haven’t kept up with population growth in this area” 
– “There are no new GPs coming in to the area” 

 Effective Hours 
– “Reduced effective workforce is the problem, not the numbers of GPs – GPs are 

working fewer hours” 
– “Lack of access to GPs is a big thing – ED patients say ‘I was going to see a GP but 

couldn’t get an appointment’” 
– “GP availability is a major factor” 
– “Access to GPs is a real problem – it’s difficult to get appointments, and by the time 

people can get appointments, their condition has been exacerbated” 
– “The corporates have shut off supply of GPs to traditional general practice” 

 Female GPs 
– “Females predominate in medical faculties” 

 

Hypothesis: Changing Primary Practitioner Numbers 
Conclusion: Hypothesis supported by the data  
Cluster Analysis: CONFIRMS FINDING 
In summary, the cluster analysis shows that GPs are more difficult to access as their effective working 
hours fall, and interviews reinforce the issue that GPs are seeking a more balanced lifestyle and 
hence working fewer hours. The cluster analysis also demonstrates that the level of feminisation of 
the workforce has a strong impact on the hours worked. 
 

8.5.2 Changing Primary Practitioner Distribution 

Interviewees consistently raised the issue of mal-distribution of GP services as a 
factor impacting on ED demand. This is supported by AGPN data that indicates that 
the Central Sydney Division which roughly aligns with a significant portion of the 
RPAH catchment area has 560 GPs servicing a population of 364,346 people (1:651), 
while Macarthur Division which roughly aligns with much of the CH catchment 
area has only 195 GPs servicing a population of 235,795 people (1:1209).72  In rural 
parts of the CH catchment areas, like other rural areas in Australia, GP:Population 
ratios are likely to be even lower, although in these areas the GP-ED interface is 
different as many GPs also tend to work in the local public hospital. 

Another factor raised in interviews was the suggestion that GPs were increasingly 
living away from the area in which they practised, thus reducing the prospect of the 
GP providing after hours services or doing home visits. 
 

                                                 
72 Source: Primary Health Care Research & Information Service (PHC RIS) – 2005/06 
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Hypothesis: Changing Primary Practitioner Distribution 
Conclusion: Hypothesis supported by the data  
Cluster Analysis: CONFIRMS FINDING 
In summary, the cluster analysis interviews show that there is a perception that GPs in rural areas are 
more difficult to access. 
 
















