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2 Introduction 

2.1 Background 

After a period of relatively stable Emergency Department (ED) demand in public 
hospitals in NSW, in 2005/06 there was a significant increase in ED demand across 
the state which was not easily accounted for in terms of planning projections based 
on demographics. Other mainland states – Queensland, Victoria, South Australia 
and Western Australia – also experienced a higher increase in demand for  ED 
services from 2005/06. A relatively sudden and unexpected increase in ED demand 
has major implications for resources, quality of service and demand management 
initiatives applied.  

NSW Health, with the support from the health departments of the other mainland 
states initiated further projects to quantify the extent and nature of the demand 
increase, and identify and analyse root causes.  To help quantify the demand 
increase, in November 2006 NSW Health commissioned Paxton Partners Pty Ltd to 
review the recent growth in ED activity in NSW and to identify the characteristics of 
the growth in NSW. Further analysis by NSW Health of data since 2005/06 indicated 
that some of the ED demand increase might be attributed to demand transfer from 
primary care. In August 2007, NSW Health – with support from the other mainland 
states – commissioned Booz Allen Hamilton (Australia) Ltd to analyse the root 
causes of the recent increase in ED demand with a particular focus on primary care 
transfer.   

2.1.1 Previous Reports 

2.1.1.1 Paxton Partners Report 

The Paxton Partners Report3 concluded that the growth in ED demand in NSW over 
the last five years is generally consistent with that in other mainland states. 
Specifically, it concluded that: 

 The growth was most concentrated in the relatively more urgent triage 
categories, T2 and T3 (see definitions below) 

 The highest growth was in the 75 and over age group 
 There was also substantial growth in ED attendances in the 30 to 64 age group 
 The growth in ED attendances has been accompanied by a strong growth in 

ambulance arrivals at ED, with a disproportionate number over 75 years of age 
 Patients over 75 spend longer in ED than other patients (average 8.8 hours), and a 

higher proportion (55%) are likely to be admitted than other age groups 

                                                 
3 Paxton Partners, Analysis of Emergency Department Admission Data – Discussion Paper (Draft), June 2007 
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 The volume of attendances and hospital admissions for the over 75 group has 
increased 

The report also concluded that the growth experienced in ED demand in NSW in 
2005/06 was also experienced by the other mainland states, and that all states 
reported the strongest growth in the relatively urgent triage categories (T2, T3 and to 
some extent T4) which are the categories having most impact on hospital inpatient 
utilisation. 

2.1.1.2 BEACH Report 

Established in 1998, the BEACH (Bettering the Evaluation and Care of Health) 
program is a continuous national study of general practice activity in Australia 
which provides information about GP-patient encounters, and the services and 
treatments provided by GPs to the Australian community. The most recent report4 
provided a comprehensive snapshot of general practice in Australia in 2005/06 and 
how it is changing. Some of the more important conclusions of particular relevance 
to this study are as follows: 

 Australia had a relatively high utilisation of GPs compared with other advanced 
western countries such as the USA and New Zealand 

 The GP workforce reflected increasing feminisation, ageing and presence of 
overseas graduates 

 GPs were taking lifestyle choices to work fewer sessions and they are less likely 
to provide after hours care 

 There were fewer encounters with children but more in the 45 to 64 and the over 
75 age groups 

 There had been an increase in the management rates of specific types of chronic 
conditions such as hypertension and diabetes 

 There had been a decrease in the number of clinical treatments provided by GPs 
 There had been a decrease in prescription rates by GPs, although this was not 

consistent across all drug types 
 There had been significant increases in the rates with which GPs order pathology 

and imaging tests 

2.1.1.3 Centre for Health Service Development Reports 

Two recent studies led by Professor Kathy Eager, Director, and Centre for Health 
Service Development at the University of Wollongong, and subsequently published 
in the journal Emergency Medicine Australia are of direct relevance to the current 
study: 

                                                 
4 Australian Institute of Health and Welfare and the University of Sydney, General Practice Activity in Australia 2005-6, January 
2007 
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 A review of the definition of ‘primary care’ and ‘inappropriate patients’ in EDs 
and the development of an acceptable working definition of a ‘primary care’ 
presentation to ED5 

 A comparison of the reasons identified by clinical staff for potential primary care 
attendances to EDs with those previously identified by patients6 

The working definition of ‘primary care patient’ developed by the first of these 
studies included patients who are: 

 Of low urgency/acuity – categories T4 and T5 in the Australasian Triage Scale  
 Self-referred (this excluded patients referred to an ED by a GP) 
 Presenting for a new episode of care 
 Unlikely to be admitted 

The second study concluded that the clinicians’ perspectives on the reasons for 
potential primary care patients’ use of the ED differ markedly from those of patients. 
Clinicians were more likely to emphasise cost and access issues whereas patients are 
more likely to emphasise complexity and acuity issues. 

2.2 Objective and Scope 

The objective of the study – as determined by NSW Health and the other 
participating states – was to develop a concise paper that draws on qualitative, and 
where possible, quantitative analysis to identify: 

 Whether increase in ED demand is likely to have resulted from demand transfer 
from the primary care sector  

 What the principal root causes or drivers of that demand transfer may have been 
 Whether ambulance usage growth is the result of any practice change in primary 

care 
 Whether aged care practice has influenced demand on EDs 

The deliverables from the study were to be: 

 An agreed set of prioritised hypotheses to explain the increase in ED demand 
 Supporting evidence for these hypotheses based on quantitative analysis, 

drawing on existing research studies and publicly available data 
 Further testing of the emerging hypothesis through additional field research 

including: 
– A national survey of patients 
– A survey of GPs in NSW 

                                                 
5 Bezzina, Smith, Cromwell and Eager, Primary care patients in the emergency department: Who are they? A review  of the 
definition of the ‘primary care patient’ in the emergency department, Emergency Medicine Australia (2005) 17, 472-479 
6 Masso, Bezzina, Siminski, Middleton and Eager, Why patients attend emergency departments for conditions potentially 
appropriate to primary care: Reasons given by patients and clinicians differ, Emergency Medicine Australia (2007) 19, 333-340 
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– A survey of residential aged care facilities in NSW 
 Confirmation and additional validation of the hypotheses through a pilot cluster 

study in a catchment area in NSW that was representative of ‘growth corridors’ 
around Australia where population growth might be ahead of GP supply 

 A recommended methodology for Part B of the study which was to have more of 
a quantitative focus and propose initiatives to address the increase in ED demand 

2.3 The ED Primary Care Patient Cohort 

The definition of ‘primary care patient’ developed by Eager (et al) was modified for 
the purposes of this study to include patients who had been referred by a GP and 
patients who made repeat presentations at EDs for the treatment of the same 
condition. The rationale for these modifications was that there was strong anecdotal 
evidence that some GPs were referring patients who would have been treated by 
other GPs in a primary care setting, and strong anecdotal evidence7 that some 
patients were using EDs on multiple occasions to access primary care for ongoing 
conditions.  

The primary care patient cohort utilised for this study therefore included patients 
who: 

 Were classified as triage categories T4 (semi-urgent: within 60 minutes) or T5 
(non-urgent: within 120 minutes) under the Australasian Triage Scale 

 Did not arrive by emergency vehicle 
 Who were not admitted to the wards 

Some stakeholders from participating states suggested the need for more 
comprehensive analysis to define the ED primary care cohort from a morbidity/ 
case-mix perspective. While this suggestion has merit, it was beyond the scope and 
resource limitations of this study. 

2.4 Methodology and Work plan 

The primary methodology used in the study was a hypotheses-driven approach 
where issues nested in the problem of unexpected increase in ED demand were first 
identified, and then hypotheses relating to the issues were generated.  This was 
followed by the systematic collection and analysis of data to prove or disprove each 
hypothesis, and the refinement of hypotheses to reflect the available evidence. 

                                                 
7 Source: GP interviews 
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Figure 3: Hypotheses Driven Approach 
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Clearly, the reasons for ED demand increase in the primary care patient cohort are 
multi-factorial. The initial hypotheses set (see Figure 4  next page) identified a range 
of factors on the demand and supply side that could be driving this increased 
demand: 

 Demand Side Factors: 

– Changing Patient Demographics. Population growth, together with a 
changing demographic mix particularly population ageing, are clearly drivers 
of healthcare demand generally, and potentially drivers of increased ED 
demand from primary care patients 

– Changing Patient Morbidity. Changing population demographics, and 
particularly population ageing, together with lifestyle-influenced increases in 
chronic diseases such as diabetes, were seen as potential drivers of increased 
ED demand that needed to be tested   

– Changing Patient Expectations. A likely driver of increased ED demand was 
the preferences of patients themselves – patients’ expectations may be  
increasing, they may be more informed on the relative merits of ED and 
primary care, and the reference points for decision-making in sourcing care 
may be changing (e.g. preference for a “one stop shop” or declining interest in 
a family doctor) 

– Changing Referral Patterns. For those ED patients who did not self-refer, e.g. 
patients who were referred to the ED by a GP or from a nursing home, there 
may be changes to healthcare practice that are increasing the rates of referral 

– Changing Financial Barriers. A commonly held view is that upfront costs to 
patients in accessing primary care are a key factor in patient decision-making, 
particularly for specific “price-sensitive” socio-economic groups. Another 
factor considered important to test was the possibility that patients were 
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considering the future costs of “downstream” services, e.g. diagnostic services 
such as pathology and imaging, in choosing their access point to primary care 

 Supply Side Factors: 

– Changing Primary Practitioner Numbers. Clearly, a reduction in GP numbers 
or a change to the demographic mix of the GP workforce, e.g. ageing and 
more females, could result in an overall reduction in the effective GP which 
might be making access to general practice more difficult 

– Changing Primary Practitioner Distribution. Mal-distribution of primary 
care services, particularly between different areas in Australia’s capital cities, 
and between metropolitan and rural regions of Australia, might result in GP 
under-servicing in some areas that may be prompting patients to source their 
primary care from EDs 

– Changing Primary Care Practice. The BEACH and other reports have pointed 
to the changing nature of primary care practice. These changes, e.g. reduced 
after hours care and fewer home visits, the “specialisation” of primary care, 
the introduction of multi-disciplinary teams incorporating practice nurses and 
allied health practitioners, together with the introduction of diagnostic 
services in larger practices, may be affecting access and patient choices 

– Changing Primary Care Industry Structure. The corporatisation of primary 
healthcare, the decline of solo practice and the emergence of larger group 
practices, including vertically integrated health businesses that include 
diagnostic and other specialist services, are factors that could be driving 
changes to the sourcing of primary care 

– Changing Public Hospital ED Services. EDs themselves have been a focus of 
business process improvement in recent years, more resources are being 
invested, and there has been an up-skilling of professional medical services in 
EDs. Improved ED services may be a factor encouraging patients to come to 
an ED rather than go to a GP 

– Changing Private Hospital ED Services. While private hospitals with EDs are 
relatively few in number, any closures or reduction in services could result in 
localised demand transfer to public hospital EDs, including primary care 
patients 

– Emergence of Health Help Lines. Health call centres or help lines have been 
introduced in some states, and more recently with a Federal Government 
initiative. While an important rationale for these was to reduce inappropriate 
ED attendances, there was uncertainty as to whether they were achieving this 
or actually driving increased ED attendances 

– Changing Ambulance Policy and Practice. There was a suggestion that 
changes to ambulance protocols and more risk averse behaviour by 
ambulance officers, might be driving a reduction in “Do Not Transport” rates 
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Figure 4: Initial Hypotheses Set 
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The revisions made to the initial hypotheses set it in response to stakeholder input 
are discussed in Section 5. 

The study was completed in four major steps shown in Figure 5 below, preceded by 
a project kick-off phase. 

Figure 5: Study Work Plan 

Project
Kick-Off
Project
Kick-Off

Hypothesis
Formulation
Hypothesis
Formulation

Field
Research

Field
Research

Pilot Cluster
Analysis
(NSW)

Pilot Cluster
Analysis
(NSW)

Launch 
Synthesis 

& Reporting

Launch 
Synthesis 

& Reporting

Confirm approach & 
schedule
Plan & schedule 
stakeholder engagement
Agree catchment area for 
cluster analysis
Prepare interview guides & 
surveys 

1 week 7 weeks 2 weeks

Plan & conduct interviews 
with senior NSW Health 
policy staff
Plan & conduct interviews 
with senior policy staff of 
other states
Plan & conduct interviews 
with health peak bodies
Conduct desk research 
on key data impacting 
hypotheses
Conduct data audit and 
identify data needs for 
Part B
Develop, refine & 
prioritise hypotheses set
Test refined hypotheses 
set with NSW Health

Identify, obtain & 
analyse demand 
management strategies 
of participating states 
(policy context)
Identify, obtain & 
analyse relevant data 
from participating states
Prepare, conduct & 
analyse a national 
patient survey
Prepare, conduct & 
analyse NSW GP 
survey
Conduct a survey of 
NSW Aged Care facility 
staff
Synthesise research 
findings
Review & refine 
hypotheses

Analyse relevant service 
planning, service utilisation (GP 
& ED) & demographic data for 
catchment area
Plan & conduct interviews for 
AHS & hospital service planners
Plan & conduct interviews with 
key ED staff in participating 
hospitals
Plan & conduct interviews with 
AGPN and select sample of 
GPs in catchment area
Plan & conduct interviews with 
key staff of selection of aged 
care facilities in catchment area
Plan & conduct interviews with 
key staff of ambulance services 
in catchment area
Synthesise research findings 

Synthesise national & 
local evidence from steps 
3 & 4
Identify key evidence for 
demand transfer to ED 
from primary care
Evaluate cluster analysis 
& patient survey for wider 
application
Develop proposed 
methodology  for Part B
Interview senior 
stakeholders from NSW 
Health & other states re 
approach for Part B
Develop draft & final 
reports

K
ey

 W
or

k 
St

ep
s

D
el

iv
er

ab
le

s

Kick-Off Document Agreed set of prioritised 
hypotheses for analysis
Data audit file 

Qualitative and 
quantitative evidence on 
the hypothesis set 

Focused qualitative and 
quantitative local evidence 
on hypothesis set 

Detailed report of findings 
from analysis
Proposed methodology for 
Part B

1 2 3 4

 



 PROPRIETARY INFORMATION  

  Page 18 

The principal research tools used in the study are as follows: 

 Hypotheses formulation: 

– Literature review – a review of the published literature of most direct 
relevance to the study was conducted 

– Stakeholder interviews – a comprehensive series of interviews was 
conducted with key policy stakeholders in the participating states to seek 
comments on the initial hypotheses set and to identify sources of data to test 
hypotheses 

 Hypotheses testing: 

– Data analysis – this included detailed analysis of data from the NSW Health 
Emergency Department Information System (EDIS), the Commonwealth 
Department of Health and Ageing, Australian Institute of Health and Welfare 
(AIHW), Australian Bureau of Statistics (ABS), Medicare Australia and 
Australian General Practice Network (AGPN) 

– National Patient Survey – an online survey was developed and fielded to 
elicit key determinants behind patient decision-making in electing to seek 
primary care from EDs rather than GPs (401 responses) 

– NSW GP survey – an online survey was developed and fielded with the 
support of the Central Sydney and Macarthur Divisions of the AGPN to 
supplement other research tools with qualitative GP opinion on the changing 
nature of general practice and on the hypotheses set (28 responses)  

– NSW Residential Aged Care Facility Survey – an online survey was 
developed and fielded with the support of the Aged Care Association of 
Australia (NSW) to elicit the opinion of clinical staff on the changing nature of 
healthcare in residential aged care facilities and on the hypotheses set (62 
responses) 

– Cluster Analysis – a detailed study of the catchment areas around the Royal 
Prince Alfred Hospital and Campbelltown Hospital was conducted with the 
support of Sydney South West Area Health Service and the facilities 
concerned to test the application of hypotheses at a local level and analyse the 
interaction between general practice, residential aged care, ambulance and ED 
services 

In excess of 80 interviews were conducted with stakeholders during the Hypotheses 
Formulation and Cluster Analysis phases of the study. A full list of stakeholders 
interviewed is attached in Appendix A. 

Clearly, it was important to test individual hypotheses through multiple 
methodologies. This was particularly important given the complexity of the problem 
of ED demand and demand transfer, its multi-factorial nature and the predominance 
of anecdotal or qualitative evidence. In addition, different hypotheses could be more 
or less influential in different healthcare catchment areas. The more sources of 
evidence – both quantitative and qualitative – that could be found to validate or 
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reject a particular hypothesis, the greater the confidence in the conclusion drawn.  
The specific methodologies applied to test individual hypotheses are detailed at 
below. 

Figure 6: Methodologies Applied to Hypotheses Testing 
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For each hypothesis, the intent was to make an informed judgement as to its validity 
as a driver primary care demand transfer to EDs. Noting that there could be 
differences in conclusions drawn at national, state or local levels, hypotheses were 
classified as follows: 

 Proved – there are multiple points of quantitative and qualitative evidence 
supporting the hypothesis as a driver of primary care demand transfer to EDs 

 Not Proved – there are multiple points of quantitative and qualitative evidence 
indicating the hypothesis is not a driver of primary care demand transfer to EDs 

 Further Investigation Required – the qualitative and quantitative evidence was 
mixed or there was insufficient information to make a judgement as to the 
validity of the hypothesis and further testing is required 
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3 The Policy Context 

3.1 Introduction 

The States and the Commonwealth have implemented a wide range of policies that 
are intended to influence, either directly or indirectly, the demand for and supply of 
primary health care, whether that care be sourced from a general practitioner or 
from a public hospital ED.  

Most of these policies have as a central tenet the need to reduce demand on the 
public hospital system generally, and to help ensure that patients whose conditions 
can be treated effectively and safely in the community, are indeed treated in the 
Community. 

3.2 State Government Policies and Programs 

3.2.1 New South Wales 

The major policies or programs developed by NSW Health with most potential to 
impact on the primary care/ED interface are the models of care (MOCK) developed 
under the Clinical Services Redesign Program (CARP)8: 

 Aged Care and Chronic Care: 
– Healthy at Home. This MOCK (formerly the SATE Care Pilot Program) was 

developed as a response to the rapid growth in the ageing population. It aims 
to provide an effective model of care that provides a better alternative to 
inpatient care and supports older people in their home environment. It is an 
inter-agency model that provides integrated community care for people aged 
over 65 years (over 45 years for Aboriginal and Torres Strait Islander people) 
with emerging acute care needs. It provides: a combined assessment by a 
health clinician and Compacts Case Manager within 48 hours of referral; fast 
tracking of diagnostics and assessment; and up to 6 weeks of case 
management to set up access to long-term, sustainable, patient and career 
support 

– Transitional Aged Care. This program addresses the needs of older people 
who, in the absence of the program, would require residential aged care. It 
involves a time-limited (12 weeks) period of support and low intensity 
therapy in a residential or community setting. It provides older people who 
have been assessed by an Aged Care Assessment Team (ACT) as eligible for 
admission to residential aged care with an opportunity to optimize their 
functional capacity and determine their appropriate long-term care 
requirements. Key to the model is the provision of a goal-oriented therapy 
program which aims to help patients achieve their goals in their own home 

                                                 
8 Australian Resource Centre for Healthcare Innovations website 
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environment or a home-like environment. Support is provided for activities in 
which the patient is not fully independent. Services are tailored according to 
each individual patient's requirements and are adjusted as the patient's 
function improves 

– Acute Care of the Elderly (ACE). This is a shared care model between 
physicians, geriatricians and their teams. It integrates comprehensive geriatric 
assessment into the optimal medical and nursing care of patients in a 
multidisciplinary environment. The multidisciplinary team focuses on 
providing the right care at the right time, patient function and patient safety. 
Consideration is given to the entire patient journey from admission, through 
the hospital and discharge to appropriate community resources 

– Geriatric Rapid Acute Care Evaluation (GRACE). This MOCK was developed 
to improve the health care journey of aged care residents. Under the GRACE 
model, hospital staff works in collaboration with general practitioners and 
aged care facilities to avoid hospital admissions and reduce access block and 
length of stay for older patients at Hornsby Ku-ring-gai hospital. Data 
indicates that GRACE is having positive effects and enhancing the journey of 
aged care facility residents. It is also helping to improve communication and 
trust between the hospital, general practitioners and aged care facilities 

– Older Person Chronic Disease MOCK. In order to understand the kind of 
MOCK that can assist an individual in maintaining their health and well 
being, the idea of a 'suitcase' was developed. The 'suitcase' represents the 
kinds of resources an individual requires to assist them in their journey. Seven 
journeys have been developed to date 

– Falls Prevention - 'Stand Tall, Don't Fall' MOCK. This program has 
processes in place across the continuum of care for screening, assessment of 
risks and referral to balance and falls prevention programs. Implementation 
strategies have been established and training provided to raise general 
awareness and provide specific skills to implement the program. It is 
characterised by integration and collaboration across the continuum of care 

– Aged Care Services in the Emergency Team (ASET). This MOCK is under 
development 

– Delirium Prevention MOCK. The Recruitment of Volunteers to Improve 
Vitality in the Elderly (ReViVe) program at the Prince of Wales Hospital 
provides an opportunity to enhance the older person's journey. A pool of 
volunteers helps the ward staff to provide additional care to older patients. 
The interventions include volunteers providing patients with orientating 
information as to the 'here and now', practical assistance with mobility, meals 
and hydration, glasses and hearing aids and activities to maintain alertness 
and decrease boredom during hospitalisation 
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– Older Person's Evaluation Review and Assessment (OPERA) MOCK. This 
program at Westmead Hospital places the older person at the centre of the 
care pathway to achieve better processes of care and improved outcomes. The 
key component of this MOCK is the specialist evaluation, review and 
assessment of the older person at the beginning of the hospital care pathway. 
The skills of senior clinicians with expertise in the care of the older person are 
aligned to the needs of the unwell older person with minimum delay. In the 
ED context, these skills provide an added focus on the identification of 
underlying chronic diseases and/or the ageing process in addition to the 
acute presenting condition 

 Community Care: 
– Referral and Information Centre (RIC) MOCK. The Hunter New England 

Area Health Services has established a RIC for the Newcastle cluster of 
community health services. It aims to improve access to timely, safe, 
consistent and appropriate level health care information and advice to 
clinicians and the community. The RIC improves the care journey of patients 
and support clinicians in their role as health care providers. It is able to direct 
and coordinate between services and users, and provides advice that reflects 
local services. The establishment of a single entry point health contact centre 
such as the RIC is a service delivery solution designed to address the 
changing health care environment using highly trained staff and sophisticated 
technology 

– Compacts MOCK. Compacts is a joint discharge program between multi-
disciplinary health teams and non-health community case managers. It is 
designed to assist patients to leave hospital and return to functionality in a 
timely manner. The focus is on maximising patient independence and 
capacity in line with their preferences and goals while helping to manage 
demand across the health system. Compacts clients are patients whose 
hospital length of stay may have been extended, or is at risk of being 
extended, because of difficulties or concerns about the availability of 
community support services needed to allow the person to leave hospital. 
Compacts aims to optimize patient access to the community services they 
need for a safe and supported return home 

– Community Acute/Post Acute Care (CAPAC) MOCK. Under this MOCK, 
selected types of acute/post acute care are delivered to suitable, consenting 
patients at their home as an alternative to inpatient (hospital) care. The 
essential functions of CAPAC services are to provide the most appropriate 
care setting, avoid hospital admissions or reduce patient length of stay 
through the immediate provision of multidisciplinary care. The GP and the 
APAC team work closely together to manage the patient in the community. 
The GP’s role is to establish the clinical diagnosis, prescribe and administer 
the first dose of treatment. The APAC team, under the ongoing clinical 
management of the GP, continues the care. This model ensures that where 
possible the patient does not need to go to hospital for initiation of clinical 
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care. Conditions specifically targeted in this model are those that have not 
responded to oral antibiotics or other interventions or therapies 

– Advance Care Planning (ACP) MOCK. This model works to improve the 
journey of patients, particularly older people, through the health system. ACP 
takes into account the patient’s wishes, values and beliefs about medical 
treatment in order to prepare for end-of-life situations. In essence, ACP aims 
to reach a clear and agreed understanding between the individual, their 
‘person responsible’ (if appropriate) and treating medical practitioner. A 
crucial component of successful ACP is that the individual understands that 
they have choices. As such, discussion is a focus of the model 

 Emergency Care: 
– Third Door MOCK. This MOCK is under development 
– Fast Track MOCK. This MOCK provides an alternative option for emergency 

care and provides access to timely care for those with minor injury or illness. 
On arrival at Triage, patients are assessed against pre-determined criteria that 
identify them as ambulatory, non-complex and with the potential to have 
their emergency care initiated using clinical treatment protocols by the clinical 
team. These patients are treated in the Fast Track zone. In Fast Track zones the 
emphasis is on a clinical team commencing care, rather than ‘waiting to see a 
doctor’. The aim is to discharge within two hours of presentation for non-
admitted lower acuity patients 

– 3-2-1 MOCK. The 3-2-1 process breaks down a patient’s journey through the 
ED into manageable ‘chunks’ of time. It works by identifying measurable time 
points for each part of the journey and uses pre-agreed protocols and policies 
to expedite admission or discharge. The underlying principle governing 3-2-1 
is that patients should only stay in the ED for the minimum amount of time 
required to safely assess, stabilise and transfer care to the inpatient 
environment or discharge home safely. 3-2-1 assigns the following time 
targets: 3 hours for the ED to examine a presenting patient, run diagnostic 
tests, commence initial treatment and determine whether the patient is a 
likely admission; 2 hours for specialty medical teams to consult with a view to 
admission; and 1 hour for inpatient wards to be ready to take over the care of 
the admitted patient and move the patient 

– Short Stay Units (SSU). SSUs have been developed to provide a short period 
of assessment, course of therapy or observations for a group of patients who 
no longer require active ED care. In the past these patients would have just 
remained in the ED. These units are designed to provide short-term (<24 
hours) assessment and/or therapy for select conditions in order to streamline 
the episode of care. SSUs front load resources to provide an intensive period 
of evaluation, treatment and supervision. The emphasis is on enhancing 
patient flow through ED by allowing for early transfer out and improving ED 
bed access. 
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 Cardiology: 
– Chest Pain Evaluation. This MOCK applies “good practice” chest pain 

processes, 7 days a week exercise stress testing, outpatient clinics, and data 
driven bed re-aggregation 

– Integrated Chest Pain Management. This MOCK applies a first responder 
scheme, integrated clinical management, basic clinical management by 
ambulance officer, 12 lead electrocardiogram (ECG)/ambulance administered 
thrombolysis, and early triage of acute myocardial infarction 

– Bed Management. This MOCK applies concepts such as 23 hour beds, hot 
beds,  ward bypass for metropolitan hospitals, data-driven bed re-
aggregation, co-location of cardiology related units, flex beds, day angioplasty 
and medi hotels. 

 Mental Health: 
– Assertive Patient Flow Mental Health MOCK. This MOCK takes an Area 

Health Service (AHS) wide approach to bed management, rather than 
focusing on a single facility. This model will help AHSs to make timely 
decisions and optimize the use of acute beds. It will help staff to better 
manage the entire journey for patients using the range of services available 
across the continuum of care to ensure safe, high quality care. The model 
encompasses and joins a range of different initiatives, at an area level 
including bed management, community integration, assertive care 
progression, predicted bed model, transfers, repatriation plans and escalation 
plans 

– Discharge Planning MOCK. This MOCK is under development 
– Integrated Mental Health MOCK. This MOCK is under development 

 Surgery: 
– Extended Day Only MOCK. This MOCK assists with reducing elective 

surgery delays, supports the management of waiting lists and reduces 
operating costs. The model is based on the premise that the majority of 
surgical care can be administered within a 24 hour period. The adoption of 
key components such as a simplified booking and management system, 
appropriate patient selection, pre-admission assessment and preparation, 
flexible admission times, the use of clinical protocols and the insulation of 
beds for planned surgical services can dramatically improve the patient 
journey and staff satisfaction. 

3.2.2 Queensland 

Queensland Health has identified a range of programs that have been introduced to 
assist in managing demand for patients presenting to public hospital EDs, including 
T4 and T5 patients. These programs aim to reduce hospital admissions by 
identifying patients who can be cared for in the community or hospital-based 
programs, reducing ED admissions, increasing available beds and relieving pressure 
on hospital staff. 
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 Avoidable Hospital Admission Programs: 
– Hospital in the Home. This program is designed to provide hospital-type care 

in patients’ own homes, increase available hospital beds and allow earlier 
discharge 

– Hospital in the Nursing Home. This program is designed to minimise 
avoidable admission/re-admissions in older people, support aged care 
facilities and allow earlier discharge 

– Post-Acute Care Programs. This program assists patients recuperate after 
leaving hospital and prevents hospital re-admissions 

– Healthy Ageing Clinics/Early Intervention Programs for over 65s. This 
program is designed to minimise avoidable admissions/re-admissions 

– Community Hospital Interface Programs. This program allows elderly 
patients to be supported in their homes, reduces ED presentations and 
facilitates earlier discharge 

– Chronic Disease Program. This program reduces attendances and admissions 
at EDs and reduces pressure on EDs 

– Home IV Therapy Program. This program minimises avoidable admissions 
for patients requiring IV therapy 

– Transition/Intermittent Care. This program is designed to minimise 
avoidable admissions, reduce occupancy of public hospital beds by nursing 
home-type patients and facilitate earlier discharge 

– Allied Health/Community Health Liaison Officers in ED. This program is 
designed to assist in the placement of avoidable admission patients in nursing 
home-type patient care and reduce pressure on EDs 

 ED Patient Diversion Strategies: These include the following: 
– Home Based Acute Care Functioning to manage aged/chronic disease 

patients with home and clinic assessment rather than ED presentation 
– Palliative Care Outreach Program providing home assessment for palliative 

care patients with direct admission to the unit rather than ED 
– Hospital in the Nursing Home Program implemented to reduce minor 

nursing home resident ED presentations 
– Direct admission for specific cohorts of patients, e.g. paediatric and limited 

medical patients, in early implementation 
– Home Ward for managing clients with specific diagnosis in the community 

and clinics rather than ED presentations and in-patient admission 
 ED Patient Flow Strategies: These include the following: 

– Nurse practitioner role in EDs to decrease T4 and T5 waiting and in-
department times 

– Pathology Priority System implemented to reduce delays in patient 
assessment 
























































