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Emergency demand, repeat and frequent presentations by older patients in metropolitan 

Melbourne: a retrospective cohort study using routinely-collected hospital data 

 

 

Key findings 

• Comparing 2008 with 2012, the annual number of older patient ED presentations 

increased steadily, with the majority of repeat and frequent presentations classified as 

non-potentially avoidable general practice (PAGP) - type, suggesting they could not be 

managed outside the hospital system. 

• In particular, frequent non-PAGP-type ED presentations were most commonly for 

acute exacerbation of chronic conditions such as a cardiovascular or respiratory illness, 

highlighting the importance of initiatives such as the Australian Health Care Home.  

• The decrease in frequent visits for PAGP-type presentations suggests that initiatives to 

reduce avoidable ED visits have been effective. 
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ABSTRACT 

Objectives: To describe patterns for potentially avoidable general practice (PAGP)-type and 

non-PAGP-type ED presentations by older patients during 2008 and 2012. 

Methods: Retrospective analysis of ED presentations by patients ≥70 years for 2008 and 

2012. Metropolitan Melbourne public hospital data were obtained from the Victorian 

Emergency Minimum Dataset. Outcomes were characteristics of PAGP-type and non-PAGP-

type presentations as defined by the Australian Institute of Health and Welfare; numbers 

and rates per 1000 population ≥70 years of repeat (x 2–3/year) and frequent (≥x4/year) 

PAGP-type and non-PAGP-type presentations.  

Results: The older metropolitan Melbourne population increased by 10.3% between 2008 

and 2012, while the number of ED presentations increased by 12.7%. The volume of PAGP-

type presentations decreased by 2.6%, with declining rates per 1000 population ≥70 years of 

repeat (7.2 to 6.2) and frequent (0.7 to 0.4) presentation. In contrast, the volume of non-

PAGP-type presentations grew by 15.4%, with increasing repeat (57.6 to 60.7) and frequent 

(13.1 to 14.2) presentation rates per 1,000 population ≥70 years. The majority (39%) of non-

PAGP-type presentations by frequent ED attenders was due to cardiovascular or respiratory 

problems. 
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Conclusions: The rate of repeat and frequent PAGP-type presentations by older people 

decreased in 2012 compared with 2008, suggesting that initiatives implemented to reduce 

avoidable presentations may have had an effect. However, an increase in the rate of 

frequent non-PAGP-type presentations, predominately for acute exacerbation of 

cardiovascular and respiratory conditions, has important implications for planning future 

healthcare delivery; hence the importance of initiatives such as the Health Care Home. 

INTRODUCTION 

Demand for healthcare persists, with Australian emergency department (ED) presentations 

accounting for approximately 12% of total hospital costs.1 Provision of care within EDs may 

not, however, always constitute efficient use of the specialised staff and emergency services 

available in these departments. In 2015-16, approximately 4% of patients who presented 

and were triaged in EDs did not wait for treatment. Furthermore, almost 63% of patients 

treated in EDs departed without being admitted to hospital or being referred elsewhere.2 It 

has been reported that up to 40% of ED presentations are non-urgent and could be 

managed in community settings.3 Despite a policy focus on encouraging patients to access 

primary care rather than ED services, if appropriate; activity in Australia’s public hospital EDs 

continues to rise, with an estimated average annual 2.7% increase in the number of 

presentations between 2011-12 to 2015-16.2 

The number of ED presentations across Melbourne has risen significantly in recent years, 

with an average annual increase of 3.6% after accounting for population change.4 A 

significant proportion of growth in demand is by older age groups ≥70 years, with an 
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average 6.1% annual increase resulting in this older cohort accounting for more than 18% of 

ED presentations.5 This increase is associated with numerous factors including population 

ageing. However, an important driver is the increasing number of older patients who make 

multiple visits to the ED annually.6 The accompanying clinical complexity of this cohort 

requires substantially more ED resources.7 Therefore, increased ED presentations by older 

patients represent a significant challenge to the Australian hospital system.  

The ‘Reducing elderly patients’ avoidable presentations for emergency care treatment’ 

(REDIRECT) was a multi-disciplinary project, funded by the Australian Primary Health Care 

Research Institute. REDIRECT comprised quantitative and qualitative studies to determine 

the factors associated with ED use EDs by older patients.  This manuscript presents the 

findings from REDIRECT’s quantitative study which include the features of potentially 

avoidable general practice (PAGP)- and non-PAGP-type ED presentations by older patients in 

metropolitan Melbourne during 2008 and 2012; and characterisation of repeat and frequent 

presentations by this cohort. Our analyses provide a baseline measure which may prove 

useful in evaluating the impact of new primary care initiatives on ED use, such as the 

Australian Government Health Care Home program which commence trialling in October 

2017.8 

METHODS 

Study design and setting 
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We retrospectively analysed routinely collected data describing presentations to 22 public 

hospital EDs across metropolitan Melbourne (population of 4.1 million people)9 for the 

calendar years 2008 and 2012. The study was approved by Monash University’s Human 

Research Ethics Committee.  

Data source 

De-identified data from the Victorian Emergency Minimum Dataset (VEMD) were provided 

by the Victorian Department of Health and Human Services’ data custodian, Victorian Data 

Linkages (VDL).10  VDL assessed and approved the study protocol prior to releasing VEMD 

data for analysis.  The VEMD encompasses data from 39 Victorian public hospitals with a 24-

hour ED, submitted to the state government for health service planning, quality 

improvement and research. VDL classified 17 hospitals as regional, and 22 as metropolitan - 

our study analysed data from all metropolitan hospitals. Data comprised demographic and 

clinical variables including age, residential postcode, triage category according to the 

Australasian Triage Scale,11 arrival mode and discharge destination. VDL created unique 

identifiers to distinguish individual patients presenting to different hospitals. Population 

data published by the Australian Bureau of Statistics were used to calculate presentation 

rates across the study period by age and gender.9 

Inclusion and exclusion criteria: Data were included for all presentations by people aged ≥70 

years. Presentations to children’s, maternity, and ‘Eye & Ear’ hospital EDs were excluded. 
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Data quality: Previous studies to validate reliability of VEMD data found that this dataset 

was not always complete.12 13  For variables in our study with missing information, the 

extent of missing data is reported. 

Study outcomes 

Primary outcomes were (a) characteristics of PAGP-type and non-PAGP-type ED 

presentations by older patients, and (b) repeat and frequent PAGP-type and non-PAGP-type 

ED presentations by this cohort. Repeat presentations were defined as 2–3 annual 

presentations, while frequent presentations were defined as ≥4 annual presentations. The 

Australian Institute of Health and Welfare (AIHW) definition for PAGP-type presentations 

was used, namely ‘an emergency type of presentation (where the patient) is allocated a 

triage category 4 (semi-urgent) or 5 (non-urgent), and did not arrive by ambulance, police or 

correctional vehicle, and was not admitted to hospital and did not die’.14 Variables related to 

the characteristics of ED presentations included gender, age group, usual accommodation, 

socioeconomic status, source of referral to ED, ED Length of Stay (LOS–date/time of 

discharge minus arrival date/time), and destination or status upon departure from ED. 

Socioeconomic status was approximated through linking the patient’s residential postcode 

to an associated SEIFA 2011 Index of Relative Socio-Economic Disadvantage (IRSD) decile.15  

Statistical analysis 

Data cleaning involved checking for outliers, duplicated information, values that were 

outside of the codes for a given variable, and mismatched information between related 
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variables. Data were analysed for the calendar years 2008 and 2012. Annual volumes and 

presentation rates per 1000 population aged ≥70 years were calculated for PAGP- and non-

PAGP- type ED presentations, across both repeat and frequent ED presentations. 

Comparisons between 2008 and 2012 were made firstly at the episode-level by analysing 

overall ED presentations, and secondly at the patient-level by collapsing the data to analyse 

individual patients for their number of annual presentations. Chi-squared and Wilcoxon rank 

sum tests were used for comparisons, with significance assumed at the p < 0.05 level. 

Missing data were included in all statistical calculations. All analyses were conducted using 

Stata version 13 (StataCorp LP). 

This study is reported in accordance with the REporting of studies Conducted using 

Observational Routinely-collected health Data (RECORD) statement.16 

RESULTS 

Between 2008 and 2012, the metropolitan Melbourne population aged ≥70 years grew by 

10.3% from 353,010 to 389,206 people; with the number of ED presentations by this age 

group in the region increasing by 12.7% from 140,560 to 158,423. Age and gender 

distribution of presentations changed little across the study period (Table 1).  

In 2008 there were 20,893 (14.9%) PAGP-type ED presentations, decreasing by 2.6% to 

20,346 (12.8%) presentations in 2012 (p<0.001). At the same time, 119,667 (85.1%) 

presentations in 2008 were classified as non-PAGP-type, increasing by 15.4% to 138,077 

(87.2%) presentations in 2012 (p<0.001).  ED LOS was noticeably lower for PAGP-type 

This article is protected by copyright. All rights reserved.



8 
 

presentations, with a median of 2.9 hours vs 6.5 hours for non-PAGP-type presentations in 

2008 (p<0.05), and similarly in 2012 (2.9 vs. 5.9 hours, p<0.05).  

Table 2 summarises the number and rates of single, repeat and frequent presentations. The 

number of repeat patients (x2-3/year) increased slightly from 24,001 to 27,150 (13.1%, 

p=0.06), corresponding to an increase in a rate of 68 to 69.8 per 1000 population ≥70 years. 

The number of frequent (≥x4/year) presenting patients increased from 5,984 to 6,911 

(15.5%, p=0.10), corresponding to a rate increase of 17 to 17.8 per 1000 population ≥70 

years. Of note, in both years frequent attenders, who accounted for 7.1% and 7.3% of the 

patient cohort in 2008 and 2012 were responsible for 22.2% and 22.7% of all presentations 

for each year, respectively.   

Table 3 shows the frequency of presenting patients according to PAGP-type status. Between 

2008 and 2012, there was a decrease of 221 (7.9%, p<0.01) in the number of patients aged 

≥70 years who attended an ED on more than one occasion per year for PAGP-type 

presentations. Interestingly, the volume of frequent PAGP-type presentations in 2008 and 

2012 exhibited a decrease of 387 (30.9%, p<0.001), corresponding to a decrease in rate 

from 0.7 to 0.4 per 1000 population aged ≥70 years. In contrast, the volume and rate of 

non-PAGP-type presentations by frequent presenting patients rose by 4,751 (20.1%, 

p<0.001), corresponding to a rate increase from 13.1 to 14.2 per 1000 population aged ≥70 

years. In particular, the majority of frequent non-PAGP-type presentations at both time 

points were for cardio-respiratory conditions, increasing from 9,319 (39.5%) to 11,133 
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(39.3%) of frequent presentations in 2008 and 2012, respectively (p=0.59). Urinary tract 

problems were the second most common diagnosis in the non-PAGP-type presentations, 

comprising 1,700 (7.9%) and 1,929 (7.5%) of all frequent visits by older adults in 2008 and 

2012, respectively (p=0.09). The majority of frequent non-PAGP-type presentations 

originated from community-dwelling patients, realising a 4,975 (27.3%) increase between 

2008 and 2012, compared with an increase of 220 (5.7%) by residents of aged care facilities 

(significant difference in patient’s usual accommodation between 2008 and 2012, p<0.001). 

During the period studied, the number of presentations by frequent non-PAGP-type 

patients that resulted in hospital admission increased from 16,406 to 21,843 (69.6% vs. 

77.1%, p<0.001). 

DISCUSSION   

This study confirms persistent emergency demand by older patients, with an increase in ED 

presentations that was disproportionately higher than the rise in population aged ≥70 years 

between 2008 and 2012. The majority (85%) of ED visits by older people were for non-

PAGP-type conditions, and the ED LOS (median time of 6 hours/presentation) was twice that 

for PAGP-type presentations. This suggests that ED resources are, for the most part, 

appropriately utilised for presentations where specialist emergency care was necessary. This 

study also confirms a continuing propensity for older patients to return to ED for care, with 

a 15.5% increase in the number of frequent presenting patients. From 2008 to 2012, there 

was a 20.1% increase in the number of non-PAGP-type presentations where the patient 
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visited ED ≥4 times in a 12-month period. This suggests that the majority of patients who 

attended frequently could not be managed outside the hospital system. To our knowledge, 

frequent return to ED by older Australians has not previously been examined by comparing 

PAGP-type to non-PAGP-type presentations. 

This increasing trend in ED re-presentations by older patients has been corroborated 

previously.5 Importantly, the number of patients attending for PAGP-type presentations 

decreased during the 5-year study period, accounting for just 12.8% of all visits by older 

people in 2012. This suggests that initiatives to divert such visits away from ED have had 

some effect, such as Ambulance Victoria’s Referral Service, established in 2003, that 

facilitates direct referral to a community-based service or telephone advice service as an 

alternative to being transported to ED.17 18 Although there is a paucity of evidence for most 

other diversion strategies, it is also possible that chronic disease management programs, 

establishment of Super Clinics that encompass allied health, imaging and pathology services 

with increased availability of after-hours care by GPs, co-location of GP clinics in acute 

hospitals, and the work of Primary Health Networks (formerly Medicare Locals) may have 

reduced PAGP-type ED re-presentations. In addition, impact of the steady uptake of mobile 

acute hospital specialist ‘in-reach’ programs during working hours, and ‘after-hours’ locum 

services by residential aged care facilities to enable home-based treatment whilst avoiding 

hospital transfer, cannot be ignored.19 20 
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The clinical nature of frequent non-PAGP-type presentations identified in our study 

highlights the burden of chronic disease in this age group, with cardiorespiratory conditions 

requiring admission a predominant driver. Multiple chronic illnesses in older adults have 

been found to be a strong predictor of unplanned hospital admissions via ED.21 With an 

ageing population and higher numbers of people with chronic illness,22 the observed 20.1% 

increase in volume of frequent visits between 2008 and 2012 suggests there is likely to be 

continued growth in re-presentations associated with acute exacerbations of chronic 

illnesses such as cardiovascular disease and respiratory disease.  

Although acute illness or acute exacerbation of chronic illness is a precipitating factor for ED 

presentation, it often overlays a plethora of hidden psychosocial issues in older patients. 

Anxiety,6 feeling depressed,23 lack of social support6 23 and cognitive impairment24 25, 26 have 

been identified as predictors of return visits; alongside prior ED presentation24 23 26 and 

previous hospitalisation.6 It is recognised that the fast-paced nature of the ED environment 

is not always conducive to assessment beyond the primary medical reason for presentation. 

The development of new guidelines in the UK that advocate holistic screening as a strategy 

to identify and manage hidden deficits, may help reduce risk for ED re-presentations.27  

It is likely that hospital admissions requiring additional resources across multiple streams of 

healthcare will continue to increase.22 This obviously has implications for health policy and 

planning of healthcare delivery in the future. Establishment of patient-centred medical 

homes in the US has realised reduction in ED use and hospitalisations for older patients with 
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complex chronic illnesses. These benefits have been attributed to enhanced health 

outcomes due to ongoing improved continuity and integration of care, preventive measures 

and chronic disease management.28 It remains to be seen whether the implementation of 

the Australian Government Health Care Home initiative will have a similar impact. In a 

reform of the Australian primary healthcare system, the establishment of Health Care 

Homes seeks to integrate healthcare across all sectors, providing continuity and 

coordination of services in a team-based approach according to patient needs and wishes.29 

In this new care model, a Health Care Home is a general practice or Aboriginal Community 

Controlled Health Service (ACCHS) where a general practitioner develops and coordinates a 

shared care plan for patients with chronic and complex health conditions. Twenty practices 

and ACCHS in Australia will commence trialling Health Care Home services on 1 October 

2017.  A further 180 practices and ACCHS will begin on 1 December 2017.8  It will be of 

interest whether reform of primary healthcare services to better manage patients with 

chronic illnesses will reduce the demand for emergency treatment of these conditions. 

Limitations  

A strength of this study is that the analysed dataset spanned a 5-year period of routinely 

collected population data related to ED presentations by patients aged ≥70 years in a 

sizeable metropolitan region of Australia. Our findings are likely to be a reasonable 

representation of the health concerns and health-seeking behaviour of urban older 

Australians. Certain limitations of our study should be considered. A metropolitan 
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population focus means that we are unable to generalise these findings to regional and rural 

settings. Approximately 10% of potentially avoidable general practice-type ED presentations 

were due to a referral by a local medical officer (general practitioner).  It is not clear why 

GPs may be referring potentially GP-manageable patients to an ED.  In some cases, it may in 

anticipation of the need for more comprehensive assessment or care, particularly for 

clinically complex older patients.  Alternatively, the definition used for classifying PAGP-type 

presentations may not be accurately identifying conditions that could be managed in a 

general practice environment.  GPs may be correctly triaging patients as needing hospital 

care due to a non-PAGP condition, but the presentation is classified by AIHW criteria to be 

of a PAGP-type. In support of this claim, the AIHW definition used to identify PAGP 

presentations has received much criticism in recent times around overestimation of the 

number of presentations that could be dealt with in the primary care setting, particularly in 

the older population,29 which may mean our study overestimates the numbers of PAGP-type 

ED presentations. In a similar study exploring low acuity patient presentations to New South 

Wales EDs, substantial variation was shown in the estimated proportion of low acuity 

patients depending on the method (ACEM, AIHW, or Sprivulis) used to define this cohort.30 

Further discussion and consensus is required as to what constitutes a low acuity patient or 

PAGP-type presentation. Adoption of the National Emergency Access Target (NEAT) in 2011, 

to incentivise EDs to discharge, transfer or admit patients within 4 hours,31 may have 

resulted in an overestimation of non-PAGP patients in 2012 due to low acuity patients being 

admitted to short-stay wards in an effort to work towards a 4-hour turnaround target.32 
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Finally, while our data captures all ED presentations in the metropolitan Melbourne region, 

it is possible that some individual patients may have visited other hospital EDs outside the 

region.  

CONCLUSION  

The decrease in rate of PAGP-type presentations by older people suggests that strategies 

implemented to reduce avoidable ED presentations have had an effect. However, the 

increasing frequency of re-presentations by older community-dwelling patients with acute 

exacerbation of chronic illnesses such as cardiovascular disease and respiratory conditions 

has important implications for planning future healthcare delivery; hence the importance of 

initiatives such as the Health Care Home.    
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Table 1: Metropolitan Melbourne public hospital ED presentations by patients aged ≥70 years during 2008 and 2012, by potentially avoidable general practice (PAGP)-
type presentation status, N (%; 95% confidence interval) 

  PAGP-type ED presentations non-PAGP-type ED presentations 

  2008 2012 2008 2012 

Number of ED presentations† 20,893 (14.9; 14.7-15.1) 20,346 (12.8; 12.7-13.0) 119,667 (85.1; 84.9-85.3) 138,077 (87.2; 87-87.3) 

Gender 
    Female 11,068 (53; 52.3-53.7)* 10,538 (51.8; 51.1-52.5)* 65,206 (54.5; 54.2-54.8)* 74,645 (54.1; 53.8-54.3)* 

Age group (years) 
    70-79 13,295 (63.6; 63.0-64.3)* 12,604 (61.9; 61.3-62.6)** 53,697 (44.9; 44.6-45.2)* 60,663 (43.9; 43.7-44.2)** 

80-89 6,742 (32.3; 31.6-32.9) 6,880 (33.8; 33.2-34.5) 51,760 (43.3; 43-43.5) 61,172 (44.3; 44.0-44.6) 
90-99 845 (4.1; 3.8-4.3) 846 (4.2; 3.9-4.4) 13,935 (11.6; 11.5-11.8) 15,701 (11.4; 11.2-11.5) 
100+ 11 (0.1; 0-0.1) 16 (0.1; 0-0.1) 275 (0.2; 0.2-0.3) 541 (0.4; 0.4-0.4) 

Patient’s usual accommodation 
    Private residence 20,016 (95.8; 95.5-96.1)* 19,684 (96.7; 96.5-97.0)** 96,675 (80.8; 80.6-81.0)* 114,510 (82.9; 82.7-83.1)** 

Residential facility 393 (1.9; 1.7-2.1) 299 (1.5; 1.3-1.6) 16,260 (13.6; 13.4-13.8) 18,778 (13.6; 13.4-13.8) 
Other/Unknown 484 (2.3; 2.1-2.5) 363 (1.8; 1.6-2.0) 6,732 (5.6; 5.5-5.8) 4,789 (3.5; 3.4-3.6) 

Socioeconomic status (quintiles)‡     
1,2 – Most Disadvantaged 6,051 (29.0; 28.3-29.6)* 6,077 (29.9; 29.2-30.5)** 32,967 (27.5; 27.3-27.8)* 41,153 (29.8; 29.6-30.0)** 

3 2,661 (12.7; 12.3-13.2) 2,964 (14.6; 14.1-15.1) 15,450 (12.9; 12.7-13.1) 20,463 (14.8; 14.6-15.0) 
4,5 – Least Disadvantaged  9,998 (47.9; 47.2-48.5) 11,195 (55.0; 54.3-55.7) 61,377 (51.3; 51.0-51.6) 76,002 (55.0; 54.8-55.3) 

Missing data 2,183 (10.4; 10.0-10.9) 110 (0.5; 0.4-0.6) 9,873 (8.3; 8.1-8.4) 459 (0.3; 0.3-0.4) 
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Source of referral to ED 
    Self/family/friends 18,154 (86.9; 86.4-87.3)* 18,054 (88.7; 88.3-89.2)** 97,440 (81.4; 81.2-81.6)* 119,106 (86.3; 86.1-86.4)** 

Local medical officer 2,151 (10.3; 9.9-10.7) 1,893 (9.3; 8.9-9.7) 9,119 (7.6; 7.5-7.8) 7,936 (5.7; 5.6-5.9) 
Other 588 (2.8; 2.6-3.0) 399 (2.0; 1.8-2.2) 13,108 (11.0; 10.8-11.1) 11,035 (8.0; 7.8-8.1) 

Length of stay in ED (hours) – median (IQR) 2.9 (1.6 - 4.6)* 2.9 (1.6 - 4.3)** 6.5 (4.0 - 10.2)* 5.9 (3.8 - 9.4)** 
Destination or status on departure from 
ED 

    Left the ED “at risk” 1,923 (9.2; 8.8-9.6)* 1,861 (9.1; 8.8-9.5)** 1,144 (1.0; 0.9-1.0)* 1,326 (1.0; 0.9-1.0)** 
Died / dead on arrival 0 (0; 0-0) 0 (0; 0-0) 1,551 (1.3; 1.2-1.4) 1,095 (0.8; 0.7-0.8) 

Admitted to a hospital facility 0 (0; 0-0) 0 (0; 0-0) 82,108 (68.6; 68.4-68.9) 104,977 (76; 75.8-76.3) 
Home 18,863 (90.3; 89.9-90.7) 18,336 (90.1; 89.7-90.5) 30,262 (25.3; 25.0-25.5) 27,943 (20.2; 20.0-20.4) 

Residential care facility 98 (0.5; 0.4-0.6) 141 (0.7; 0.6-0.8) 1,847 (1.5; 1.5-1.6) 2,715 (2.0; 1.9-2.0) 
Other 9 (0; 0-0.1) 8 (0; 0-0.1) 28 (0; 0-0) 21 (0; 0-0) 

Missing data 0 (0; 0-0) 0 (0; 0-0) 2,727 (2.3; 2.2-2.4) 0 (0; 0-0) 
* Statistically significant difference between PAGP-  and  non-PAGP-type presentation groups in same year (p < 0.05) 
** Statistically significant difference between PAGP-  and  non-PAGP-type presentation groups in same year (p < 0.001) 
† The percentages in this row represent a proportion of all ED presentations for a particular year 
‡ Socio-economic status quintiles were generated using the Australian Bureau of Statistics SEIFA 2006 Index of Relative Socio-Economic Disadvantage deciles and the 

postcode for the usual place of residence of the patient. The Most Disadvantaged SES category represents the areas containing the 40% of the population with the most 
disadvantage, and the Least Disadvantaged SES category represents the areas containing the 40% of the population with the least disadvantage. 

Source: Victorian Emergency Minimum Dataset (VEMD) 
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Table 2: Frequency of presentations to metropolitan Melbourne public hospital EDs by patients aged ≥ 70 years, 
2008 and 2012, N (%) 

 
2008 2012 

Metropolitan Melbourne population aged ≥70 years N=353,010 N=389,206 

 
No. patients* No. ED visits No. patients* No. ED visits 

No. individual patients 84,600 140,560 94,407 158,423 

No. patients attending ED x 1 54,615 (64.6) 54,615 (38.9) 60,346 (63.9) 60,346 (38.1) 

Rate/1000 population 154.7 - 155 - 

No. patients attending ED x 2 - 3 24,001 (28.4) 54,723 (38.9) 27,150 (28.8) 62,113 (39.2) 

Rate /1000 population 68 - 69.8 - 

No. patients attending ED ≥ x 4 5,984 (7.1) 31,222 (22.2) 6,911 (7.3) 35,964 (22.7) 

Rate/1000 population 17 - 17.8 - 

* Significant difference between 2008 and 2012 in numbers of presenting patients (p < 0.05) 

Source: Victorian Emergency Minimum Dataset (VEMD) 
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Table 3: Frequency of presentations by patients aged ≥70 years to metropolitan Melbourne public hospital EDs during 2008 and 2012, by PAGP-type 
presentation status 

 PAGP-type presentations non-PAGP-type presentations 

 
2008 2012 2008 2012 

Metropolitan Melbourne population aged 
≥70 years N = 353,010 N = 389,206 N = 353,010 N = 389,206 

 

No. 
Patients 

(%)  

No. ED 
visits 
(%) 

No. 
Patients 

(%)  

No. ED 
visits 
(%) 

No. 
Patients 

(%) 

No. ED 
visits 
(%) 

No. 
Patients 

(%) 

No. ED 
visits 
(%) 

No. of individual patients* 16,886 20,893 16,840 20,346 74,857 119,667 85,036 138,077 

No. patients attending ED  x 1 14,094 
(83.5%) 

14,094* 
(67.5%) 

14,269 
(84.7%) 

14,269* 
(70.1%) 

49,882 
(66.9%) 

49,882* 
(41.7%) 

55,897 
(65.9%) 

55,897* 
(40.5%) 

Rate/1000 population 39.9  36.7  141.3  143.6  

No. patients attending ED x 2 – 3 2,544 
(15.1%) 

5,546* 
(26.5%) 

2,399 
(14.2%) 

5,211* 
(25.6%) 

20,347 
(27.3%) 

46,202* 
(38.6%) 

23,617 
(27.8%) 

53,846* 
(39.0%) 

Rate/1000 population 7.2  6.2  57.6  60.7  

No. patients attending ED ≥ x 4 248 
(1.5%) 

1,253* 
(6.0%) 

172 
(1.0%) 

866* 
(4.3%) 

4,628 
(6.2%) 

23,583* 
(19.7%) 

5,522 
(6.5%) 

28,334* 
(20.5%) 
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Rate/1000 population 0.7  0.4  13.1   14.2   

* Significant difference in presentations between 2008 and 2012 (p < 0.001) 
Source: Victorian Emergency Minimum Dataset (VEMD) 
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