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Objective

Descriptive time-series analysis and longitudinal regression analysis of data from the Victorian Emergency Minimum Dataset (VEMD) using data from the 38 EDs that submit data to
the state’s Department of Health and Human Services.

Main outcome measures
Daily number of presentations, influenza-like-illness (ILI) presentations, daily mean waiting
time (time to first being seen by a doctor), daily number of patients who did-not-wait and
daily number of access-blocked patients (admitted patients with length of stay >8 hours) at a
system and hospital-level.

Results
During the influenza pandemic, mean waiting time increased by up to 25%, access block
increased by 32% and did not wait presentations increased by 69% above pre-pandemic
levels. The peaks of all three crowding variables corresponded approximately to the peak in
admitted ILI presentations. Longitudinal fixed-effects regression analysis estimated positive
and statistically significant associations between mean waiting times, did not wait presentations and access block and ILI presentations.
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Conclusions
This pandemic event caused excess demand leading to increased waiting times, did-notwait patients and access block. Increases in admitted patients were more strongly associated with crowding than non-admitted patients during the pandemic period, so policies to
divert or mitigate low-complexity non-admitted patients are unlikely to be effective in reducing ED crowding.

Introduction
In Victoria, emergency departments (EDs) provide care free-of-charge for patients who present with urgent health problems. Demand for emergency care varies substantially from month
to month, week to week and day to day. This can leave EDs exposed to large unanticipated
surges in demand, particularly those caused by external events in the community. Events
which can cause large demand surges include outbreaks of infectious disease [1, 2] or weather
events such as heatwaves [3] or thunderstorm asthma [4]. Unanticipated demand surges are
significant because EDs may not be able to adjust their inputs (e.g. staffing and facilities) in an
appropriate time frame so will have to cope with the extra demand within existing constraints.
In this study, data which highlights the system-level constraints of hospital EDs were analysed
to give insight into how hospital EDs cope with demand surges.
Studies have considered the determinants of ED waiting times [5] and ED crowding [6]
including the role of access block [7, 8], and the relationship between waiting time and
patients who did not wait for treatment [9]. However these relationships have usually been
studied in a general context. Studies that have focused on particular demand surges such as
the influenza pandemic or heat waves have focused on surveillance data [10–12], health outcomes [13, 14], costs [15] or particular groups of patients such as children [2]. There is a
lack of studies looking at ED crowding outcomes in a pandemic, apart from one using survey outcome measures [16].
The aims of this project were to analyse changes in waiting times, access block and did-notwait patients in Victorian EDs during the 2009 influenza pandemic. In this paper ‘crowding’
outcome variables are analysed over the time period of a particular demand ‘shock.’ The
advantage of this approach over previous research is that the demand shock can be regarded as
‘exogenous’–unanticipated and unrelated to supply and organisation of care at hospitals. This
allows our results to better represent the likely causal relationship between the extra demand
that hospitals faced during this period and the crowding outcomes.
The 2009 influenza pandemic was characterised by a sharp increase in influenza like illness
(ILI) presentations at hospitals in Victoria much earlier in the year than usual (from the middle of May). Studies have shown this pandemic caused much greater increase in hospital and
ICU admissions [12, 17] than the average yearly influenza season.
This study builds upon a literature in health economics which has sought to explain ‘crowding’ variables such as waiting times as a function of the gap between demand and supply [18–
20]. We also contribute to the understanding of whether low- or high-complexity presentations are primary responsible for crowding outcomes. Whereas the role of low-complexity
patients (for example non-admitted patients) has been questioned in the past [21, 22], we are
the first to analyse this issue in the context of a demand shock to the ED.
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Methods
Study design
This was a descriptive time-series analysis and longitudinal regression analysis of data from
the Victorian Emergency Minimum Dataset (VEMD). The VEMD is a de-identified set of
patient-level data reported by hospitals to the Victorian Department of Health and Human
Services. It covers all presentations at the 38 public EDs which are required to submit data to
the department. We used the reference period 16 April to 29 August 2009 including 521,988
presentations. This reference period covers the winter of 2009 including the usual time period
for the influenza season. The outcomes of interest were influenza-like-illness (ILI) presentations and ED metrics including waiting times, access block and did-not-wait patients.
For this study, ILI was defined broadly in order to maximise sensitivity [23, 24]. Our rationale is that previous studies have found that ILI defined with International Classification of
Disease [ICD] 10 codes imperfectly correlates with other measures of influenza such as notified cases [24]. In the context of this study the choice was made to maximise sensitivity to
make sure any trends in influenza cases were fully captured in the definition used. ILI presentations are therefore defined to include patients whose primary diagnosis is in the ICD10-AM
codes for “fever” (R50), “headache” (R51), “virus” (B34) and all primary diagnoses in the J
chapter of ICD10-AM including all respiratory diseases (including the codes for influenza J09,
J10 and J11).

Ethics
The research project was assessed as ‘negligible risk’ by the College of Arts, Social Sciences and
Commerce Human Ethics Sub-Committee at La Trobe University (reference E16/3).

Data analyses
Daily time series charts on aggregate variables over the reference period are presented. Four
variables were analysed: (1a) the total number of presentations per day, (1b) total number of
influenza-like-illness (ILI) presentations, and (1c) total number of admitted and (1d) nonadmitted ILI presentations; (2) the waiting time for each patient (difference between the time
the patient first presented at the ED and the time when they were seen by a doctor); (3) the
total number of patients who ‘did not wait’; (4) the total number of patients who experienced
access block (spent more than 8 hours total length of stay in the ED awaiting ward admission).
Charts are presented with two series shown together on different vertical axes (1a and 1b, 1c
and 1d, 2 and 3, 4) to visualise the degree of correlation between these variables over time.
For all four variables there are significant day of the week effects which lead the raw time
series to show high volatility. For this reason, data on all variables is presented in time series
charts as a seven-day moving average.
Additionally, we used data at the hospital/day level to conduct simple regression analysis
and longitudinal fixed-effects regression analysis [25] (within-hospital estimation) of the relationship between three alternative dependent variables—mean waiting time, total did-not-wait
patients, total access-blocked patients—with the single explanatory variable measuring the
total daily admitted or non-admitted ILI presentations respectively.
Simple regression models use variation across hospitals and over time to identify coefficients. The longitudinal fixed-effects models control for all time-invariant hospital-level factors
so only changes over time in the number of ILI presentations and the dependent variables
within hospitals identify coefficients. Hausman tests were conducted comparing the fixed-

PLOS ONE | https://doi.org/10.1371/journal.pone.0222851 September 24, 2019

3 / 11

Quantitative analysis of crowding in hospital emergency departments during the 2009 influenza pandemic

effects models against their random-effects counterparts and the null hypothesis was rejected
at the 5% level for four out of the six models, favouring the fixed effects approach.
Data analyses were conducted using STATA 15 [26].

Results
The seven-day moving average of total presentations per day and ILI presentations per day in
late May and early June 2009 show an increase in total presentations from 3772 on 15 May
2009 to 4175 on 6 June (10.7%) and an increase in ILI presentations from 445 to 876 over the
same period (Fig 1). The increase in total presentations in this time period (403) approximately
corresponds to the increase in ILI presentations (431), suggesting the increase in total presentations is driven by ILI patients.
The seven-day average of did-not-wait presentations increased from 237 per day on 15 May
to 317 per day on 6 June then further to 400 per day on 24 June (total increase of 69%). This
increase was substantial in proportional terms as total presentations only increased approximately 10% over this period (Fig 1). Did-not-wait numbers appear to drop back to near-

Fig 1. Total presentations per day and total ILI presentations per day (seven-day moving average). The increase in ILI presentations observed in May and
June 2009 can be divided into patients who were admitted into the hospital (including short stay wards and ICU) and those not admitted (Fig 2). This division
shows two distinct patterns: the non-admitted patients peak on 6 June at 722 per day whereas the admitted presentations peak on 24 June at 180 per day.
https://doi.org/10.1371/journal.pone.0222851.g001
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normal levels soon after the end of the pandemic, with the seven-day average of 250 per day on
the 9 July.

Regression analysis
The regression analysis uses data from all 38 hospitals for the reference period (136 days) giving 5,168 observations. Four different regression analyses, simple regression and longitudinal
fixed effects models for both admitted and non-admitted ILI presentations, were conducted
for each of three dependent variables giving 12 analyses in total (Table 1). The coefficient estimates for the simple regression models show a positive and statistically significant relationship
between both the number of admitted and non-admitted ILI presentations and all three
crowding variables using variation between hospitals and over time. The longitudinal fixedeffects regression models also show that within hospitals, time periods with higher admitted
and non-admitted ILI presentations are statistically significantly associated with higher levels
of the crowding outcomes, with the exception of the coefficient for the effect of non-admitted
ILI presentations on average waiting time in the longitudinal fixed-effects model. Throughout,
the crowding outcomes are more strongly associated with the admitted ILI presentations than
the non-admitted ILI presentations, confirming the finding in Figs 2, 3 and 4.
The coefficient estimates can be interpreted as the change in the dependent variable associated with one additional non-admitted or admitted ILI presentation. For example, the first
coefficient estimate in the first row suggest one additional non-admitted ILI presentation is
associated with a 0.245 minute increase in average waiting time in the simple regression
model. The final two columns of the first row show that one additional admitted ILI presentation is associated with a 0.884 minute or 1.194 minute increase in average waiting time in the
simple and longitudinal models respectively. A notable result is that one additional admitted
ILI presentation is associated with 0.429 additional did-not-wait patients and 0.974 additional
access blocked patients in the longitudinal models.
As the number of ILI patients more than doubled in the pandemic period, increasing from
445 per day to 876 per day these coefficient estimates predict substantial impacts on crowding
at the hospital-level associated with the pandemic.

Discussion
Outbreaks of infectious disease such as the 2009 influenza pandemic provide ‘natural experiments’ to test the impact of demand surges on EDs. The performance of hospitals in response
Table 1. Regression results.
Dependent
Variable #

Simple regression on nonadmitted ILI presentations

Longitudinal fixed-effects regression
(within-hospital variation) on nonadmitted ILI presentations

Simple regression on
admitted ILI
presentations

Longitudinal fixed-effects regression
(within-hospital variation) on admitted
ILI presentations

Average waiting
time (mins)

0.245
[0.200, 0.290]

0.166
[-0.073, 0.405]

0.884
[0.738, 1.030]

1.194
[0.893, 1.494]

Did-not-wait
patients

0.467
[0.450, 0.483]

0.154
[0.063,0.245]

1.401
[1.346, 1.457]

0.429
[0.262, 0.595]

Number of access
blocked patients

0.643
[0.608, 0.678]

0.179
[0.072, 0.286]

3.336
[3.249, 3.423]

0.974
[0.765, 1.184]

Sample size

5,168

Coefficient estimates [with 95% confidence intervals] from simple linear regression and longitudinal fixed-effects regression models using hospital/day observations in
period 16/04/2009 to 29/08/2009 of average waiting time, number of did-not-wait patients, and number of access-blocked patients, on non-admitted and admitted ILI
presentations. Standard errors are adjusted for clustering at the hospital level.
https://doi.org/10.1371/journal.pone.0222851.t001
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Fig 2. Admitted and non-admitted ILI presentations per day (seven-day moving average). Both average waiting times and the number of patients who did not
wait increased markedly during the pandemic period (Fig 3). From 41.1 minutes on 15 May (before the pandemic), the seven day average waiting time rose to
43.7 minutes on 6 June (the non-admitted presentations peak) then to 52 minutes on 24 June (the admitted patients peak). Average waiting times remained
elevated after the end of the pandemic, only declining gradually through the rest of the winter of 2009.
https://doi.org/10.1371/journal.pone.0222851.g002

can be observed in terms of waiting times, did-not-waits and access block. Total daily presentations increased by approximately 10% during the pandemic period with most of the increase
due to ILI, defined broadly. These findings may inform planning for future disease outbreaks
or other demand shocks. The results may also provide some lessons in terms of how these variables react on a day-to-day basis to smaller or more localised demand shocks.
This study found a substantial and sustained increase in waiting time (approximately 25%)
over the period of the pandemic. It also found a substantial increase in the number of did-not
wait patients, which may be attributable to patients reacting to higher waiting time by choosing
to leave the ED without treatment and seek alternative health care. Additionally, there was a
substantial increase in ‘access block’ (approximately 32%), indicating the lack of availability of
ward beds for patients being admitted from the ED. This is another symptom of excess
demand which may particularly impact patients with high care needs requiring hospital
admission.
The type of presentation affects the impact on crowding outcomes (Fig 3). Whereas there is
an early peak in the number of non-admitted ILI presentations (6 June), the number of
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Fig 3. Average waiting time and number of did-not-wait presentations (seven-day moving average). The seven-day average number of patients experiencing
access block (Fig 4) increases from 285 per day on 15 May up to 296 per day on 6 June and then further to 377 per day (total increase of 32%) on 24 June at the
peak of admitted presentations period.
https://doi.org/10.1371/journal.pone.0222851.g003

admitted ILI presentations peaks later on 24 June (a finding also mirrored in ICU admissions
[12]). It is evident from Figs 3 and 4 that this later peak in admitted patients is a more significant determinant of the deterioration in waiting time and access blocked patients. This result
suggests high-complexity (admitted) patients may be more important as determinants of
crowding than low-complexity (non-admitted) patients. One possible caveat is that although
the peak of did-not-wait patients also matches the admitted patients peak around 24 June, the
pattern of changes over time for did-not-wait patients more closely matches non-admitted
patients. For example, the rapid fall in did-not-wait patients after 24 June closely resembles a
similar rapid fall in non-admitted patients. It is plausible that low complexity (non-admitted)
patients are more likely to be those who could choose to leave the ED without being seen when
waiting times are high.
The longitudinal regression analysis provides a more robust test of the association between
crowding outcomes and admitted ILI presentations. Coefficient estimates of 1.194, 0.429 and
0.974 are estimated for the association between average waiting time (in mins), access blocked
patients, and did-not wait patients with admitted ILI patients at the hospital-level and are
larger than the effects for the non-admitted presentations. The associations shown at the
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Fig 4. Number of access-block presentations (seven-day moving average).
https://doi.org/10.1371/journal.pone.0222851.g004

aggregate level in Figs 2 to 4 are consistent with within-hospital (fixed effects) longitudinal
regression analysis. Individual hospitals who had more ILI patients requiring admission suffered more with respect to waiting time, access block and did-not-wait patients.
The findings have suggestive implications for policy to improve the management of excess
demand in EDs. Firstly, all three crowding variables were more responsive to admitted rather
than non-admitted presentations and admitted patients are unlikely to be suitable for primary
care management. This finding therefore casts doubt on the effectiveness of policies to ‘divert’
primary care-suitable patients away from EDs as a way of avoiding crowding, especially during
demand shocks. This finding reflects some of the recent literature [21, 22] but in the context of
a specific demand shock, the 2009 influenza pandemic, which provides stronger evidence than
associations between hospitals or over time.
Secondly, among the outcomes analysed, we found the number of did-not-wait patients
had the largest proportional increase and peaked during the peak of admitted presentations.
This finding suggests patients’ responded to higher waiting times during the pandemic by
reducing their demand for care (leaving before treatment). Whether this response is desirable
for policymakers depends on two factors. Firstly, by restraining demand waiting times may act
as an effective rationing mechanism during periods of high demand, especially if the lowest-
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urgency patients are deterred by higher waiting times [19]. Secondly, however, the increase in
did-not-wait patients associated with higher waiting times may lead to more adverse health
outcomes as patients who may have benefited from hospital care delay such treatment [27, 28].
Future research could focus on evaluating health outcomes of did-not-wait patients, especially the large increases that occur during demand shocks to gauge if further policy measures
to moderate these outcomes may be necessary.

Conclusions
The 2009 influenza pandemic caused excess demand leading to increased waiting times, didnot-wait patients and access block in EDs in Victoria, Australia. Increases in admitted patients
were more strongly associated with crowding than non-admitted patients during the pandemic period, so policies to divert or mitigate non-admitted patients are unlikely to be effective
in reducing ED crowding.

Acknowledgments
We would like to acknowledge the help of the Centre for Victorian Data Linkage (CVDL) and
the Department of Health and Human Services (Victoria) in providing access to data for this
project. We would also like to acknowledge funding from the La Trobe University “Building
Healthy Communities” Research Focus Area.

Author Contributions
Conceptualization: Peter Sivey, Hassan Vally, Anna Burgess, Anne-Maree Kelly.
Data curation: Peter Sivey, Richard McAllister.
Formal analysis: Peter Sivey, Richard McAllister.
Funding acquisition: Peter Sivey, Hassan Vally.
Investigation: Peter Sivey.
Methodology: Peter Sivey.
Project administration: Peter Sivey.
Supervision: Peter Sivey, Anne-Maree Kelly.
Validation: Peter Sivey.
Writing – original draft: Peter Sivey, Richard McAllister.
Writing – review & editing: Peter Sivey, Hassan Vally, Anna Burgess, Anne-Maree Kelly.

References
1.

Schull M.J., Mamdani M.M. and Fang J., Community influenza outbreaks and emergency department
ambulance diversion. Ann Emerg Med, 2004. 44(1): p. 61–7. https://doi.org/10.1016/j.annemergmed.
2003.12.008 PMID: 15226710

2.

Costello B.E., et al., Pandemic H1N1 influenza in the pediatric emergency department: a comparison
with previous seasonal influenza outbreaks. Ann Emerg Med, 2010. 56(6): p. 643–8. https://doi.org/10.
1016/j.annemergmed.2010.03.001 PMID: 20363533

3.

Lindstrom S.J., Nagalingam V. and Newnham H.H., Impact of the 2009 Melbourne heatwave on a
major public hospital. Intern Med J, 2013. 43(11): p. 1246–50. https://doi.org/10.1111/imj.12275 PMID:
24237648

PLOS ONE | https://doi.org/10.1371/journal.pone.0222851 September 24, 2019

9 / 11

Quantitative analysis of crowding in hospital emergency departments during the 2009 influenza pandemic

4.

Andrew E., et al., Stormy weather: a retrospective analysis of demand for emergency medical services
during epidemic thunderstorm asthma. BMJ, 2017. 359: p. j5636. https://doi.org/10.1136/bmj.j5636
PMID: 29237604

5.

Lambe S., et al., Waiting times in California’s emergency departments. Ann Emerg Med, 2003. 41(1):
p. 35–44. https://doi.org/10.1067/mem.2003.2 PMID: 12514681

6.

Hoot N.R. and Aronsky D., Systematic review of emergency department crowding: causes, effects, and
solutions. Ann Emerg Med, 2008. 52(2): p. 126–36. https://doi.org/10.1016/j.annemergmed.2008.03.
014 PMID: 18433933

7.

Fatovich D.M., Nagree Y. and Sprivulis P., Access block causes emergency department overcrowding
and ambulance diversion in Perth, Western Australia. Emerg Med J, 2005. 22(5): p. 351–4. https://doi.
org/10.1136/emj.2004.018002 PMID: 15843704

8.

Harris A. and Sharma A., Access block and overcrowding in emergency departments: an empirical analysis. Emerg Med J, 2010. 27(7): p. 508–11. https://doi.org/10.1136/emj.2009.072546 PMID: 20584950

9.

Goodacre S. and Webster A., Who waits longest in the emergency department and who leaves without
being seen? Emerg Med J, 2005. 22(2): p. 93–6. https://doi.org/10.1136/emj.2003.007690 PMID:
15662055

10.

Baker A.W., et al., Local influenza-like illness surveillance at a university health system during the 2009
H1N1 influenza pandemic. American Journal of Infection Control, 2012. 40(7): p. 606–610. https://doi.
org/10.1016/j.ajic.2011.12.009 PMID: 22418609

11.

Jeng K., et al., Monitoring seasonal influenza A evolution: Rapid 2009 pandemic H1N1 surveillance with
an reverse transcription-polymerase chain reaction/electro-spray ionization mass spectrometry assay.
Journal of Clinical Virology, 2012. 54(4): p. 332–336. https://doi.org/10.1016/j.jcv.2012.05.002 PMID:
22673129

12.

Lum M.E., et al., Impact of pandemic (H1N1) 2009 influenza on critical care capacity in Victoria. Med J
Aust, 2009. 191(9): p. 502–6. PMID: 19883346

13.

Louie J.K., et al., Factors associated with death or hospitalization due to pandemic 2009 influenza A
(H1N1) infection in California. JAMA, 2009. 302(17): p. 1896–902. https://doi.org/10.1001/jama.2009.
1583 PMID: 19887665

14.

Kumar A., et al., Critically ill patients with 2009 influenza A(H1N1) infection in Canada. JAMA, 2009.
302(17): p. 1872–9. https://doi.org/10.1001/jama.2009.1496 PMID: 19822627

15.

Lau K., Hauck K. and Miraldo M., Excess influenza hospital admissions and costs due to the 2009
H1N1 pandemic in England. Health Economics, 2019. 28(2): p. 175–88. https://doi.org/10.1002/hec.
3834 PMID: 30338588

16.

Sugerman D., et al., A survey of emergency department 2009 pandemic influenza A (H1N1) surge preparedness—Atlanta, Georgia, July-October 2009. Clin Infect Dis, 2011. 52 Suppl 1: p. S177–82.

17.

Investigators A.I., et al., Critical care services and 2009 H1N1 influenza in Australia and New Zealand.
N Engl J Med, 2009. 361(20): p. 1925–34. https://doi.org/10.1056/NEJMoa0908481 PMID: 19815860

18.

Gaudette, E., Health Care Demand and Impact of Policies in a Congested Public System. University of
Southern California CESR-Schaeffer Working Paper 2014. 2014–005.

19.

Sivey P., Should I Stay or Should I Go? Hospital Emergency Department Waiting Times and Demand.
Health Economics, 2018. 27(3): p. e30–e42. https://doi.org/10.1002/hec.3610 PMID: 29152852

20.

Martin S., et al., The market for elective surgery: Joint estimation of supply and demand. Journal of
Health Economics, 2007. 26(2): p. 263–285. https://doi.org/10.1016/j.jhealeco.2006.08.006 PMID:
16978718

21.

Richardson D.B. and Mountain D., Myths versus facts in emergency department overcrowding and hospital access block. Medical Journal of Australia, 2009. 190(7): p. 369-+.

22.

Schull M.J., Kiss A. and Szalai J.P., The effect of low-complexity patients on emergency department
waiting times. Ann Emerg Med, 2007. 49(3): p. 257–64, 264 e1. https://doi.org/10.1016/j.
annemergmed.2006.06.027 PMID: 17049408

23.

Nichol K.L., Heterogeneity of influenza case definitions and implications for interpreting and comparing
study results. Vaccine, 2006. 24(44–46): p. 6726–8. https://doi.org/10.1016/j.vaccine.2006.05.064
PMID: 16879901

24.

Moore K., et al., Syndromic surveillance for influenza in two hospital emergency departments. Relationships between ICD-10 codes and notified cases, before and during a pandemic. BMC Public Health,
2011. 11: p. 338. https://doi.org/10.1186/1471-2458-11-338 PMID: 21592398

25.

Gunasekara F.I., et al., Fixed effects analysis of repeated measures data. Int J Epidemiol, 2014. 43(1):
p. 264–9. https://doi.org/10.1093/ije/dyt221 PMID: 24366487

26.

StataCorp, Stata Statistical Software: Release 15. 2017, StataCorp LLC: College Station, TX.

PLOS ONE | https://doi.org/10.1371/journal.pone.0222851 September 24, 2019

10 / 11

Quantitative analysis of crowding in hospital emergency departments during the 2009 influenza pandemic

27.

Stang A.S., et al., Crowding measures associated with the quality of emergency department care: a systematic review. Acad Emerg Med, 2015. 22(6): p. 643–56. https://doi.org/10.1111/acem.12682 PMID:
25996053

28.

Guttmann A., et al., Association between waiting times and short term mortality and hospital admission
after departure from emergency department: population based cohort study from Ontario, Canada.
BMJ, 2011. 342: p. d2983. https://doi.org/10.1136/bmj.d2983 PMID: 21632665

PLOS ONE | https://doi.org/10.1371/journal.pone.0222851 September 24, 2019

11 / 11

