5.1 Gastroscopy MBS
services, 18-54 years

Why is this important?

Gastroscopy is used to investigate or treat conditions
affecting the upper gastrointestinal (Gl) tract. It can also
be used to monitor conditions affecting the upper Gl
tract that lead to cancer in certain high-risk groups.'-

Most conditions affecting the upper gastrointestinal
(Gl) tract that require a gastroscopy are uncommon
in people aged under 55 years. Oesophageal and
stomach cancers are very rare in this age group,

and even less common in people without certain risk
factors, such as smoking."®

The Third Australian Atlas of Healthcare Variation found
substantial variation in hospitalisations for gastroscopy
among people of all ages.* Higher rates were seen in
areas of socioeconomic advantage in major cities, and
in women. These findings are not consistent with the
prevalence of Gl disease.

The fourth Atlas now examines gastroscopy services
that are subsidised under the Medicare Benefits
Schedule (MBS) in a population that has few
indications for its use: people aged 18-54 years.

What did we find?

In 2018-19, there were 154,338 MBS-subsidised
services for gastroscopy for people aged 18-54 years.
The rate was 10.8 times as high in the area with the
highest rate as in the area with the lowest rate.

The Fourth Australian Atlas of Healthcare Variation

Rates were markedly higher in major cities than
elsewhere. The national rate for women was 1.6 times
as high as the rate for men. About six in every

10 gastroscopy services were performed on the same
day as a colonoscopy service for the same person.

What can be done?

Development of national guidance on the appropriate
use of gastroscopy is a priority. Guidelines should
include recommendations on when gastroscopy
should be done at the same time as a colonoscopy.
Structured referral forms could aid assessment of
appropriateness against guidelines. Health service
organisations could ensure that credentialing
requirements for clinicians performing gastroscopy
include audit of adherence to guidelines.

Interventions are needed that focus on educating
consumers and clinicians that the risk of upper Gl
cancer in this age group is low. Improving consumer
understanding about the role of gastroscopy is

also important.

More attention needs to be given to clinicians’
education on the causes of iron deficiency anaemia

in women aged under 55 years. Heavy menstrual
bleeding, a commonly unrecognised cause, should be
excluded before referral for gastroscopy.
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Context

This item examines rates of MBS-subsidised services
for gastroscopy for people aged 18-54 years in
Australia in 2018-19.

What is gastroscopy?

Gastroscopy, also known as an upper Gl endoscopy,
is the examination of the upper part of the Gl tract,
using a small, flexible tube with a camera on the end,
called an endoscope. The procedure can also include
a biopsy, if needed. The procedure, requires an empty
stomach for an accurate examination. It is usually
quick to perform, taking up to about 15 minutes.'

What is it used for?

Gastroscopy is used to investigate, treat or
monitor certain upper Gl symptoms or diseases.
Recommended uses are':

* |nvestigation of suspected bleeding from the
upper Gl tract and upper small bowel

e |nvestigation of symptoms suggestive of cancer
(such as difficulty swallowing, weight loss,
bleeding and stomach pain) or no response to
acid suppression therapy

e Tissue diagnosis of suspected cancer or
coeliac disease

e Surveillance of high-risk groups with chronic
conditions that can increase cancer risk
(for example, Barrett’s oesophagus).

Gastroscopy is also used to treat bleeding in

the upper Gl tract, some upper Gl cancers or a
narrowed oesophagus (oesophageal stricture).
However, gastroscopies for treatment (therapeutic
gastroscopies) are not included in this data item.

Most conditions affecting the upper Gl tract that
require investigation with gastroscopy are uncommon
in people aged under 55 years. They become more
common with increasing age, the onset of chronic
disease, or the use of certain medicines such as
non-steroidal anti-inflammatory drugs.?®
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Gastroscopy is not required to investigate
uncomplicated reflux®367, a common condition that
affects more than one in 10 people in Australia®®,
with a few exceptions. This is because:

e Most people with reflux have heartburn or
regurgitation that can be diagnosed clinically
without investigation and managed effectively
with dietary or lifestyle modifications, or acid
suppression medicines®

e Only about one-third of people with gastro-
oesophageal reflux disease (GORD), a condition
in which reflux affects wellbeing and requires
treatment, have abnormalities visible on
gastroscopy?

e Most reflux does not progress to changes in the
cells lining the upper Gl tract, which can lead to
Barrett’s oesophagus or oesophageal cancer.?

Investigation with gastroscopy is required if reflux
does not respond to a trial of acid suppression
therapy and if ‘alarm features’ suggestive of cancer
are present, such as difficulty swallowing, bleeding,
weight loss, recurrent vomiting and anaemia. It is
also required if the diagnosis is unclear or there are
complications such as stricture.2¢7%10-12

Upper Gl cancer is rare in people of any age and

even lower in people aged under 55 years. Use of
gastroscopy for population-based screening for upper
Gl cancer is not recommended because the chance
of diagnosing serious disease is low. Upper Gl cancer
rates are lower in women than in men, and lower in
people without risk factors, such as those who have
never smoked?'3'7 (Table 5.1). These are important
considerations for the appropriate use of gastroscopy,
particularly for common conditions.



Table 5.1: Upper Gl cancer rates per 100,000 people, by sex and age group, 2019

Oesophageal cancer

Gastric cancer

Males Females Y EEES Females
35-39 0.5 0.1 1.6 1.9
40-44 1.0 0.2 3.4 2.5
45-49 2.9 1.3 5.6 1.6
50-54 7.2 1.5 1.2 5.7

Source: Australian Institute of Health and Welfare'®

Coeliac disease is a common and under-diagnosed
condition. Gastroscopy is used to confirm a diagnosis
for people with positive coeliac serology or where the
diagnosis is uncertain.®'%"® Repeat gastroscopy after
treatment with a gluten-free diet is controversial and
is yet to be shown as cost-effective.?®

Gastroscopy is also used to investigate causes of
suspected Gl blood loss. People without a clear
reason for iron deficiency should have a gastroscopy
to exclude Gl bleeding or malignancy (for example,
postmenopausal women and most men).
Menstruating women, blood donors and people with
vegetarian or vegan diets should have other common
causes of iron deficiency excluded first to avoid a
missed diagnosis and unnecessary gastroscopy.?'2?

Why examine gastroscopy in people aged
18-54 years?

This Atlas examines variation in MBS-subsidised
gastroscopy services for an age group in which
signs and symptoms appropriate for investigation
with gastroscopy are uncommon: adults aged under
55 years. Findings from the Third Australian Atlas of
Healthcare Variation and a New South Wales study
support exploration of variation in gastroscopy in this
age group.+23

The Fourth Australian Atlas of Healthcare Variation

The third Atlas reported more than half a million
(505,544) hospitalisations for gastroscopy among
people of all ages in Australia in 2016—17.# The rate in
the area with the highest rate was 7.4 times as high
as the rate in the area with the lowest rate. Higher
rates were seen in areas of socioeconomic advantage
in major cities, and in women. More than one-third
(36%) of hospitalisations for colonoscopy included

a gastroscopy.

The third Atlas findings highlighted a clear anomaly
between the prevalence of risk factors for upper

Gl disease and gastroscopy hospitalisations,
suggesting that some people are receiving care that
is inappropriate and of no or little benefit.

Inappropriate use of gastroscopy in people aged
under 55 years was examined in a New South
Wales study.2® Use of gastroscopy for investigating
dyspepsia (indigestion or heartburn) in people aged
under 55 years was considered low-value care —
defined as care that provides no benefit, or a risk

of harm that is greater than the benefit, or a benefit
that is disproportionately low compared with its cost.
About 14% of gastroscopies in adults aged under
55 years in New South Wales public hospitals were
identified as low-value care in 2016—-17. The rate of
low-value gastroscopy increased by about 8% each
year between 2010-11 and 2016-17.
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About the data

Data are sourced from the MBS dataset. This dataset
includes information on MBS claims processed by
Services Australia. It covers a wide range of services
(attendances, procedures, tests) provided across
primary care and hospital settings.

The dataset does not include:
e Services for publicly funded patients in hospital
e Services for patients in public outpatient clinics

e  Services covered under Department of Veterans’
Affairs arrangements.

The dataset does not allow analysis by Aboriginal and
Torres Strait Islander status.

Rates are based on the number of MBS-subsidised
services for gastroscopy per 100,000 people aged
18-54 years in 2018-19.

Because a record is included for each service rather
than for each patient, patients who receive the service
more than once in the financial year will be counted
more than once.

The analysis and maps are based on the patient’s
postcode recorded in their Medicare file and not the
location of the service.

Rates are age and sex standardised to allow
comparisons between populations with different age
and sex structures.

What do the data show?

Magnitude of variation

In 2018-19, there were 154,338 MBS-subsidised
services for gastroscopy, representing 1,247 services
per 100,000 people aged 18-54 years (the
Australian rate).

The number of MBS-subsidised services for
gastroscopy across 327* local areas (Statistical
Area Level 3 — SA3) ranged from 218 to 2,348 per
100,000 people. The rate was 10.8 times as high
in the area with the highest rate compared with

the area with the lowest rate. The number of MBS-
subsidised services for gastroscopy varied across
states and territories, from 481 per 100,000 people
in the Northern Territory to 1,312 in Victoria
(Figures 5.5-5.8).

After the highest and lowest 10% of results were
excluded and 263 SA3s remained, the number of
MBS-subsidised services per 100,000 people was
2.9 times as high in the area with the highest rate
compared with the area with the lowest rate.

Analysis by remoteness and
socioeconomic status

Rates were markedly higher in major cities than in
other areas, and markedly lower in remote areas
than in other areas. Overall, the rate for major cities
was 3.4 times as high as the rate for remote areas
(Figures 5.1 and 5.9).

Rates decreased with socioeconomic disadvantage
in major cities, and in inner regional and remote
areas. Overall, the rate of gastroscopy in the highest
socioeconomic group was 1.4 times as high as in the
lowest group (Figures 5.2 and 5.9).

* There are 340 SASs. For this item, data were suppressed for 13 SA3s due to a small number of services and/or population in an area, or potential identification

of individual patients, practitioners or business entities.
Notes:

Some SA3 rates are more volatile than others. These rates are excluded from the calculation of the difference between the highest and lowest SA3 rates

in Australia.

For further detail about the methods used, please refer to the Technical Supplement.
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Figure 5.1: Number of MBS-subsidised services Figure 5.2: Number of MBS-subsidised services

for gastroscopy per 100,000 people aged 18-54 for gastroscopy per 100,000 people aged 18-54
years, age and standardised, by remoteness of years, age and standardised, by socioeconomic
patient residence, 2018-19 area of patient residence, 2018-19*
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Notes:

* Areas with a low SES (=1) have a high proportion of relatively disadvantaged people. Areas with a high SES (=5) have a low proportion of relatively
disadvantaged people.

For further detail about the methods used, please refer to the Technical Supplement.

Sources: AIHW analysis of Medicare Benefits Schedule data and ABS Estimated Resident Population 30 June 2018.
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Number of MBS-subsidised services for Analysis by sex
gastroscopy and colonoscopy for the same

. The national rate of MBS-subsidised services for
patient on the same day

gastroscopy for females was 1.6 times as high as
In 2018-19, 58% of MBS-subsidised services for the rate for males. Rates were consistently higher for

gastroscopy were performed on the same day as an females in all states and territories (Figure 5.4).
MBS-subsidised service for colonoscopy for the same

patient. There were 89,399 services for gastroscopy
that accompanied a colonoscopy (Figure 5.3).

Figure 5.4: Number of MBS-subsidised services
for gastroscopy per 100,000 people aged
18-54 years, age and sex standardised, by state

Figure 5.3: Number of MBS-subsidised and territory of patient residence, by sex, 2018-19
services for gastroscopy on the same patient _
and same day as an MBS-subsidised service 1,600
for colonoscopy, per 100,000 people aged 1'288 i
18-54 years, age and sex standardised, by state 1,300
and territory of patient residence, 2018-19 1’?88 ]
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B Gastroscopy services with same day colonoscopy available at safetyandquality.gov.au/atlas

Other gastroscopy services

Notes:
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of Medicare Benefits Schedule data and ABS Estimated Resident Population 30 June 2018.
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Interpretation

There is wide variation in gastroscopy use, probably
involving overuse in some areas and underuse in
others. Rates of gastroscopy were markedly higher in
major cities than elsewhere. Rates were also higher
for women than for men in all states and territories.

These findings are consistent with those in the
third Atlas, which examined public and private
hospitalisations for gastroscopy.

Variation in rates of gastroscopy is likely to be
due to geographical differences in the factors
discussed below.

Variation between areas may not directly reflect the
practices of the clinicians who are based in these
areas. The analysis is based on where people live
rather than where they obtain their health care.
People may travel outside their local area to receive
health care.

Clinical decision-making

Variation in adherence with available clinical guidelines
may influence rates of gastroscopy.

International evidence suggests that a high proportion
of gastroscopies do not accord with guideline
recommendations. A 2010 meta-analysis of more
than 13,000 patients undergoing gastroscopy

found that 22% of procedures did not align with
recommended indications in European and American
guidelines.?* More recently, a 2018 systematic

review and meta-analysis reported that up to 54%

of gastroscopies in 15 countries were performed for
inappropriate indications.?® Despite guidelines that
recommend against using gastroscopy to investigate
uncomplicated GORD®""2¢, a New Zealand

study reported this as one of the most common
inappropriate indications for performing gastroscopy.?”

Differences in clinical opinion on management
where the evidence is unclear may contribute to
variation. For example, further evidence is needed
to demonstrate the benefit of gastroscopy after a
diagnosis of coeliac disease.?°

The Fourth Australian Atlas of Healthcare Variation

Difficulties in keeping up to date with rapidly changing
evidence may also influence rates.?®

Some clinicians may perform gastroscopy in low-risk
people, such as those aged under 55 years, to relieve
patient anxiety and reassure them that they do not
have Gl cancer. However, this reassurance may be
short lived, and the procedure has a low chance of
diagnosing significant disease.?8%°

Fear of litigation for not investigating symptoms

may influence clinicians’ decisions about use of
gastroscopy, particularly if they are unaware of current
recommendations or evidence about the incidence

of upper Gl cancers. Concerns about late diagnosis
and subsequent litigation, as well as few disincentives
for over-testing may also contribute to overuse

of gastroscopy.?®

Higher rates of gastroscopy in women than in men
may be related to higher rates of iron deficiency in
women. Gastroscopy might have been used before
exclusion of dietary causes of iron deficiency, or
heavy menstrual bleeding in menstruating women.
Higher gastroscopy rates in women raise concern of
delayed diagnoses and treatment, because common
causes of iron deficiency are being missed.

Gastroscopy and colonoscopy performed
on the same day

The ease of performing a gastroscopy at the

same time as a colonoscopy may contribute to
variation. About six in 10 gastroscopy services were
performed on the same day in the same person.
Both procedures should be performed concurrently
for only a limited number of conditions, so the high
rates suggest inappropriate use.

Australia’s National Bowel Cancer Screening Program
offers a two-yearly faecal occult blood test (FOBT)

for people aged 50-74 years. Guidelines recommend
colonoscopy for people who have a positive FOBT

to assist with diagnosing disease.®' Some clinicians
performing gastroscopies may be unaware that a
FOBT only detects lower Gl tract bleeding.
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Higher rates of both procedures may also reflect
investigation of iron deficiency in menstruating women
before excluding diet or heavy menstrual bleeding

as the cause.

Referral practices

Variation in gastroscopy rates may be due to referral
practices. A New Zealand study found that 42%

of referrals did not follow American Society of
Gastroenterology criteria. No cancers were found

in gastroscopies from inappropriate referrals.?”
Surveillance of healed benign lesions was the

most common inappropriate reason to request

a gastroscopy among hospital-based clinicians
(31% of consultant requests). Investigation of
symptoms considered functional in origin (heartburn)
was the most common inappropriate reason among
general practitioners (GPs) (25% of requests).

Consumer expectations

Consumer expectations and perception of cancer risk
may contribute to variation in rates of gastroscopy
use.?®% People often have incorrect beliefs about their
cancer risk.®23 This may influence their perceptions
about the benefits of interventions such as screening
to detect Gl cancer, and their preference and demand
for investigations, even when their risk of cancer

is low.

In the United Kingdom, the ‘Be Clear on Cancer’
campaign in 2015, which aimed to raise awareness
of Gl cancers, increased demand for gastroscopy by
48% but did not affect the rate of cancer diagnosis.®

Access to services and number of clinicians
providing services

Access to clinicians may influence the likelihood of
people seeking care and the rates of gastroscopy
use. The practice styles of individual clinicians may be
more likely to affect rates in areas with fewer clinicians,
such as rural and regional locations, than in areas with
more clinicians.
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Availability and affordability of services may also
influence patterns of use. Ability to pay out-of-pocket
costs for gastroscopy is likely to be lower in areas of
socioeconomic disadvantage, and access is likely

to be more difficult in areas with fewer services.
Open-access endoscopy services, where GPs are
able to request gastroscopy without specialist review,
may also influence patterns of use.

Financial incentives

Greater remuneration for providing a service
rather than consultation may lead to variation and
over-servicing in some areas.

Promoting appropriate care

Unwarranted variation in the use of gastroscopy in
people aged under 55 years could be addressed by
reducing the rate of inappropriate gastroscopies and
increasing access in areas that are under-served.

Australia’s finite health resources should be directed
to high-value care, and away from low-value care such
as use of gastroscopy to investigate reflux in people
aged under 55 years, where it will not change the
diagnosis or management. Improving awareness of
the causes of iron deficiency unrelated to the upper GlI
tract will reduce unnecessary gastroscopy and avoid
delays in diagnosis. Reducing inappropriate referrals
for gastroscopy could also free up resources to
reduce waiting times for public colonoscopy services.

Guideline and resource development

Development of national guidance to support
appropriate use of gastroscopy is a priority. These
could be used to assess appropriateness of referrals
and for clinical audit of clinicians’ gastroscopy
practices. The guidelines should cover guidance

on appropriate use of same-day upper and lower

Gl endoscopy, as recommended by the Medicare
Benefits Schedule Review Taskforce.®®

Integration of cancer mortality and lifestyle data

into healthcare pathways, training guidelines, and
specialist and consumer resources could also support
appropriate use of gastroscopy.



Clinical decision-making

Strategies to improve clinicians’ skills in provisional
diagnosis could improve the assessment of

reflux symptoms and iron deficiency, and reduce
unnecessary gastroscopy.

Use of medicines that can cause GORD symptoms
should be excluded in people presenting with reflux.

Dietary causes and heavy menstrual bleeding
should be excluded in women with iron deficiency.
Improved awareness and application of the Heavy
Menstrual Bleeding Clinical Care Standard may
reduce delays in diagnosis of heavy menstrual
bleeding and the rates of unnecessary gastroscopy
in menstruating women.*26

Improved use of medicines to manage GORD
symptoms may help reduce inappropriate
gastroscopies. Proton pump inhibitors (PPIs), which
are commonly used to manage GORD symptoms, are
most effective when taken at least half an hour before
the first meal of the day.® Taking PPl medicines at the
wrong time can lead to poor symptom control, and
may contribute to unnecessary use of gastroscopy to
investigate symptoms.

Consumer education and reassurance

Informing people aged under 55 years about the
limited role of gastroscopy in the management of
most upper Gl symptoms, and reassuring them that
their risk of developing upper Gl cancer is very low
may reduce demand for inappropriate gastroscopy.
Interactive tools that identify a person’s risk or the
incidence of cancer — such as the Australian Institute
of Health and Welfare cancer summary data tool
(see ‘Resources’ on page 264) — may help clinicians
when having conversations with their patients about
upper Gl cancer risk.'

Consumer education for women about the
importance of considering heavy menstrual bleeding
or diet as a cause of iron deficiency anaemia may also
reduce unnecessary demand and use of gastroscopy.

The Fourth Australian Atlas of Healthcare Variation

Reducing risk factors

Making lifestyle changes to reduce the risk of GORD,
upper Gl cancers and bowel cancer should be the
focus for people aged under 55 years presenting with
reflux symptoms who are concerned about cancer,
rather than having a gastroscopy. For example, weight
loss can reduce GORD symptoms. In women, a

3.5 kg/m? reduction in body mass index can result in
a nearly 40% reduction in the risk of frequent GORD
symptoms.3"#8 Improving a person’s understanding
about their cancer risk — particularly in people aged
under 55 years — is important to reduce anxiety and
dispel myths about cancer.®®

Public health initiatives that address diet, smoking,
obesity, excessive alcohol consumption and
sedentary lifestyle should be targeted to areas with a
high prevalence of risk factors for upper Gl disease.

Clinical audit and clinician education

Clinical audit is a tool that could be used more widely
to support appropriate use of gastroscopy in Australia.

Health service organisations could ensure that
credentialing requirements for clinicians include a
clinical audit against evidence-based guidelines.
Audits in this area could form part of continuing
education requirements for clinicians.

A study of Australian GPs found that participation
in clinical self-audit against Gastroenterological
Society of Australia recommendations improved
management of GORD.*° Referral for gastroscopy
fell from 48% to 45% of patients during the audit
program. Other aspects of management improved
— for example, identification of risk factors that
triggered symptoms (such as medicines), and
recommendations for lifestyle changes such as
weight loss and dietary changes.*

An indicator to measure gastroscopies performed
after a positive FOBT (which is contrary to guidelines
which recommend a colonoscopy only) could be
developed for clinical audits.
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Structured referral forms and checklists for GPs
could support appropriate requests for gastroscopy
in younger adults. Using guidelines to assess the
appropriateness of referrals could also increase the
likelihood that the procedure will assist with providing
a diagnosis.

Educational programs for gastroenterologists and
GPs could improve the appropriateness of requests
for gastroscopy. Education could cover the:

e Non-Gl causes of iron deficiency anaemia

e | ow risk of upper Gl cancer in people aged
under 55 years

e Limited role of gastroscopy in GORD

* | ow chance that gastroscopy will diagnose

significant disease for simple upper Gl symptoms.

Appropriate prioritisation of colonoscopy
and gastroscopy

Health service organisations need to examine

the volume of gastroscopies that may be tying

up resources needed to perform colonoscopies.
Colonoscopy for people with a positive FOBT should
be prioritised over gastroscopy for people whose
management is unlikely to change as a result of the
gastroscopy, such as people aged under 55 years
with typical symptoms of reflux. Better use of
resources according to clinical need would improve
the likelihood of diagnosing significant disease and
reduce delays in diagnosis.
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Triage systems

Many states and territories are introducing evidence-
based triage systems for prioritising and allocating
people for gastroscopy and colonoscopy, with the aim
of reducing variation in use of these procedures:

e Victorian health services require clinicians to
refer people for gastroscopy according to the
categorisation guidelines; these guidelines specify
the appropriate use of gastroscopy in people
aged under 55 years who have symptoms of
GORD with no alarm features, and surveillance
of people with Barrett’s oesophagus®

e Tasmania has adopted the Victorian
categorisation guidelines and formed a statewide
endoscopy network to monitor the quality of
its services*

¢ Queensland and Western Australia have
introduced clinical prioritisation criteria for
many clinical areas, including gastroenterology,
to triage patients referred to public specialist
outpatient services.*344

Wider use of these triage systems could result
in more appropriate prioritisation of gastroscopy
and colonoscopy.



Rates by local area

Figure 5.5: Number of MBS-subsidised services for gastroscopy per 100,000 people aged 18-54 years,
age and sex standardised, by Statistical Area Level 3 (SA3) of patient residence, 2018-19
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Service rate for gastroscopy, by SA3
Lowest rate areas Highest rate areas
SA3 State Rate Services SA3 State Rate Services
Alice Springs NT 218 47 Eastern Suburbs - North  NSW 2,348 1,722
Daly - Tiwi - West Arnhem  NT 226 21 Baulkham Hills  NSW 1,973 1,503
Glenelg - Southern Grampians ~ Vic 240 38 The Hills District  Qld 1,967 925
Kimberley = WA 268 48 Dural - Wisemans Ferry NSW 1,962 255
West Pilbara WA 344 68 Bayside Vic 1,950 1,007
Wellington ~ Vic 368 71 Glen Eira  Vic 1,929 1,619
Wangaratta - Benalla  Vic 386 78 Pennant Hills - Epping  NSW 1,905 501
Goldfields WA 389 80 Sutherland - Menai - Heathcote NSW 1,904 1,046
Meander Valley - West Tamar  Tas 393 39 Mornington Peninsula ~ Vic 1,903 1,372
Colac - Corangamite ~ Vic 412 65 Capalaba QIld 1,900 704
East Pilbara WA 420 64 Keilor  Vic 1,898 586
Outback - North  QIld 434 66 Bald Hills - Everton Park  Qld 1,880 415
North East Tas 435 71 Ku-ring-gai NSW 1,877 1,165
Albany WA 438 19 Carindale QIld 1,874 536
Clarence Valley NSW 448 93 Strathpine QId 1,859 366
Centenary Qld 1,850 312
Frankston ~ Vic 1,843 1,326
Kingston  Vic 1,827 1,221
S J

Notes:

Triangles (a) indicate SA3s where only rates are published. The number of services are not published for confidentiality reasons.
For further detail about the methods used, please refer to the Technical Supplement.

Sources: AIHW analysis of Medicare Benefits Schedule data and ABS Estimated Resident Population 30 June 2018.
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Gastroscopy MBS services, 18-54 years
Rates across Australia

Figure 5.6: Number of MBS-subsidised services for gastroscopy per 100,000 people aged 18-54 years,
age and sex standardised, by Statistical Area Level 3 (SA3) of patient residence, 2018-19
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For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of Medicare Benefits Schedule data and ABS Estimated Resident Population 30 June 2018.
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Rates across capital city areas

Figure 5.7: Number of MBS-subsidised services for gastroscopy per 100,000 people aged 18-54 years,
age and sex standardised, by Statistical Area Level 3 (SA3) of patient residence, 2018-19
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For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of Medicare Benefits Schedule data and ABS Estimated Resident Population 30 June 2018.
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Gastroscopy MBS services, 18-54 years
Rates by state and territory

Figure 5.8: Number of MBS-subsidised services for gastroscopy per 100,000 people aged 18-54 years,
age and sex standardised, by Statistical Area Level 3 (SA3) of patient residence, 2018-19
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Rates by remoteness and socioeconomic status

Figure 5.9: Number of MBS-subsidised services for gastroscopy per 100,000 people aged 18-54 years,
age and sex standardised, by Statistical Area Level 3 (SA3) of patient residence, 2018-19
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Gastroscopy MBS services, 18-54 years

Resources

e Australian Institute of Health and Welfare,
Cancer summary data visualisations'®,
aihw.gov.au/reports/cancer/cancer-data-in-
australia/contents/cancer-summary-data-
visualisation

e Gastro-oesophageal Reflux Disease in Adults:
Clinical update (2011)2

e Clinical Practice Guidelines for the Diagnosis
and Management of Barrett’s Oesophagus and
Early Oesophageal Adenocarcinoma'

e Therapeutic Guidelines: Gastrointestinal,
version 68

e Gastro-oesophageal Reflux Disease and
Dyspepsia in Adults: Investigation and
management (clinical guideline)®

e Suspected Cancer: Recognition and referral —
upper gastrointestinal tract cancers*®

e Guidelines for the diagnosis and management
of gastroesophageal reflux disease’

e The role of endoscopy in the management
of GERD"
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Australian initiatives

The information in this chapter will complement work
already underway to improve the use of gastroscopy
in Australia. At a national level, this work includes:

¢ Royal Australasian College of Surgeons,
Choosing Wisely recommendation 4: Do not
use endoscopy for investigation in gastric
band patients with symptoms of reflux*®

* Areview of the impact of the changes made to
the MBS items for gastroenterology services in
response to the Medicare Benefits Schedule
Review Taskforce.%®

Many state and territory initiatives are also in place
to address access to gastroscopy, including:

e Upper Gastrointestinal Endoscopy Categorisation
Guidelines for Adults, Victoria®

e Fndoscopy Action Plan, Queensland®

e  (Clinical prioritisation criteria: endoscopy*® and
Clinical prioritisation criteria: gastroenterology*?,
Queensland

e Referral Guidelines: Direct Access Gastrointestinal
Endoscopic Procedures, Western Australia*®

e Urgency Categorisation and Access Policy for
Public Direct Access Adult Gastrointestinal
Endoscopy Services, Western Australia**

e Statewide endoscopy care network, which
monitors and assesses the quality of endoscopy
services, Tasmania.*?


https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/contents/cancer-summary-data-visualisation
https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/contents/cancer-summary-data-visualisation
https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/contents/cancer-summary-data-visualisation

References

1.

2.

o N

10.

11

12.

13.

14.

15.

16.

17.

18.
19.
20.
21.

22.
23.

24.
25.
26.
27.
28.
29.
30.
31.

32.
. Britton J, Keld R, Prasad N, Hamdy S, McLaughlin J, Ang Y. Effect of diagnosis, surveillance, and treatment of Barrett’s oesophagus on health-related

34.

35.

36.

37.

National Health Service. Overview: gastroscopy. London: NHS; 2018 [updated 2018 Jun 12; accessed Apr 2020]. Available from:
nhs.uk/conditions/gastroscopy/

Gastroenterological Society of Australia. Gastro-oesophageal reflux disease in adults: clinical update, 5th edition. Melbourne: Digestive Health Foundation;
2011. gesa.org.au/public/13/files/Education%20%26 %20Resources/Clinical%20Practice%20Resources/GORD/Reflux_Disease.pdf (accessed Sep 2020)
National Institute for Health and Care Excellence. Gastro-oesophageal reflux disease and dyspepsia in adults: investigation and management. CG 184
(updated Oct 2019). London: NICE; 2014 [accessed Jul 2020]. Available from: nice.org.uk/guidance/cg184

Australian Commission on Safety and Quality in Health Care. The third Australian atlas of healthcare variation. Sydney: ACSQHGC; 2018.
safetyandquality.gov.au/atlas/ (accessed Sep 2020)

Gastroenterological Society of Australia. Information about gastroscopy. Melbourne: Digestive Health Foundation; 2012. Available from:
digestivehealth.com.au/wp-content/uploads/2017/11/GESA-Gastroscopy.pdf

Gastrointestinal Expert Group. Therapeutic guidelines: gastrointestinal, version 6. Melbourne: Therapeutic Guidelines Limited; 2016.

Katz PO, Gerson LB, Vela MF. Guidelines for the diagnosis and management of gastroesophageal reflux disease. Am J Gastroenterol 2013;108(3):308-28.
El-Serag HB, Sweet S, Winchester CC, Dent J. Update on the epidemiology of gastro-oesophageal reflux disease: a systematic review. Gut
2014;63(6):871-80.

Harrison C, Henderson J, Miller G, Britt H. The prevalence of diagnosed chronic conditions and multimorbidity in Australia: a method for estimating
population prevalence from general practice patient encounter data. PloS One 2017;12(3):e0172935.

Expert Advisory Committee to the Evidence-Based Interventions Programme. Evidence-based interventions: engagement document. London: Academy
of Medical Royal Colleges; 2020. aomrc.org.uk/reports-guidance/evidence-based-interventions-engagement-document/ (accessed 2020 Sep).

ASGE Standards of Practice Committee. The role of endoscopy in the management of GERD. Gastrointest Endosc 2015;81(6):1305-10.

Kahrilas PJ, Shaheen NJ, Vaezi MF, Hiltz SW, Black E, Modlin IM, et al. American Gastroenterological Association medical position statement on the
management of gastroesophageal reflux disease. Gastroenterology 2008;135(4):1383-91.

Moayyedi PM, Lacy BE, Andrews CN, Enns RA, Howden CW, Vakil N. ACG and CAG clinical guideline: management of dyspepsia. Am J Gastroenterol
2017;112(7):988-1013.

Vakil N, Moayyedi P, Fennerty MB, Talley NJ. Limited value of alarm features in the diagnosis of upper gastrointestinal malignancy: systematic review and
meta-analysis. Gastroenterology 2006;131(2):390-401.

Whiteman DC, Appleyard M, Bahin FF, Bobryshev YV, Bourke MJ, Brown |, et al. Australian clinical practice guidelines for the diagnosis and management
of Barrett’s esophagus and early esophageal adenocarcinoma. J Gastroenterol Hepatol 2015;30(5):804-20.

Cancer Council Australia Barrett’s Oesopagus Guidelines Working Party. Clinical practice guidelines for the diagnosis and management of Barrett’s
oesophagus and early oesophageal adenocarcinoma. Sydney: Cancer Council Australia; 2015. wiki.cancer.org.au/australiawiki/index.php?oldid=113682
(accessed Sep 2020)

Spechler N, Talley NJ, Grover S. Barrett’s esophagus: epidemiology, clinical manifestations, and diagnosis [Internet]. UpToDate; 2020 [updated 2019 Dec;
accessed Sep 2020]. Available from: uptodate.com/contents/barretts-esophagus-epidemiology-clinical-manifestations-and-diagnosis

Australian Institute of Health and Welfare. Cancer data in Australia: cancer summary data visualisation. Canberra: AIHW; 2020. (Cat No: CAN 122.)
aihw.gov.au/reports/cancer/cancer-data-in-australia/contents/cancer-summary-data-visualisation (accessed Sep 2020).

National Institute for Health and Care Excellence. Coeliac disease: recognition, assessment and management. London: NICE; 2015. (NG 20.)
nice.org.uk/guidance/ng20 (accessed Sep 2020)

Ludvigsson JF, Bai JC, Biagi F, Card TR, Ciacci C, Ciclitira PJ, et al. Diagnosis and management of adult coeliac disease: guidelines from the British
Society of Gastroenterology. Gut 2014;63(8):1210-28.

Pasricha SR, Flecknoe-Brown SC, Allen KJ, Gibson PR, McMahon LP, Olynyk JK, et al. Diagnosis and management of iron deficiency anaemia: a clinical
update. Med J Aust 2010;193(9):525-32.

Gastroenterological Society of Australia. Iron deficiency clinical update. Melbourne: GESA; 2015.

Badgery-Parker T, Pearson SA, Chalmers K, Brett J, Scott IA, Dunn S, et al. Low-value care in Australian public hospitals: prevalence and trends over time.
BMJ Qual Saf 2019;28(3):205-14.

Di Giulio E, Hassan C, Marmo R, Zullo A, Annibale B. Appropriateness of the indication for upper endoscopy: a meta-analysis. Dig Liver Dis
2010;42(2):122-6.

O’Sullivan JW, Albasri A, Nicholson BD, Perera R, Aronson JK, Roberts N, et al. Overtesting and undertesting in primary care: a systematic review and
meta-analysis. BMJ Open 2018;8(2):e018557.

Shaheen NJ, Weinberg DS, Denberg TD, Chou R, Qaseem A, Shekelle P. Upper endoscopy for gastroesophageal reflux disease: best practice advice from
the clinical guidelines committee of the American College of Physicians. Ann Intern Med 2012;157(11):808-16.

Tahir M. Appropriateness of upper gastrointestinal endoscopy: will the diagnostic yield improve by the use of American Society of Gastroenterology
guidelines? Euroasian J Hepatogastroenterol 2016;6(2):143-8.

Duggan AE, Elliott CA, Miller P, Hawkey CJ, Logan RF. Clinical trial: a randomized trial of early endoscopy, Helicobacter pylori testing and empirical therapy
for the management of dyspepsia in primary care. Aliment Pharmacol Ther 2009;29(1):55-68.

Cardin F, Andreotti A, Zorzi M, Terranova C, Martella B, Amato B, et al. Usefulness of a fast track list for anxious patients in a upper Gl endoscopy. BMC
Surgery 2012;12(1):S11.

Patel J, McNair A. Identification of upper gastrointestinal malignancy in patients with uncomplicated dyspepsia referred under the two-week-wait cancer
pathway: a single-centre, 10-year experience. Eur J Gastroenterol Hepatol 2020;32(1):22-5.

Cancer Council Australia Colorectal Cancer Guidelines Working Party. Clinical practice guidelines for the prevention, early detection and management of
colorectal cancer Sydney: Cancer Council Australia; 2017 [accessed Jun 2020]. Available from: wiki.cancer.org.au/australia/Guidelines:Colorectal_cancer
Shaheen NJ, Fennerty MB, Bergman JJ. Less is more: a minimalist approach to endoscopy. Gastroenterology 2018;154(7):1993-2003.

quality of life. Lancet Gastroenterol Hepatol 2018;3(1):57-65.

Siau K, Yew AC, Hingley S, Rees J, Trudgill NJ, Veitch AM, et al. The 2015 upper gastrointestinal ‘Be Clear on Cancer’ campaign: its impact on
gastroenterology services and malignant and premalignant diagnoses. Frontline Gastroenterol 2017;8(4):284.

Medicare Benefits Schedule Review Taskforce. Report from the Gastroenterology Clinical Committee. Canberra: Medicare Australia; 2016.
health.gov.au/internet/main/publishing.nsf/Content/8D8DD5BA20AF8C3ACA2580290013AD4D/$File/MBS%20Gastroenterology%20Report.pdf
(accessed Sep 2020)

Australian Commission on Safety and Quality in Health Care. Heavy Menstrual Bleeding Clinical Care Standard. Sydney: ACSQHC 2017.
safetyandquality.gov.au/standards/clinical-care-standards/heavy-menstrual-bleeding-clinical-care-standard (accessed Sep 2020)

Boeckxstaens G, El-Serag HB, Smout AJPM, Kahrilas PJ. Symptomatic reflux disease: the present, the past and the future. Gut 2014;63(7):1185-93.

. Keung C, Hebbard G. The mangagement of gastro-oesophageal reflux disease. Aust Prescr 2016;39(1):6-10.
39.

Shaheen NJ, Green B, Medapalli RK, Mitchell KL, Wei JT, Schmitz SM, et al. The perception of cancer risk in patients with prevalent Barrett’s esophagus
enrolled in an endoscopic surveillance program. Gastroenterology 2005;129(2):429-36.

The Fourth Australian Atlas of Healthcare Variation Gastroscopy MBS services, 18—54 years | 265



http://nhs.uk/conditions/gastroscopy/
https://www.gesa.org.au/public/13/files/Education%20%26%20Resources/Clinical%20Practice%20Resources/GORD/Reflux_Disease.pdf
https://www.nice.org.uk/guidance/cg184
http://safetyandquality.gov.au/atlas/
http://www.digestivehealth.com.au/wp-content/uploads/2017/11/GESA-Gastroscopy.pdf
http://www.aomrc.org.uk/reports-guidance/evidence-based-interventions-engagement-document/
https://wiki.cancer.org.au/australiawiki/index.php?oldid=113682
https://www.uptodate.com/contents/barretts-esophagus-epidemiology-clinical-manifestations-and-diagnosis
https://www.aihw.gov.au/reports/cancer/cancer-data-in-australia/contents/cancer-summary-data-visualisation
https://www.nice.org.uk/guidance/ng20
https://wiki.cancer.org.au/australia/Guidelines:Colorectal_cancer
https://www1.health.gov.au/internet/main/publishing.nsf/Content/8D8DD5BA20AF8C3ACA2580290013AD4D/$File/MBS%20Gastroenterology%20Report.pdf
https://www.safetyandquality.gov.au/standards/clinical-care-standards/heavy-menstrual-bleeding-clinical-care-standard

Gastroscopy MBS services, 18-54 years

40.

4.

42.

43.

44,

45.
46.
47.
48.

49.

266

Kirby CN, Piterman L, Nelson MR, Dent J. Gastro-oesophageal reflux disease: impact of guidelines on GP management. Aust Fam Physician
2008;37(1-2):73-7.

Victorian Department of Health and Human Services. Upper gastrointestinal endoscopy categorisation guidelines for adults 2018. Melbourne: State
Government of Victoria; 2018 health.vic.gov.au/about/publications/policiesandguidelines/gastrointestinal-endoscopy-categorisation-guidelinesadults-2018
(accessed Sep 2020)

Tasmanian Department of Health. Tasmanian Health Service: Royal Hobart Hospital: General Practice Liaison Newsletter, special edition — endoscopy
[Internet]. Hobart: Tasmanian Government; 2019 [accessed Nov 2020]. Available from: dhhs.tas.gov.au/hospital/royal-hobart-hospital/gp_liaison/
endoscopy._edition

Queensland Health. Clinical prioritisation criteria: gastroenterology [Internet] Brisbane: Queensland Health; 2018 [updated 2020 Feb; accessed Sep 2020].
Available from: cpc.health.gld.gov.au/Specialty/7/gastroenterology

Western Australian Department of Health. Urgency categorisation and access policy for public direct access adult gastrointestinal endoscopy

services. Perth: Department of Health; 2017 Available from: health.wa.gov.au/About-us/Policy-frameworks/Clinical-Services-Planning-and-Programs/
Mandatory-requirements/Elective-Services/Urgency-Categorisation-and-Access-Policy-for-Public-Direct-Access-Adult-Gastrointestinal-Endoscopy
(accessed Sep 2020)

National Institute for Health and Care Excellence. Suspected cancer: recognition and referral — upper gastrointestinal tract cancers. London: NICE; 2015.
(NG 12.) nice.org.uk/guidance/ng12 (accessed 2020 Sep).

Choosing Wisely Australia. Recommendations: Royal Australasian College of Surgeons [Internet]. Sydney: NPS MedicineWise; 2016 [accessed Jul 2020].
Available from: choosingwisely.org.au/recommendations/racs1

Queensland Health. Endoscopy Action Plan. Brisbane: Queensland Health; 2017 [updated 2019 Jul; accessed Sep 2020]. Available from:
health.gld.gov.au/system-governance/strategic-direction/improving-service/endoscopy-action-plan

Queensland Health. Clinical prioritisation criteria: endoscopy. Brisbane: Queensland Health; 2018 [updated 2020 Jul; accessed Sep 2020]. Available from:
cpc.health.qld.gov.au/Specialty/25/endoscopy

Western Australian Department of Health. Referral guidelines: direct access gastrointestinal endoscopic procedures. Perth: Department of Health; 2017
health.wa.gov.au/~/media/Files/Corporate/general%20documents/Central%20Referral%20Service/PDF/Direct_Access_Endoscopy_Referral_Guidelines.
pdf (accessed Sep 2020)

| Australian Commission on Safety and Quality in Health Care


http://www.health.vic.gov.au/about/publications/policiesandguidelines/gastrointestinal-endoscopy-categorisation
http://dhhs.tas.gov.au/hospital/royal-hobart-hospital/gp_liaison/endoscopy_edition
http://dhhs.tas.gov.au/hospital/royal-hobart-hospital/gp_liaison/endoscopy_edition
http://cpc.health.qld.gov.au/Specialty/7/gastroenterology
http://health.wa.gov.au/About-us/Policy-frameworks/Clinical-Services-Planning-and-Programs/Mandatory-requir
http://health.wa.gov.au/About-us/Policy-frameworks/Clinical-Services-Planning-and-Programs/Mandatory-requir
https://www.nice.org.uk/guidance/ng12
https://www.choosingwisely.org.au/recommendations/racs1
http://health.qld.gov.au/system-governance/strategic-direction/improving-service/endoscopy-action-plan
http://cpc.health.qld.gov.au/Specialty/25/endoscopy
http://health.wa.gov.au/~/media/Files/Corporate/general%20documents/Central%20Referral%20Service/PDF/Direct
http://health.wa.gov.au/~/media/Files/Corporate/general%20documents/Central%20Referral%20Service/PDF/Direct

	5.1 Gastroscopy MBS services, 18–54 years
	Why is this important?
	What did we find?
	What can be done?

	Context
	About the data
	What do the data show?
	Interpretation
	Promoting appropriate care
	Resources
	Australian initiatives
	References

