2.2 Gastroscopy

hospitalisations, all ages

Why is this important?

Gastroscopy is mainly used to investigate upper gastrointestinal
symptoms such as heartburn. It is also used to exclude a diagnosis
of cancer.'® Rates of gastroscopy in Australia continue to rise despite
the limited role of gastroscopy in reflux and dyspepsia; and low rates
of oesophageal and stomach cancers.*® Guidelines recommend acid
suppression therapy or a ‘test and treat’ regimen for Helicobacter pylori,
as first-line treatment for the management of upper gastrointestinal
symptoms.®® Guidelines recommend against use of gastroscopy to
investigate uncomplicated reflux or dyspepsia in people at low risk of
oesophageal or stomach cancer.? Australian data show a reduction

in gastroscopy when guidelines are followed.® Improving adherence
to guidelines and reducing the number of inappropriate referrals for
gastroscopy could free up services for higher-yield procedures, such
as colonoscopy for people with positive faecal occult blood tests.

What did we find?

The Atlas found the rate of hospitalisation for inpatient gastroscopy varies
up to about seven-fold between local areas across Australia. The pattern
of use suggests overuse of gastroscopy in some areas. Lower rates of
gastroscopy in outer regional and remote areas raise concerns about a
lack of access to gastroscopy in these areas. The low rates for Aboriginal
and Torres Strait Islander Australians raise similar concerns.

What can be done?

Aligning Medicare Benefits Schedule (MBS) items for gastroscopy with
evidence-based criteria, together with auditing against the revised items,
are important strategies that could be used to reduce inappropriate use
of gastroscopy. Prioritising patients waiting for either colonoscopy or
gastroscopy as a single group, rather than having separate lists, could
improve the diagnostic yield from these investigations and improve
patient outcomes. Education and audit for referrers could be a useful
tool for improving appropriate use of gastroscopy, as could structured
referral forms. Consumer education for women about the importance of
excluding heavy menstrual bleeding in the management of anaemia may
reduce unnecessary gastroscopy in this group.
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Context

Gastroscopy (or upper gastrointestinal

endoscopy) involves inserting a flexible tube with

a camera (an endoscope) through the mouth

into the oesophagus, stomach or duodenum.'2

The procedure is used to investigate signs and
symptoms of upper gastrointestinal disease, including
iron deficiency, difficulty swallowing and possible
cancer."® Gastroscopy is also used to treat upper
gastrointestinal conditions, monitor chronic conditions
and perform biopsies (for example, for suspected
coeliac disease)."® Therapeutic gastroscopies are

not included in this data item.

Guidelines recommend against using gastroscopy

to investigate uncomplicated reflux or dyspepsia in
people at low risk of oesophageal or stomach cancer,
such as people under 55 years of age.®'° This is
because most people with upper gastrointestinal
symptoms can be effectively treated without
investigation and do not have any abnormalities
visible on gastroscopy.®® Also, upper gastrointestinal
cancers are rare, particularly before 55 years of age
(Figure 2.8).68

Gastroscopy is recommended for excluding a
diagnosis of cancer in people at risk, such as those
aged over 55 years with signs and symptoms
suggestive of cancer.®'° Risk factors for stomach and
oesophageal cancer include smoking, alcohol and
dietary factors.® Stomach cancer is also associated
with Helicobacter pylori infection."
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Rates of upper gastrointestinal cancer are relatively
low in Australia. For example, in 2017, the estimated
age-standardised incidence per 100,000 people

for oesophageal cancer was 8.4 for men and

3.0 for women; the estimated age-standardised
incidence for stomach cancer was 10.9 for men

and 5.2 for women.”? In comparison, the estimated
age-standardised incidence for bowel cancer

in 2017 was 67.3 for men and 49.4 for women.'?
Aboriginal and Torres Strait Islander Australians have
a higher age-standardised incidence of oesophageal
cancer per 100,000 people than other Australians
(11.5 compared with 5.2 in 2009-2013) and a higher
incidence of stomach cancer (12.2 compared with
7.8in 2009-2013)."®

Although the age-standardised incidence of stomach
cancer per 100,000 people has fallen in Australia
(from 9.4 to 8.0 between 2004 and 2014) and that

of oesophageal cancer is relatively stable (5.9 in

2004 and 5.4 in 2014)", the rate of gastroscopy is
continuing to rise.* The crude rate of MBS-subsidised
gastroscopy per 100,000 people grew by 3% per
year in Australia between 2008 and 2017.'5 In 2016-17,
gastroscopy was the sixth most common same-day
procedure in Australian hospitals.'®

There are few international comparisons of
gastroscopy rates. In 2014-15, the crude rate of
gastroscopy in Australia was 1,629 MBS-subsidised
services per 100,000 people®®, while the age-, sex-
and deprivation-standardised rate in England for the
same year was 1,331 per 100,000 people.”



Use of gastroscopy was included in a recent

New South Wales analysis of low-value care in public
hospitals — that is, care that is unlikely to provide
benefit to patients, or care for which risks exceed
benefit or added costs do not provide proportional
added benefit.’®® The authors found that, in 201617,
approximately 14% of gastroscopies in adults

under 55 years of age in New South Wales public
hospitals fitted the criteria for low-value care and cost
approximately $11 million.”® In addition, the rate of
low-value gastroscopy was reported to be increasing:
the proportion of gastroscopies in New South Wales
public hospitals that were assessed as low value
rose by approximately 8% annually between 2010-11
and 2016-17."®

Overuse of gastroscopy has also been studied
internationally, with estimated rates of inappropriate
requesting ranging from 7.5% to 54%.29%
According to a 2018 study in the United Kingdom,
gastroscopy for inappropriate indications is one of
the top five most costly and commonly performed
interventions that offer little benefit.2?

The five-year survival rate for stomach and
oesophageal cancer is substantially lower than

for bowel cancer'?, and concerns about late
diagnosis and medico-legal issues may contribute
to over-testing. Although diagnostic gastroscopy

has a relatively low rate of adverse events (between
1in 200 and 1 in 10,000)2, the risks still need to be
considered, particularly when the diagnostic yield in
patients without alarm symptoms is also very low.
Even in the presence of Barrett’'s oesophagus, which
can progress to oesophageal cancer, guidelines note
that the harms of surveillance with gastroscopy may
outweigh the benefits for some patients who do not
have additional risk factors.”

Figure 2.8: Incidence of bowel cancer, oesophageal cancer and stomach cancer per 100,000 people,

by age group and sex, in Australia, 2014
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About the data

Data were sourced from the National Hospital
Morbidity Database (NHMD), and include admitted
patients in both public and private hospitals
throughout Australia. Rates are based on the number
of hospitalisations for gastroscopy per 100,000
people of all ages in 2016-17.

Because a record is included for each hospitalisation
for the procedure rather than for each patient, patients
hospitalised for the procedure more than once in the
financial year will be counted more than once.

The analysis and maps are based on the residential
address of the patient and not the location of
the hospital.

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

The NHMD includes data on people admitted to
hospital as day patients or overnight, but does not
include data on people who are not admitted to
hospital. While the MBS database includes data
on people who receive an MBS-subsidised service
whether or not they are admitted, no national data
are available on the number of non-admitted (that
is, outpatient) gastroscopies funded publicly under
a hospital budget. Therefore, it is not possible to
get a complete picture of all gastroscopy activity
across Australia.

Limitations of the data source may account for some
variations seen.
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Same-day procedure admission policies

States and territories differ in their admission policies
for same-day procedures. As gastroscopies for
non-admitted publicly funded patients are not
included in the data shown, variation in admission
policies is expected to contribute to variation in
gastroscopy rates between states and territories.
For example, in 2013-14 in Western Australia and
Victoria, almost all endoscopy procedures occurred
as admitted patient care, so the data shown should
be a near complete count of gastroscopies in these
states.? In contrast, many gastroscopies in South
Australia occurred as non-admitted care, and so the
data shown are likely to be an under-count.

In Tasmania, procedures that are bulk-billed are
coded as non-admitted episodes. This will lead to
an underestimate of gastroscopy rates. A substantial
proportion of public patients accessing Tasmanian
public hospitals may be bulk-billed and therefore not
represented in the data.

Aboriginal and Torres Strait
Islander identification

The identification of Aboriginal and Torres Strait
Islander patients may not be accurate for all
admissions, and processes for seeking and recording
identification may vary among states and territories.
Therefore, the data shown may under-count the
number of Aboriginal and Torres Strait Islander
Australians hospitalised for gastroscopy.



What do the data show?

Magnitude of variation

In 2016-17, there were 505,544 hospitalisations for
gastroscopy, representing 1,931 hospitalisations per
100,000 people of all ages (the Australian rate).

The number of hospitalisations for gastroscopy across
328" local areas (Statistical Area Level 3 — SA3)
ranged from 444 to 3,297 per 100,000 people of all
ages. The rate was 7.4 times as high in the area with
the highest rate compared to the area with the lowest
rate. The number of hospitalisations varied across
states and territories, from 701 per 100,000 people

of all ages in the Australian Capital Territory to

2,259 in Victoria (Figures 2.12-2.15).

After the highest and lowest 10% of results were
excluded and 264 SA3s remained, the number of
hospitalisations per 100,000 people of all ages was
2.1 times as high in the area with the highest rate
compared to the area with the lowest rate.

Analysis by remoteness and
socioeconomic status

Rates of hospitalisation for gastroscopy were higher
in major cities and inner regional areas than in outer
regional and remote areas. Rates were lower in
areas with lower socioeconomic status in major
cities and remote areas. However, there was no
clear pattern according to socioeconomic status in
other remoteness categories (Figure 2.16).

Analysis by Aboriginal and Torres Strait
Islander status

The rate for Aboriginal and Torres Strait Islander
Australians (1,279 per 100,000 people) was 34%
lower than the rate for other Australians (1,934 per
100,000 people) (Figure 2.9).

Figure 2.9: Number of hospitalisations for
gastroscopy per 100,000 people of all ages, age
and sex standardised, by state and territory of
patient residence, by Aboriginal and Torres Strait
Islander status, 201617
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The data for Figure 2.9 are available at
www.safetyandquality.gov.au/atlas.

* There are 340 SA3s. For this item, data were suppressed for 12 SA3s due to a small number of hospitalisations and/or population in an area.

Notes:

Data by Indigenous status should be interpreted with caution as hospitalisations for Aboriginal and Torres Strait Islander patients are under-enumerated and

there is variation in the under-enumeration among states and territories.

Data from a number of ACT private hospitals, which undertake some gastroscopies, were not provided to the National Hospital Morbidity Database. For this

reason, data for ACT should be interpreted with caution.

For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database and ABS Estimated Resident Population 30 June 2016.
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Analysis by sex

The rate of hospitalisations for gastroscopy was
1.3 times as high in females as in males.

In 2016-17, there were 220,687 hospitalisations

for gastroscopy for males of all ages, representing
1,673 hospitalisations per 100,000 males

(the Australian rate). The number of hospitalisations
varied across states and territories, from 632 per
100,000 males in the Australian Capital Territory to
1,928 per 100,000 in Victoria.

In 2016-17, there were 284,857 hospitalisations for
gastroscopy in females of all ages, representing
2,185 hospitalisations per 100,000 females

(the Australian rate). The number of hospitalisations
varied across states and territories, from 769 per
100,000 females in the Australian Capital Territory
to 2,590 per 100,000 in Victoria (Figure 2.10).

Figure 2.10: Number of hospitalisations for
gastroscopy per 100,000 people of all ages, age
standardised, by state and territory of patient
residence, by sex, 2016-17
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The data for Figure 2.10 are available at
www.safetyandquality.gov.au/atlas.

Gastroscopy and colonoscopy during the
same hospitalisation

In 2016-17, 36% of hospitalisations for colonoscopy
included a gastroscopy. There were 274,559
hospitalisations for colonoscopy that also included
gastroscopy, representing 1,044 hospitalisations
per 100,000 people of all ages (the Australian rate).
The number of hospitalisations varied across states
and territories, from 362 per 100,000 people in the
Australian Capital Territory to 1,200 per 100,000
people in New South Wales (Figure 2.11).

Figure 2.11: Number of hospitalisations for
colonoscopy per 100,000 people of all ages,
age and sex standardised, by state and territory
of patient residence and same hospitalisation
included a gastroscopy, 2016-17
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The data for Figure 2.11 are available at
www.safetyandquality.gov.au/atlas.

Notes:

Data from a number of ACT private hospitals, which undertake some colonoscopies and gastroscopies, were not provided to the National Hospital Morbidity

Database. For this reason, data for the ACT should be interpreted with caution.

For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database and ABS Estimated Resident Population 30 June 2016.
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Interpretation

The patterns of gastroscopy use suggest possible
underuse in some parts of the population and overuse
in others. Lower rates of gastroscopy in outer regional
and remote areas raise concerns about a possible
lack of appropriate access to gastroscopy in these
areas. The low rates for Aboriginal and Torres Strait
Islander Australians raise similar concerns.

Variation is warranted and desirable when it reflects
variation in the underlying need for care. The use

of gastroscopy should reflect the distribution of
symptoms of upper gastrointestinal cancer and other
conditions for which gastroscopy is appropriate.

The pattern in major cities, where there is greater
use of gastroscopy in areas of higher socioeconomic
status, does not reflect need. Upper gastrointestinal
symptoms and gastro-oesophageal reflux disease
(GORD) are more common in low socioeconomic
groups.2®28 Smoking and obesity, which are

risk factors for upper gastrointestinal symptoms

and cancers, are also more common in lower
socioeconomic groups.”?® Overall, the pattern of use
does not reflect the burden of disease, suggesting a
component of unwarranted variation.

Data artefacts may account for some of the disparity,
as people from areas of lower socioeconomic status
may be higher users of non-admitted public hospital
services and therefore may be under-counted.
However, this is unlikely to explain all of the
association. Public—private partnership models may
also influence patterns of gastroscopy use.

The Atlas has also found a clear anomaly between
cancer burden and use of investigations for
gastrointestinal diseases in Australia. The national rate
for colonoscopy hospitalisations is about 1.5 times
that for gastroscopy hospitalisations (2,881 per
100,000 compared with 1,931 per 100,000), yet
the incidence of colorectal cancer is about 7 times
that of stomach cancer and about 11 times that

of oesophageal cancer.”® This anomaly and other
patterns observed in the data raise concern about
the appropriateness of this use.
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The higher rate of gastroscopy in females than in
males (2,185 per 100,000 versus 1,673 per 100,000)
may reflect higher rates of iron deficiency in females
(due to heavy menstrual bleeding), as gastroscopy

is recommended to investigate some cases of

iron deficiency.*® Management of heavy menstrual
bleeding according to the Australian Heavy Menstrual
Bleeding Clinical Care Standard may reduce rates

of unnecessary gastroscopy in premenopausal
women.®! Functional dyspepsia is also more common
in women, and gastroscopy may be used to rule out
organic causes.®>%

Clinical decision-making

Variation in adherence to guidelines may influence
use of gastroscopy. According to a meta-analysis,
an estimated 22% of referrals for gastroscopy are
inappropriate (as defined by United States and
European guidelines).?? It is likely that inappropriate
gastroscopy for people aged 55 years and under
contributes to variation in rates seen in Australia.
Australian and United States guidelines recommend
that young patients with longstanding mild reflux
symptoms and no alarm symptoms be trialled

with acid suppression therapy without having
gastroscopy.'34

Access to endoscopy services

Availability and affordability of endoscopy services
are likely to influence the pattern of gastroscopy
use. Open access endoscopy services are likely to
increase the rates of gastroscopy in areas where
these services are available, because general
practitioners (GPs) are effectively able to request a
gastroscopy without further review from a specialist.
Statewide triage systems for endoscopy, such as
those in Western Australia and Victoria, may increase
access to gastroscopy for urgent indications, but
also reduce access for use that is not supported

by evidence.
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Rates of private health insurance

Access to gastroscopy is likely to be greater for
people with private health insurance. This may explain
the lower rate of use in areas of socioeconomic
disadvantage in major cities.

Other factors

Differences in clinical opinion on management
where evidence is unclear may also contribute to
variation. Many clinicians are uncertain about the
value of gastroscopy in screening and surveillance for
Barrett’'s oesophagus, and this may be contributing
to the variation seen. Although the risk of someone
with Barrett’s oesophagus developing oesophageal
cancer is at least 30 times as high as that for the
general population, the absolute risk of developing
cancer for a patient with non-dysplastic Barrett’s
oesophagus is low; recent studies suggest rates
close to 0.22% per year.®

In suspected coeliac disease, gastroscopy is
necessary to obtain a biopsy for confirmation of the
diagnosis.®*® Coeliac disease affects approximately
1in 100 Australians, and is often unrecognised.®"%
It is not clear what proportion of gastroscopies in
Australia are requested for investigating suspected
coeliac disease.

Variation in rates of gastroscopy between areas
may also be influenced by the number of clinicians
providing services to people living in the area.

The practices of specific clinicians are likely to have
a greater impact on rates in smaller local areas with
fewer clinicians, such as rural and regional locations.
Specific clinicians may influence rates across several
local areas, especially those with small populations.
The effects of practice styles of individual clinicians
will be diluted in areas with larger numbers of
practising clinicians.

Variations 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. Patients may travel outside their local area

to receive care.
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Addressing variation

Unwarranted variation in use of gastroscopy would
be addressed by reducing the rate of inappropriate
gastroscopies and increasing access in areas that
are currently under-served. Australia’s finite health
resources should be directed to high-value care,
and away from low-value care such as gastroscopy
in situations where it will not change management.
Reducing the number of inappropriate referrals for
gastroscopy could free up resources to help reduce
waiting times for public colonoscopy services

in Australia.

Improving preventive care could also reduce
unwarranted variation. For example, risk factors for
gastro-oesophageal reflux include obesity, dietary
factors and smoking. Addressing these risk factors
as the first step could reduce the incidence of
reflux, reduce the incidence of symptoms that do
not respond to treatment and the risk of developing
Barrett’'s oesophagus, and reduce the need

for gastroscopy.

Review of MBS item descriptions

Aligning MBS item descriptions for gastroscopy with
evidence- and consensus-based criteria, and likely
yield, and auditing against the revised items, are
important strategies that could be used to reduce
inappropriate use of gastroscopy. Most patients
with upper gastrointestinal symptoms can be
effectively managed without gastroscopy, and long-
term follow-up shows that most patients with these
symptoms have a benign course.®*%° United States
guidelines recommend reserving gastroscopy for
specific indications, including:

e Upper abdominal symptoms that persist despite
an appropriate trial of therapy

e Upper abdominal symptoms associated with
other symptoms or signs suggesting structural
disease (for example, weight loss) or new-onset
symptoms in patients over 50 years of age

¢ Difficulty swallowing

e Persistent vomiting of unknown cause.*°



Education and clinical audit

An Australian study of 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, and other
aspects of management improved — for example,
identification of risk factors for exacerbations
(including medications), and recommendations for
lifestyle modifications such as weight loss and dietary
changes.® Clinical audit is a valuable tool, which
could be used more widely to increase appropriate
use of gastroscopy in Australia.

Using guidelines to assess the appropriateness

of referrals for gastroscopy could increase the
diagnostic yield, according to a New Zealand study
of an open access gastroscopy service.* The study
was prompted by concerns about an increase in
inappropriate referrals with a low positive yield, and
a consequent increase in waiting times for patients
with potentially serious disease.*' The analysis found
that 42% of referrals were inappropriate, according
to American Society of Gastroenterology criteria.*!
For hospital-based consultants, surveillance of healed
benign lesions was the most common inappropriate
reason to request gastroscopy (31% of consultant
requests); for GPs, symptoms considered functional
were the most common inappropriate reason

(25% of GP requests).”

Targeting both gastroenterologists and GPs

for educational programs could improve the
appropriateness of requests for gastroscopy.
Education could include information about the low
yield of gastroscopy for simple upper gastrointestinal
symptoms, and when surveillance is appropriate.
Structured referral forms listing the appropriate

indications for gastroscopy could serve two purposes:

educating referrers and providing a basis for rejecting
inappropriate referrals. Education for consumers

and GPs about the limited role for gastroscopy in
reflux and functional dyspepsia could also improve
appropriateness of use. Similarly, consumer
education about lifestyle changes to reduce the risk
of gastro-oesophageal reflux would be valuable.
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Concurrent gastroscopy and colonoscopy

The high rate of patients undergoing gastroscopy
and colonoscopy during the same hospitalisation
warrants closer scrutiny. Both investigations are
indicated in only a limited humber of conditions, so
the high rates reported suggest some inappropriate
use. The MBS Review Taskforce recommended that
the Gastroenterological Society of Australia consider
the need for guidelines on the appropriate concurrent
use of upper and lower gastrointestinal endoscopy.*?
See page 81 for analysis of colonoscopy services

in Australia.

Concurrent gastroscopy and colonoscopy is used
to investigate the cause of iron deficiency in patients,
including premenopausal women.*® Improving
management of heavy menstrual bleeding, and
adherence to the Heavy Menstrual Bleeding Clinical
Care Standard®', may reduce the number of women
presenting with iron deficiency, and reduce the
number unnecessarily investigated with gastroscopy
and colonoscopy. Similarly, better management of
functional gastrointestinal conditions could reduce
unnecessary gastroscopy and colonoscopy.

Barrett’s oesophagus surveillance

There is a low level of evidence to support
surveillance gastroscopy for patients with

Barrett’s oesophagus to prevent oesophageal
cancer.** The cost-effectiveness of this strategy
has been questioned, given the very low risk

of progression to cancer in some patients.*64
Stopping surveillance in subgroups of patients
with a very low risk of progression to cancer

could result in more effective use of healthcare
resources.*® This should be complemented by
addressing risk factors such as smoking, obesity and
uncontrolled gastro-oesophageal reflux symptoms.
A variety of biomarkers for identifying patients

with Barrett’s oesophagus who are most at risk

of developing oesophageal cancer are currently
under investigation.*
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Appropriate prioritisation of colonoscopy
and gastroscopy

Gastroscopies and colonoscopies are often
performed by the same specialists and on the same
procedural list. Resources for endoscopy may be
better used by prioritising patients for gastroscopy
or colonoscopy according to urgency within the
combined patient group, rather than within the two
separate groups. Colonoscopy for patients with a
positive faecal occult blood test (and therefore a
relatively high risk of cancer) could then be prioritised
over gastroscopy for patients with a low likelihood

of findings that would change management.

Bowel cancer is much more commmon than cancer
of the upper gastrointestinal tract, but gastroscopies
currently may be inappropriately prioritised over more
clinically important colonoscopies, thus contributing
to access problems. One way to examine whether
this is happening at a local level would be to explore
the volume of each procedure being undertaken

and the pathology yield rates for both colonoscopy
and gastroscopy.

Western Australia and Victoria have introduced

triage systems to improve use of endoscopy
services.*8-%° Queensland has also introduced clinical
prioritisation criteria for many clinical areas, including
gastroenterology, to triage patients referred to public
specialist outpatient services.5' Wider use of such
systems could result in more appropriate prioritisation
of gastroscopy and colonoscopy.

Consumer education

Informing younger patients of their very low risk of
stomach and oesophageal cancer may reduce the
demand for inappropriate gastroscopy. In men under
50 years of age, the incidence of stomach cancer

is less than 7 per 100,000, and the incidence of
oesophageal cancer is less than 4 per 100,000.%

In women under 50 years of age, the incidence of
stomach cancer is less than 4 per 100,000, and

the incidence of oesophageal cancer is less than

1 per 100,000.2
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Consumer education for women about the
importance of excluding heavy menstrual bleeding
in the management of anaemia may reduce
unnecessary gastroscopy in this group.

Reducing risk factors

Reducing risk factors for upper gastrointestinal cancer
would reduce the burden of disease, and reduce the
overall need for gastroscopy. Intensifying public health
initiatives to reduce smoking, obesity and excessive
alcohol consumption in high-risk groups should be

a priority.

Aboriginal and Torres Strait Islander
Australians and gastroscopy

Aboriginal and Torres Strait Islander Australians'®:

e Are 1.5 times as likely as other Australians to be
diagnosed with stomach cancer and 1.8 times
as likely to die from it

e Are 2.2 times as likely as other Australians to
be diagnosed with oesophageal cancer and
1.8 times as likely to die from it

e Have, on average, a 20% chance of surviving for
five years after being diagnosed with stomach
cancer, compared with an average 28% chance
for other Australians.

Improving access to gastroscopy for Aboriginal and
Torres Strait Islander Australians with symptoms
suggesting stomach or oesophageal cancer could
potentially improve survival after diagnosis. Aboriginal
and Torres Strait Islander Australians have a lower
rate of procedures when hospitalised, than other
Australians (62% versus 81%).%? This disparity is likely
to reflect a range of factors, such as®:

e | ack of private health insurance
e Comorbidities

¢ (Clinical judgements about post-procedural
compliance

e  Communication and cultural issues.



To better understand the reasons for lower rates of
procedures such as gastroscopy for Aboriginal and
Torres Strait Islander Australians, detailed analysis is
needed to understand the population’s needs and
potential solutions in specific settings.>® This could
be done, for example, through hospital-level research
that fulfils the criteria for Action 128 in the Governance
standard of the National Safety and Quality Health
Service Standards (second edition).5

Increasing appropriate publicly funded access to
gastroscopy, as well as culturally safe care, should be
prioritised to improve care for Aboriginal and Torres
Strait Islander Australians with symptoms requiring
gastroscopy. Improving prevention through reducing
risk factors is also fundamental to reducing rates of
stomach and ocesophageal cancer in Aboriginal and
Torres Strait Islander Australians.
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Rates by local area

Figure 2.12: Number of hospitalisations for gastroscopy per 100,000 people of all ages, age and sex
standardised, by Statistical Area Level 3 (SA3) of patient residence, 2016-17
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Hospitalisation rate for gastroscopy, by SA3
Lowest rate areas Highest rate areas
SA3 State Rate Hospitalisations SA3 State Rate Hospitalisations
Weston Creek  ACT 444 118 Eastern Suburbs - North  NSW 3,297 4,705
Woden Valley ACT 450 172 Hawkesbury NSW 3,208 832
Tuggeranong ACT 471 406 Shepparton  Vic 3,142 2,232
South Canberra ACT 533 158 Dandenong Vic 3,039 6,195
Eyre Peninsula and South West  SA 602 417 Monash Vic 3,036 6,061
Baw Baw  Vic 625 381 Rouse Hill - McGraths Hill NSW 3,021 924
Port Douglas - Daintree  QIld 632 89 Campaspe Vic 2,892 1,358
Limestone Coast SA 682 551 Frankston Vic 2,853 4,304
Murray and Mallee ~ SA 722 668 Mornington Peninsula  Vic 2,823 5,764
Queanbeyan NSW 737 446 Yarra Ranges  Vic 2,822 4,731
North Canberra ACT 774 377 Richmond - Windsor NSW 2,808 1,076
Far North Qld 797 230 Dural - Wisemans Ferry NSW 2,800 869
Outback - North and East SA 799 232 )
Notes:

Hollow circles (o) indicate rates that are considered more volatile than other published rates and should be interpreted with caution.

Data from a number of ACT private hospitals, which undertake some gastroscopies, were not provided to the National Hospital Morbidity Database. For this
reason, data for the ACT should be interpreted with caution.

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

Sources: AIHW analysis of National Hospital Morbidity Database and ABS Estimated Resident Population 30 June 2016.
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Gastroscopy hospitalisations, all ages
Rates across Australia

Figure 2.13: Number of hospitalisations for gastroscopy per 100,000 people of all ages, age and sex
standardised, by Statistical Area Level 3 (SA3) of patient residence, 2016-17
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Notes:

Dotted areas indicate rates that are considered more volatile than other published rates and should be interpreted with caution. These rates are excluded from
the calculation of the difference between the highest and lowest SAS3 rates in Australia.

Data from a number of ACT private hospitals, which undertake some gastroscopies, were not provided to the National Hospital Morbidity Database.

For this reason, data for the ACT should be interpreted with caution.

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

Sources: AIHW analysis of National Hospital Morbidity Database and ABS Estimated Resident Population 30 June 2016.

110 | Australian Commission on Safety and Quality in Health Care



Rates across capital city areas

Figure 2.14: Number of hospitalisations for gastroscopy per 100,000 people of all ages, age and sex
standardised, by Statistical Area Level 3 (SA3) of patient residence, 2016-17
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Notes:

Dotted areas indicate rates that are considered more volatile than other published rates and should be interpreted with caution.

Data from a number of ACT private hospitals, which undertake some gastroscopies, were not provided to the National Hospital Morbidity Database. For this
reason, data for the ACT should be interpreted with caution.

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

Sources: AIHW analysis of National Hospital Morbidity Database and ABS Estimated Resident Population 30 June 2016.
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Gastroscopy hospitalisations, all ages
Rates by state and territory

Figure 2.15: Number of hospitalisations for gastroscopy per 100,000 people of all ages, age and sex
standardised, by Statistical Area Level 3 (SA3) of patient residence, 2016-17
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Notes:

Hollow circles (o) and asterisks (*) indicate rates that are considered more volatile than other published rates and should be interpreted with caution.

Data from a number of ACT private hospitals, which undertake some gastroscopies, were not provided to the National Hospital Morbidity Database. For this
reason, data for the ACT should be interpreted with caution.

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

Sources: AIHW analysis of National Hospital Morbidity Database and ABS Estimated Resident Population 30 June 2016.
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Rates by remoteness and socioeconomic status

Figure 2.16: Number of hospitalisations for gastroscopy per 100,000 people of all ages, age and sex
standardised, by Statistical Area Level 3 (SA3) of patient residence, 201617
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Hollow circles (o) indicate rates that are considered more volatile than other published rates and should be interpreted with caution.
For further detail about the methods used, please refer to the Technical Supplement.
Sources: AIHW analysis of National Hospital Morbidity Database and ABS Estimated Resident Population 30 June 2016.
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Gastroscopy hospitalisations, all ages

Resources

Gastroenterological Society of Australia,
Gastro-oesophageal Reflux in Adults:
Clinical update®

Cancer Council Australia, Australian clinical
practice guideline for diagnosis and management
of Barrett’s oesophagus*

National Institute for Health and Care Excellence
(NICE), Gastro-oesophageal Reflux Disease

and Dyspepsia in Adults: Investigation and
management (clinical guideline)’

NICE, Section 1.2: Upper gastrointestinal tract
cancers, in Suspected Cancer: Recognition and
referral (NICE guideline)™

Australian Health Ministers’ Advisory Council,
Aboriginal and Torres Strait Islander Health
Performance Framework 2017 Report,
performance measure 3.06: access to
hospital procedures.®?
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Australian initiatives

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

e Gastroenterological Society of Australia,
Choosing Wisely recommendation 5: Do not
perform a follow-up endoscopy less than three
years after two consecutive findings of no
dysplasia from endoscopies with appropriate
four quadrant biopsies for patients diagnosed
with Barrett’s oesophagus®®

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

e Australian Health Ministers’ Advisory Council,
monitoring of access to hospital procedures
within the Aboriginal and Torres Strait Islander
Health Performance Framework.5?

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

¢ Queensland Health, Endoscopy Action Plan®’

e Queensland Health, referral criteria and guidelines
for gastroenterology*®

e Queensland Health, clinical prioritisation
criteria for gastroenterology®’

e Department of Health, Western Australia,
referral guidelines for direct access
gastrointestinal endoscopic procedures®

e Department of Health, Western Australia,
urgency categorisation and access policy
for public direct access adult gastrointestinal
endoscopy services.®°
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