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Most common principal diagnoses assigned to
Australian emergency department presentations
involving alcohol use: a multi-centre study
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Icohol is the most commonly used

psychoactive substance consumed in

Australia and almost 80% of people
aged 14 years and over have reported alcohol
consumption in the past 12 months.! Harmful
use of alcohol is one of the leading causes of
disease burden among people in Australia,
particularly adolescents,’ and is a major
contributory factor to injury-related deaths
(i.e. suicide, transport accidents and falls).!
Emergency departments (EDs) are one of
the key points of contact between people
experiencing alcohol-related harms and the
health sector.®

To determine public health issues associated
with alcohol consumption, the World

Health Organization (WHO) has encouraged
the routine collection of ED data for use

in preventing alcohol-related injuries or
deaths. The best-known model for such
data collection comes from Cardiff, Wales,
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Abstract

Obijectives: Alcohol is the most widely consumed psychoactive substance in Australia and the
consequences of alcohol consumption have enormous personal and social impacts. This study
aimed to describe the principal diagnoses of emergency department (ED) presentations involving
alcohol use in the previous 12 hours at eight hospitals in Victoria and the Australian Capital
Territory, Australia.

Methods: Twelve months’data (1 July 2018 — 30 June 2019) were collected from eight EDs,
including demographics, ICD-10 codes, hospital location and self-reported drinking in the
preceding 12 hours. The ten most common ICD-10 discharge codes were analysed based on age,
sex and hospital geographic area.

Results: ICD codes pertaining to mental and behavioural disorders due to alcohol use accounted
for the highest proportion in most EDs. Suicide ideation/attempt was in the five highest ICD codes
for all but one hospital. It was the second most common alcohol-related presentation for both
males and females.

Conclusions: Alcohol plays a major role in a range of presentations, especially in relation to mental
health and suicide.

Implications for public health: The collection of alcohol involvement in ED presentations
represents a major step forward in informing the community about the burden of alcohol on their
health resources.
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in the UK.” ED data are most appropriate
because persons with or without injuries
are well represented in EDs, particularly

in acute intoxication and injury cases.®?
When programs are implemented for the
prevention of alcohol-related harm, the
collection of ED data is well-suited to identify
the nature and extent of harm in relation

to alcohol involvement so that program
effectiveness can be assessed, and priorities
for policy development identified.'® These
ED data represent a unique insight because
the information they provide is not available
anywhere in the justice system, especially
considering that only a minority of alcohol-
related assaults that lead to emergency
hospital treatment are represented in police
records. At present, it is not compulsory for
Australian EDs to collect alcohol-related
data or to attempt to quantify alcohol
consumption in ED attendances, so the

true prevalence rates of alcohol-related
injuries are unknown and most likely
underestimated.? While there are a number of
Australian studies that have used ED data to
investigate the association between alcohol
consumption and injury presentations,>''-4
and some that have identified alcohol
aetiological fractions for injuries,’ only one
has looked at alcohol involvement across

all types of ED attendances over time."" This
study found that presentations with mental
and behavioural diagnoses were more likely
to be alcohol-related than other ICD codes;
however, the study was based only in rural
areas, and the data are old, having been
collected between 2006 and 2008."

This study aims to identify the most common
ICD10 codes associated with self-reported
alcohol consumption in the 12 hours before

presentation in eight EDs in Victoria and the
Australian Capital Territory (ACT) in Australia.

Methods

This study used data from a five-year study
of the National Health and Medical Research
Council (NHMRC) Driving Change project
(http://lastdrinks.info/).'® Data were extracted
from a total of eight EDs, six in Victoria

and two in the ACT, and are not publicly
available. Data collected included age, sex,
clinical manifestations, hospital geographical
location, principal diagnosis and ICD-10-AM
code, with four additional questions covering
drinking in the 12 hours prior to attendance,
typical alcohol consumption level in a
drinking session, location where most alcohol
was purchased and the location of the last
drink.'® Alcohol-related data were collected
specifically as a part of the project. Data for
the study were extracted from July 2018 to
June 2019 (which was the first full 12 months
available where all sites collected data).

The four key questions addressing alcohol
consumption were asked by a combination
of triage nurses, administrative staff and
medical staff. Questions were mandatory
within the electronic record systems of each
emergency department. Staff had training
on the reasons behind the questions and

the range of responses available. Exclusion
criteria included anyone under the age of 18.
Clinicians were able to identify when patients
were non-responsive or not willing to answer
questions, or when questions were not asked
for ethical reasons, such as when the clinician
perceived a cultural or interpersonal issue or
provided other clinical judgement that made
the questions inappropriate. The identified

Table 1: Most common principal diagnoses involving prior alcohol use.
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data were sent to the research team from
each hospital via a secure server.

People attending the ED were only asked
about consumption in the past 12 hours. This
timeframe was a balance between ensuring
the relevance of alcohol involvement versus
missing out on many cases where alcohol was
consumed in the days prior, but the injury
sustained did not become severe enough

to attend hospital until some time later. A
chi-square analysis will be used to determine
whether presentations were evenly
distributed across age and gender groups.

To classify hospitals’ geographical location,
the Rural and Metropolitan Areas (RRMA)
system was used, which incorporates
population numbers and an index of
remoteness.” Six hospitals were classified
as M1 (capital cities; Melbourne and
Canberra), one hospital classified as M2
(other metropolitan centres; Geelong) and
one hospital as R1 (small rural centres;
Warrnambool, Victoria). To account for
potential variation in diagnosis practices
between hospitals, ICD codes were also
grouped based on the Independent Hospital
Pricing Authority (IHPA) ED principal
diagnosis short list (eleventh edition).'®

Ethics approval was obtained from Deakin
University (HEAG-H 188_2018) and all
hospitals involved in the study.

Results

A total of 346,057 ED attendances were
recorded in the eight EDs over the one-year
study period, of which 17,586 (5.08%) who
replied ‘Yes'to alcohol consumption in the
preceding 12 hours were selected for analysis;
755 cases had no recorded ICD code (4.29%).
The ten most common ICD codes associated
with people who had consumed alcohol in

ICD Code  Description n % Overall Min % Max % the previous 12 hours, comprising just over
percentage  (lowest hospital)  Highest hospital) one-quarter of alcohol-related cases reported,
F10.0 Mental and behavioural disorders due 1,256 7.14% 0.00% 14.69% are listed in Table 1. Patients who did not
to use of alcohol, acute intoication wait for treatment came in at the tenth
R45.81 Suicidal ideation 595 3.38% 0.37% 6.67% most common ‘diagnosis’ (1=238; 1.52%).
R10.4 Abdominal /ﬂank pain /cramps / 474 2.70% 0.69% 4.18% Supplementary Table ST shows the top 100
intestinal colic . . :
1519 Toxiceffect of alcool 409 233% 0.00% 3.63% most common ICD codes involving prior
F102 Alcohol dependence 360 2.05% 0.00% 473% alcohol use.
R55 Collapse / faint / vasovagal attack / 358 2.04% 1.35% 2.91% IHPA groupings can be found in Table 2.
micturition syncope The most common ICD codes for
F2.90 Depression 307 1.75% 0.00% 6.03% presentations reporting alcohol consumption
R29.6 Tendency to fall 268 1.52% 0.00% 9.00% in the past 12 hours for each of the eight
F10.3 Mental & behgviou'ral disorder due to 266 1.51% 0.12% 16.06% hospitals are shown in Figure 1. In M1 (capital
alcohol use with withdrawal state . j .
S01.9 Unspecified open wound of unspecified 222 1.26% 0.06% 2.51% city) hospitals, mental and behavioural
part of head disorders associated with recent alcohol use
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accounted for the highest proportion, from
3.36% in M1 ACT, 8.23% in M1 (suburban)
and 14.69% in M1 (CBD) Victoria. In contrast,
at the other metropolitan hospitals (M2) in
Victoria, the highest proportion of alcohol-
related injury (4.50%) was for the toxic effects
of alcohol. At the rural Victorian hospital,
open wound of wrist and hand was the

most common alcohol-related presentation
(4.47%). Apart from mental and behavioural
disorders (acute intoxication), one of the
most common causes of alcohol-related
presentations in all hospitals was suicide
attempt/ideation. The proportion of injuries
to the head, face or neck was 1.21% M1 ACT,
1.21% M1 (suburban), 7.22% R1 and 5.93%
M1 (CBD), Victoria. Collapse/faint, abdominal
pain and unspecified fall were also among the
most common ICD codes in most EDs.

When comparing gender, the prevalence

of acute intoxication was higher in men
(4.37%) than in women (2.77%), as was
alcohol dependence (1.45% in men, 0.60% in
women). However, mental and behavioural
disorders due to alcohol use, regardless of
withdrawal state, dependence syndrome
and the toxic effect of alcohol (poisoning or
overdose), were similar between males and
females (see Table 3). Suicidal ideation was
the second most common ICD code for both
males (1.98 %) and females (1.40%). Similarly,
the rates and ranking of syncope and collapse
and tendency to fall were similar for both
genders.

Table 4 shows presentations for males and
females after ICD codes were grouped into
blocks, according to the IHPA ED principal
diagnosis short list.

Table 5 describes the numbers and
percentages of presentations per ICD code
for different age groups. Acute intoxication
was most common in younger age groups,
whereas suicidal ideation was the second
or third most common alcohol-related
presentation in those aged 18-54 years.
Depression was a consistent ICD code
recorded in patients aged 25-54 years. In all
age groups except 75 years and older, ICD
code Z531 (Did not wait for treatment) was
consistent, accounting for 0.96 to 1.86% of
alcohol-related presentations. Alcohol-related
syncope (collapse/faint) gradually increased
from 45 years, along with a tendency to fall
for patients over 55 years.

Table 6 shows the most common diagnoses
across age groups after ICD codes were
grouped into blocks, according to the IHPA ED
principal diagnosis short list.

2022 voL. 46 No. 6
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Table 2: Most common principal diagnoses blocks involving prior alcohol use.
Block
F10-F19

S00-509
R00-R09

R40-R46

R50-R69
$60-569
R10-R19

T51-T65

$80-588
$90-599

Description n.
Mental and behavioural disorders due to 2,441
psychoactive substance use

Injuries to the head 1,258
Symptoms and signs involving the circulatory 919
and respiratory systems

Symptoms and signs involving cognition, 894
perception, emotional state and behaviour

General symptoms and signs 758
Injuries to the wrist and hand 691
Symptoms and signs involving the digestive 665
system and abdomen

Toxic effects of substances chiefly nonmedicinal 521
as to source

Injuries to the knee and lower leg 405
Injuries to the ankle and foot 405

%
13.88%

7.15%
5.23%

5.08%

431%
3.93%
3.78%

2.96%

2.30%
2.30%

Min %
2.69%

3.61%
2.35%

0.50%

2.12%
1.91%
1.70%

0.52%

0.84%
1.28%

Max %
26.82%

11.71%
6.97%

7.75%

7.33%
8.93%
5.69%

5.14%

3.26%
4.73%

Figure 1: Most common alcohol involved presentations per location.
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Table 3: Top 10 most common alcohol-related principal diagnoses based on sex.

1CD Code
F10.0

R45.81
R10.4
1519
F10.2
R55

F32.90
R29.6
F10.3

S01.9

Description Female n.
Mental and behavioural disorders due to use of 487
alcohol, acute intoxication

Suicidal ideation 247
Abdominal / flank pain /cramps / intestinal colic 219
Toxic effect of alcohol 176
Alcohol dependence 105
Collapse / faint / vasovagal attack / micturition 152
syncope

Depression 133
Tendency to fall 10
Mental & behavioural disorder due to alcohol use 106
with withdrawal state

Unspecified open wound of unspecified part of 50

head

%
2.771%

1.40%
1.25%
1.00%
0.60%
0.86%

0.76%
0.63%
0.60%

0.28%

Male n.
769

348
255
233
255
206

174
158
160

172

%
4.37%

1.98%
1.45%
132%
1.45%
1.17%

0.99%
0.90%
0.91%

0.98%
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A chi-square analysis was used to determine
whether presentations were evenly
distributed across age and gender groups,
analysis showed there were significant
deviations across different groups (y’=86.94,
df=6, p<0.001). As shown in Table 7, female ED
presentations were significantly higher than
expected in the 18-24 age group, while males
were significantly higher than the expected
value in the 35-44, and 55-64 age groups.

Discussion

This cross-sectional, multi-centre study is the
first of its kind in Australia to systematically
document alcohol consumption in the 12
hours prior among those attending an ED,'®
and the first study to document the ICD-

10 coding of harms exhibited by people
attending EDs who had consumed alcohol
in the previous 12 hours. The findings
demonstrate the value of a mandatory
collection of data regarding alcohol
consumption in the EDs by highlighting
the impact on EDs associated with

specific diagnoses, allowing for a better
understanding of what is preventable

and what might be better dealt with in
community settings. The findings also

underline the broad range of health
outcomes and the significant burden
on Australian EDs associated with the
consumption of alcohol.

Main associated presentations

Mental and behavioural disorders associated
with the use of alcohol comprised the
highest proportion of alcohol-related ED
presentations, particularly among capital
city (M1) and other metropolitan centre
(M2) hospitals. This is consistent with prior
empirical studies that have shown the high

Article

prevalence of comorbid alcohol consumption
and mental health issues, particularly

with mood, anxiety and externalizing
behaviours.'>2° This is important in the
context of the health and social harms
associated with risky alcohol use such as the
development of alcohol use disorders or
alcohol dependence later in life,' experience
of unintentional injuries?' and involvement
with justice systems.??23 Prior research has
demonstrated this comes at a significant cost
to Australian society; somewhere between
$14 billion?* and $36 billion per year.?>

Table 4: Top 10 most common alcohol-related principal diagnoses blocks based on sex.

Block Description Female n. % Male n. %

F10-F19 Mental and behavioural disorders due to psychoactive substance 899 5.11% 1,542 8.77%
use

$00-S09 Injuries to the head 329 1.87% 929 5.28%

R00-R09 Symptoms and signs involving the circulatory and respiratory 292 1.66% 627 3.57%
systems

R40-R46 Symptoms and signs involving cognition, perception, emotional 356 2.02% 538 3.06%
state and behaviour

R50-R69 General symptoms and signs 297 1.69% 461 2.62%

$60-569 Injuries to the wrist and hand M 1.20% 480 2.73%

R10-R19 Symptoms and signs involving the digestive system and 320 1.82% 345 1.96%
abdomen

T51-T65 Toxic effects of substances chiefly nonmedicinal as to source 222 1.26% 298 1.69%

$80-588 Injuries to the knee and lower leg 154 0.88% 251 1.43%

$90-599 Injuries to the ankle and foot 170 0.97% 235 1.34%

Table 5: Most common principal diagnoses involving prior alcohol use by age group.

Age group

. 18-24=3,268  25-34=3,699 35-44=3,281 45-54=3,124  55-64=2,091  65-74=1,245 >75=878
ICD Code  Description N ”% N o N o N ”% N w% N % N %
F10.0 Mental and behavioural disorders due to use of alcohol, 300 9% 300 8% 243 7% 258 8% 139 7% 54 4% 22 3%

acute intoxication
F10.2 Alcohol dependance 101 3% 109 3% 58 3% 22 2%
F10.3 Mental & behavioural disorder due to alcohol use with 54 2% 54 1% 58 2% 58 2% 26 1%
withdrawal state
F32.90 Depression 50 2% 50 1% 67 2% 92 3% 23 1%
122 Infection, lower respiratory tract / chest infection, acute 1 1% 18 2%
N39.0 Urinary tract infection (UTI) 10 1%
R04.0 Epistaxis (nosebleeds) 16 1% 10 1%
R06.0 Respiratory distress - shortness of breath 15 2%
R10.4 Abdominal / flank pain /cramps / intestinal colic 72 2% 72 2% 97 3% 80 3% 70 3% 38 3% 20 2%
R1 Hyperemesis / nausea and/or vomiting 40 1%
R29.6 Tendency to fall, not elsewhere classified 38 1% 48 2% f 3% 56 6%
R42 Dizziness/vertigo 12 1%
R45.81 Suicidal ideation 144 4% 148 4% 131 4% 124 4% 38 2%
R55 Syncope and collapse 39 1% 62 2% 61 3% 60 5% 57 6%
501.88 Open wound / bite (non-venomous) of face (excludes eye) 43 1%
S01.9 Open wound of head, unspecified [y 1% 36 2% 13 1%
$10.9 Superficial injury of neck 52 2% 52 1%
$61.9 Open wound of wrist and hand, part unspecified ;3 1% 50 1%
$72.08 Fracture of hip 12 1%
T51.9 Toxic effect of alcohol 109 3% 18 3% 91 3% 77 2% 49 2% 16 1%
153.1 Did not wait for treatment 48 1% 50 1% 44 1% 58 2% 12 1%
Note:
* per age group category
906 Australian and New Zealand Journal of Public Health 2022 voL. 46 No. 6
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Table 6: Most common principal diagnoses blocks involving prior alcohol use by age group.

Age group
. 18-24=3,268  25-34=3,699 35-44=3,281  45-54=3,124 55-64=2,091  65-74=1,245 >75=878
1CD Code  Description N o N o N o' N % N % N % N %
F10-F19  Mental and behavioural disorders due to psychoactive 524 16% 500 14% 522 16% 515  16% 252 12% 90 7% 38 4%
substance use
F30-F39  Mood [affective] disorders 84 3% 112 4%
130-152 Other forms of heart disease 50 2% 44 4% 2% 3%
K55-K64  Other diseases of intestines 26 3%
M40-M54  Dorspathies 28 2%
R00-R09  Symptoms and signs involving the circulatory and 122 3% 152 5% 182 6% 192 9% 123 0% 77 9%
respiratory systems
R10-R19  Symptoms and signs involving the digestive system and 126 4% 135 4% 17 4% 120 4% 89 4% 49 4% 29 3%
abdomen
R25-R29  Symptoms and signs involving the nervous and 53 3% 43 3% 62 7%
musculoskeletal systems
R40-R46  Injuries to the shoulder and upper arm 197 6% 197 5% 202 6% 176 6% 73 3% 32 3%
R50-R69  General symptoms and signs 100 3% 122 3% 108 3% 140 4% 97 5% 102 8% 89 10%
S00-S09  Injuries to the head 323 10% 303 8% 218 7% 4 5% 137 7% 76 6% 60 7%
S40-S49  Injuries to the shoulder and upper arm 19 2%
$60-S69  Injuries to the wrist and hand 188 6% 208 6% 18 4% 78 3% 58 3% 31 2%
$70-S79  Injuries to the hip and thigh 27 3%
580-588  Injuries to the knee and lower leg 102 3%
$90-599  Injuries to the ankle and foot 10 3% 14 3%
T36-T50  Poisoning by drugs, medicaments and biological 101 3% 9% 3% 82 3%
substances
T51-T65  Toxic effects of substances chiefly nonmedicinal as to source 131 4% 100 3% 103 3% 100 3% 59 3%
140-754  Persons encountering health services for specific 75 2%
procedures and health care
Note:
*per age group category

There are also pragmatic implications of the
high proportion of mental and behavioural
disorders due to the effects of alcohol
diagnoses for ED staff, as staff members (e.g.
doctors, nurses, security guards) often require
a significant amount of time to care for these
patients.

When considering physical injuries, this study
showed a high proportion of head injuries
associated with recent alcohol use, especially
in younger and rural males. Previous research
has identified that individuals with high levels
of alcohol consumption are at greater risk

for traumatic brain injury from head injury
compared with the general population and
men are more likely to experience wound/
laceration of the head than women.?® Several
studies have shown that alcohol intoxication
has a strong association with the incidence
of facial/head injuries,>?”2 which may result
from aggression, violence, falls, a tendency

to fight and other risky behaviours.?® In an
Australian study, interpersonal violence
related to alcohol consumption was the most
common cause of facial fractures, followed
by falls and transport-related injuries, and the
male gender accounted for the majority of

2022 voL. 46 NO. 6

these incidents,?® which was consistent with
this study.

There was a distinct diagnosis difference
between some hospitals, hospitals that
reported lower intoxication attendances
(F10.0) tended to report higher attendances
for toxic effects of alcohol (T51.9).

Gender

The findings also show some small differences
for males and females in the types of injuries
or illnesses associated with alcohol use for
which they present at the ED, although the
general trends are fairly similar in terms of the

most common presentations being in relation
to acute intoxication, suicidal ideation,
alcohol dependence and the toxic effects

of alcohol. These findings are somewhat
different from previous work in the estimation
of the burden of alcohol presentations on ED>
that identified that males were more likely

to attend the ED, although the focus of the
previous study was exclusively on injuries. In
general, these injuries also do not appear to
be related to aggression and may describe

a different type of drinking pattern where it
could be people drinking alcohol at home
rather than drinking at licenced venues and
then experiencing aggression and injury.30-32

Table 7: Gender and age distribution in cases involving alcohol use.

© 2022 The Authors

Age group Gender :
Female (%) Male (%) Adjusted p value
18-24 n(%) 1,407 (21) 1,859 (17) <0.001
25-34n(%) 1,361(21) 2,337(21) 0.562
35-44n(%) 1,135(17) 2,144 (19) <0.001
45-54n(%) 1,190 (18) 1,933 (18) 0.254
55-64n(%) 681(10) 1,409 (13) <0.001
65-74n(%) 419 (6) 825(7) 0.008
>75n(%) 384 (6) 530(5) 0.129
Note:
*Bonferroni correction applied, a=0.007
Australian and New Zealand Journal of Public Health 907
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Age

There were a number of interesting
differences in relation to the types of alcohol-
associated presentations for different age
groups. While attendances for acute alcohol
intoxication are the most common reason

for attendance in people under the age of

65, this changes to collapse in those over
65.The findings are somewhat different to

a recent analysis of Victorian ED data that
found that younger people were more likely
to experience alcohol-related unintentional
falls, which had almost doubled between
2003 and 2015.3 The difference likely arises
because Wood and colleagues were reliant
on alcohol use being documented in the
patient’s medical record, whereas our study
reports recent alcohol use. Previous research
has demonstrated that clinical assessment of
intoxication at levels below heavy intoxication
(<0.015g9/10ml) is no better than chance.3* It
may also be that clinical staff unconsciously
accept that older people are more likely to fall
over and do not look for or ask about alcohol/
other drug consumption.

We also found that in people under the age
of 45 suicidal ideation was the second most
common reason for ED attendance after
drinking, compared to alcohol dependence in
those over 45, similar to prior research.3> This
finding reaffirms the association between
alcohol and suicide-related behaviours

and the very substantial burden in general
on mental health.3 The finding supports
previous research highlighting that alcohol
intoxication is a risk factor for suicide, and it
can complicate risk assessment by impairing
patients’judgement and thinking.?’ It also
highlights the more apparent role of alcohol
use in younger people engaging in impulsive
suicide attempts.383°

The sample was predominantly male across
all age groups; this male dominant skew was
significantly more pronounced in the 35-44
and 55-64 age groups. Female patients were
proportionally significantly higher in the
18-24 age range, compared to the rest of the
sample.

Implications

This paper has highlighted the substantial
burden of alcohol on EDs, especially beyond
the most commonly discussed presentations
related to intoxication and injury. Future
interventions and studies collecting on
alcohol-related ED attendances could focus

908 Australian and New Zealand Journal of Public Health

on these groups of cases, rather than needing
to collect data on all attendees, although data
from states such as the Northern Territory
and Western Australia are required to be able
to identify different trends that they might
face, due to the substantial demographic
differences and conditions within these
states, especially in remote communities.

The findings also point to the value of such

a monitoring system as a trial for other
substances. Cases varied depending on
gender, age and ED locations, and further
research is required into the underlying
causes behind these differences.

Limitations

This study has a number of limitations. By
only examining the principal diagnosis,

it is possible that some diagnoses have
been under-represented, as they were

not the diagnosis of concern during the
presentation. It is not compulsory for EDs to
collect a principal diagnosis, more than 4%
of presentations were missing an ICD code
from the principal diagnosis field, which
may have resulted in the under-reporting
of presentations. The current study also did
not capture presentations from individuals
under 18 years of age; as such, the study’s
findings cannot be generalised to this group.
While ED staff endeavoured to ask the last
drinks questions of every person attending
the department, somewhere between

10% and 30% of people attending ED were
unable or unwilling to respond. Further,
these data were self-reported. Any self-
reported data are vulnerable to some biases.
For example, respondents may engage in a
social desirability bias (i.e. modifying their
response to fit what they see as a more
socially acceptable response). Responses
can also be affected by recall biases (i.e.
remembering incorrectly). However, recent
peer-reviewed studies conducted in EDs have
found that self-report of alcohol use in the
ED is remarkably accurate, averaging 92%
accuracy when the self-report was validated
with a breathalyser.*

Another potential limitation is that while
some of the patients reported alcohol use in
the previous 12 hours, some of these patients
were not under the influence of alcohol. While
these data might be over-inclusive of some
cases, the 12-hour window was designed

to capture patients who were intoxicated

to some degree and then became injured

and ill, but who presented to an ED at a later

© 2022 The Authors
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stage, and patients who drank earlier and no
longer had alcohol in their blood and then
sustained an injury or illness and presented
immediately.

On the other hand, the last drinks questions
do not capture harm caused to others due to
the patient’s alcohol use, or harm caused to
the patient due to another person'’s alcohol
use. Previous research has suggested that this
may further increase estimations of alcohol-
related presentations by as much as 30%.?
Therefore, the current study very substantially
under-represents the role of alcohol, as

a previous snapshot of data collected in
Australian EDs suggests that the harm of
alcohol to others (children, intimate partners,
family members, friends, acquaintances

and strangers) accounts for an additional
percentage of 14-22% of alcohol’s total
burden of harm.*

Conclusions

Alcohol use is associated with a wide range
of cases presenting to Australian EDs and is
most common in mental health presentation
and injuries. The burden varies across
different locations, as well as across different
demographics, but it is likely that the role

of alcohol use remains under-estimated in
presentations related to suicide, other mental
health conditions and falls. Intoxicated
patients create a substantial extra burden on
staff and represent a modifiable risk factor for
many presentations.

The current study highlights the utility of
collecting alcohol involvement information
at triage, and the size of the dataset allows
some conclusions to be made around filters
that can be set up so that not all people
attending the ED need to be asked about
alcohol consumption, instead, IT systems can
be amended to initiate alcohol screening
questions for attendances related to: mental
and behavioural disorders (including acute
intoxication and suicidal ideation), abdominal
issues, injuries and falls/collapses/fainting.
The routine collection of alcohol involvement
for such cases, including location of event
and last consumption, will represent a major
step forward for informing the community
about the burden of alcohol on their health
resources, as well as providing governments
with a clearer picture of the sources of
alcohol-related harm in the community.
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