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“Emergency Departments (EDs) will remain frontline in supporting responses for 
pandemics and other public health emergencies. Reflection on the early events of 

the COVID-19 pandemic is an opportunity to identify avenues for policy, cultural and 
systemic changes to improve preparedness for future public health emergencies.”1 

 
“People’s behaviour changed. They weren’t getting together in groups, they weren’t 

playing sports, they weren’t getting injured. That drove some of the decrease in 
volume (in emergency departments)2”. 

 
 

Introduction 

 
Many countries have stated that at times the pandemic has resulted in intense 
pressure on Emergency Departments (EDs) and a backlog of patients overdue for 
surgery and other treatments. However, there also were times during countries’ 
lockdowns when ED visits were much decreased. This report examines the use of 
EDs in three countries: Australia, Canada and England. Key issues of commonality 
were: no increase in suicide rates, and development of models of care that assisted 
in delivering good care to many people, with countries differing on models of care but 
all with the same aim – to provide excellent services. 
 
 

Australia 
 
Australian Government: Australian Institute of Health and Welfare 
2021 
 
Key points: 
 

• While there was a rise in the use of mental health services and an increase in 
psychological distress during 2020 there is no evidence to date that COVID-
19 has been associated with a rise in suspected deaths by suicide3.  

• Fewer presentations to EDs, with large decline in presentations due to 
injuries4. There is a table describing mental health-related services in EDs key 
concepts5. 

 
1 https://onlinelibrary.wiley.com/doi/10.1111/1742-6723.13799 
2 https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-on-canadas-health-care-systems/how-covid-19-

affected 
3 https://www.aihw.gov.au/suicide-self-harm-monitoring/data/covid-19 

https://www.aihw.gov.au/covid-19
https://www.aihw.gov.au/covid-19
https://onlinelibrary.wiley.com/doi/10.1111/1742-6723.13799
https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-on-canadas-health-care-systems/how-covid-19-affected
https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-on-canadas-health-care-systems/how-covid-19-affected
https://www.aihw.gov.au/suicide-self-harm-monitoring/data/covid-19


• Elective surgery restricted, but more urgent elective surgeries appear 
unaffected6. 

• Increased use of mental health services during COVID-19 pandemic.  
o For some Australians, the COVID-19 pandemic and subsequent 

restrictions appear to have had a negative effect on their mental health, 
with data suggesting a rise in psychological distress and loneliness for 
young people and women in particular. More detail is available at The 
use of mental health services, psychological distress, loneliness, 
suicide, ambulance attendances and COVID-19.7 

o Australian state governments have closely monitored the mental health 
impact of the pandemic. In response, they introduced a range of 
measures including wider availability of telehealth services, additional 
service capacity (for example, helpline funding) and additional 
Medicare-subsidised psychological therapy sessions. 

• People who live outside capital cities had lower rates of psychological distress 
than those who live in capital cities, controlling for other factors. This probably 
reflects the fact that the economic impact of shutdowns has been higher in the 
major cities than it has been in regional or remote areas and that infection 
rates have also been higher. 

• People who are already experiencing high levels of psychological distress can 
be particularly vulnerable when the situation worsens. 

• In recognition of the need for better data around suicide and self-harm, the 
AIHW is currently working with key stakeholders, including the Mental Health 
Information Strategy Standing Committee and ED data custodians to develop 
a nationally consistent method to identify and collect data on suicide-related 
ED presentations. 

 
https://www.aihw.gov.au/reports-data/australias-health-performance/covid-19-and-
looking-back-on-health-in-2020#Fewer-presentations-ed 
 
 

Canada 

 
Canadian Institute for Health Information: How Covid-19 affected Emergency 
Departments 
 
24th June 2021 

 
In response to COVID-19 health care professionals restricted patient interactions to 
urgent and essential services. This agency gathered data about ED visits to highlight 

 
4 https://www.aihw.gov.au/reports-data/australias-health-performance/covid-19-and-looking-back-on-health-in-

2020#Increased%20use%20of%20mental%20health%20services%20during%20COVID-19%20pandemic 
5 https://www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia/report-

contents/hospital-emergency-services/data-source#references 
6 https://www.aihw.gov.au/reports-data/australias-health-performance/covid-19-and-looking-back-on-health-in-

2020#Many%20changes%20were%20made%20to%20the%20MBS%20to%20ensure%20continuity%20of%20
care 

7 https://www.aihw.gov.au/suicide-self-harm-monitoring/data/covid-19 
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the early impact of COVID-19 (March to June 2020) on this part of the health care 
system. 
 
“Visits to emergency departments across Canada declined by almost 25,000 a day in 
mid-April 2020 — about half the usual number of patients. By the end of June 2020, 
visits remained lower than is typical for that time of year (about 85% of June 2019 
volumes).” 
 
Hospitals and emergency departments (EDs) across Canada play a critical role in 
the COVID-19 pandemic. The data collected for these areas can provide a better 
understanding of resource utilization and outcomes for COVID-19 patients. 
From January 2020 to February 2021, there were more than 36,320 hospital stays in 
Canada (excluding Quebec) for patients with a diagnosis of COVID-19. During the 
same period, more than 143,810 ED visits for COVID-19 were reported by 
participating jurisdictions. 
 
“These findings are consistent with the experience in other countries. In England, 
emergency department visits dropped by more than 50% and people reported either 
seeking treatment at other locations or choosing to avoid seeking care altogether. In 
Canada, preparations for a surge of potential COVID-19 patients included things 
such as triaging people prior to entering the emergency department, either virtually 
or at the door, to redirect those who could be treated elsewhere. These preparations 
may also have contributed to the decrease in emergency department visits across 
the country”. 
 
https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-on-canadas-health-
care-systems/how-covid-19-affected 

 
Interestingly this agency also found three events8 as a result of their work on the 
pandemic: 
 
Rapid system transformation. Typically, timelines for changes in health systems 
are discussed in terms of years, not weeks. During the pandemic, however, things 
moved rapidly. For example, physicians adapted quickly, providing 52% of care 
virtually, online or by phone, for patient visits, psychotherapy and consults with other 
physicians in April 2020. And hospitals took patient prioritization to new levels, 
making sure that urgent surgeries and the most serious ED patients received care, 
and triaging less-serious patients to other, more appropriate care settings. 
 
People rapidly changed the way that they sought health care. The numbers 
indicate that Canadians began accessing health care differently — and that it’s likely 
some people didn’t seek care when they may have needed to. For example, the 
analysis shows that fewer people sought care for significant concerns like cardiac 
events and trauma, as well as for common concerns like abdominal pain, colds and 
flu. Across Canada, visits to emergency departments declined by almost 25,000 a 
day by April 2020 — that’s about half the usual volume Canada’s emergency 
departments would typically see. 

 
8 https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-on-canadas-health-care-systems/overview-covid-

19s-impact-on 
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Unintended consequences. For example, the authors expected and saw a drop in 
planned surgeries. What they didn’t expect to see during Wave 1 was a 17% to 21% 
decline in life-saving and urgent surgeries (procedures in this category include things 
like pacemaker insertions, bypass surgeries and cancer surgeries). It is not known 
exactly what led to this decline or its impact on the patients who didn’t receive those 
procedures. As well, in April 2020, the number of initial home care screening 
assessments declined by 22%. What drove this drop? And does it mean that people 
who needed care didn’t get it? These are questions the data doesn’t answer yet. 
 
The increase in virtual care offered Canadians unprecedented new ways to safely 
access their health care providers. However, a questions remains about the quality 
of those appointments and of patient–provider interactions. And for those patients 
with providers who chose not to adopt a virtual approach — were they able to get the 
care they needed elsewhere? 
 
https://www.cihi.ca/en/covid-19-resources/impact-of-covid-19-on-canadas-health-
care-systems/overview-covid-19s-impact-on 
 
 

England 

 
Care Quality Commission (CQC): Covid Insight Winter Pressures for Urgent 
and Emergency Care 
 
2021 
 
Since April 2020, the CQC  has been working with frontline clinicians from EDs 
throughout the country to understand the pressures they have faced and what action 
services could take to mitigate risk and maintain safe care when under such 
exceptional pressure.  
 
This led to the publication of the Patient FIRST framework in October 2020. The 
framework was developed in partnership with the clinicians as a tool to help support 
those working in NHS trusts and the wider health and care system to understand 
what lessons can be learnt from the impact of the pandemic, and what good practice 
can be harnessed to support improvement. It contains a number of practical 
examples of actions that can be taken at a departmental, trust and wider system 
level to maximise capacity, maintain effective patient flow, and keep staff and 
patients safe.  
 
FIRST stands for:  

• Flow  

• Infection control (including social distancing)  

• Reduced patients in emergency departments  

• Staffing  

• Treatment in the emergency department.  
 



During autumn 2020, the CQC programme of Provider Collaboration Reviews 
examined how providers were working together in urgent and emergency care 
(UEC). As part of this work, they published the briefing ‘Collaboration in urgent and 
emergency care9’, which includes good practice examples from different parts of the 
urgent and emergency care system, showcasing how some services have taken 
steps to put them in a better position to withstand the current challenges, including 
the double impact of ‘normal’ winter pressures and the pandemic. Key topics 
included: 
 

• A catalyst for collaboration 
• Right time, right care, right place 
• Keeping people safe 
• Getting the public messaging right 
• Supporting people’s mental health 
• Collaborations that make a difference 
• Tackling inequalities 
• Including adult social care in UEC planning 
• Keeping staff safe 
• Good use of technology 
• Supporting children and young people 
• Capturing system learning10 

 
One practical example in Suffolk and North East Essex, where there was an initiative 
called, “Home, But Not Alone”. A phone line was open 9am to 5pm, seven days per 
week, to help on topics including food, medication, loneliness and isolation. This 
provided practical support to vulnerable people, particularly regarding medicines, 
food supplies and transport to health and care services.11 The voluntary sector was 
integral in this support and this collaboration was a key feature of the approaches to 
tackle health inequalities. Health and council services created a single point of 
access for people – food, prescriptions, transport or support, and all linked into 
medical services. The voluntary sector helped with pharmacy collection and 
transport, and helped identify when people might need treatment, to support quicker 
intervention. The community response was described as “phenomenal”. 
 
The information from this study shows that, although overall numbers of people 
attending emergency departments have remained lower than in recent years, 
services have faced challenges in managing the flow of people, including admitting 
patients in a timely manner where admission is required. Very high numbers of beds 
occupied by patients with COVID-19 over December and January will have been a 
major factor in this, as well as the challenge of managing services safely (including 
physical distancing and other stringent infection control measures) within confined 
environments.  
 
https://www.cqc.org.uk/sites/default/files/20210224_COVID19-
Insight_issue8_document.pdf 

 
9 https://www.cqc.org.uk/publications/themes-care/collaboration-urgent-emergency-care 
 
10 Ibid. 
11 https://www.cqc.org.uk/publications/themes-care/collaboration-urgent-emergency-care 

 



 
National Health Service (NHS): Clinically led review of urgent and emergency 
care standards: Measuring performance in a transformed system 
 
May 2021 
 
Also in England, the recommendations summarised the review’s findings, developed 
in consultation with an expert advisory group, build on the Transformation of urgent 
and emergency care: models of care and measurement report (Dec 2020) and draw 
on testing by NHS Trusts and the experiences of delivering urgent and emergency 
care during the first year of the COVID-19 pandemic. 
 
There is clear evidence that when it was first introduced, the current four-hour target 
improved care, but has only ever focused on one part of a now much more complex 
range of urgent services for patients. The proposed measures track activity across 
the urgent and emergency care pathway rather than a single element of care to help 
people understand what to expect at each stage and to drive improvements in 
patient care. 
 
Proposed new bundle of standards for urgent and emergency care (p.3) 
 

Service Measure 
 

Pre-hospital Response times for ambulances 
Reducing avoidable trips (conveyance rates to EDs 
Proportion of contacts via NHS 111 that receive clinical input 
 

A & E 
 

Percentage of Ambulance Handovers within 15minutes 
Time to initial Assessment – percentage within 15 minutes 
Average (mean) time in Department – non-admitted patients 
 

Hospital 
 

Average (mean) time in Department - admitted patients 
Clinically Ready to Proceed 
 

Whole system Patient spending more than 12 hours in A&E 
Critical Time Standards 
 

 
The authors note that in response to overall widespread agreement on these 
measures, a phased implementation plan will be undertaken, subject to Government 
agreement to implement the proposals. 
 
https://www.england.nhs.uk/wp-content/uploads/2021/05/B0546-clinically-led-review-
of-urgent-and-emergency-care-standards.pdf 
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