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Emergency departments (ED) provide access to care for large numbers of patients who
have nonemergent medical needs. More than half of the patients presenting to the ED at
Salem Hospital in Salem, Oregon, were found to be seeking care for nonemergent medical
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own experience as a nurse allows me a certain insider’s perspective which was useful n

interpreting data, while doing observation, and during the interview process.

Findings from my research show that the Urgent Care Clinic does provide an alternative
source of health care to the ED for many people. This is particularly true for those whose
usual source of care is unavailable and for those who are unable to find a primary care
provider to accept them. The emergency department provides nonemergent care for large
numbers of patients, some of whom have psycho-social problems which difter as compared
to the general population. Somic of these patients have moderate psychiatric dysfunction
and/or addiction problems or homelessness as well as underlying medical problems, all of
which are barriers to obtaining caie in a regular office setting. In some cases, the emergency

department provides the best option ot available care.
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THE EMERGENCY DEPARTMENT AS A
PROVIDER OF NONEMERGENT CARE

CHAPTER 1

INTRODUCTION

Use of hospital emergency departments (EDs) for nonemergent reasons has been felt
to be a problem in the US health care system for several years. It 1s estimated that
approximately one-half of all ED wvisits in the United States are for nonemergent care mn
which the patient’s condition is not life-threatening or does not require immediate medical
attention. It is thought that a large portion of these patients could be cared for more
appropriately at the primary health care level. Utilization of the ED for nonemergent health
care has raised many questions over the cost of health care provided in the ED, as well as a

concemn that patients receive only episodic rather than comprehensive health care.

For the twelve month period from June 1, 1994 through May, 1995, the ED at Salem
Hospital cared for 64,547 patients. Of these, approximately 38,893 or 60% were seen for
nonemergent care (Unpublished Data from Salem Hospital). In February of 1995, Salem
Hospital opened an Urgent Care Center to provide an alternative source of health care for

those seeking medical attention for minor illnesses and injurtes.

In this study I attempted to determine who used the emergency department at Salem
Hospital for nonemergent care and why, and what effect the Urgent Care Center had on

providing an altemative to the Emergency Department.

Terminology and the Use of Nonemergent in this Study

A number of authors use a variety of reference terms when addressing the population of

nonemergency patients in the ED. Terms frequently used to identify this group are those




seeking nonurgent care or those having nonurgent needs. Other sources refer to this
population as patients with primary health care needs. Yet others identify them as
inappropriate ED users. Because the freestanding clinic owned by Salem Hospital 1s called
The Urgent Care Clinic, referring to my study population’s medical needs as nonurgent
seemed inappropriate. And, although many of those in my study population could have
been appropriately treated in a primary health care setting, it was not within the scope of
this study to categorize needs as such. For example, not all primary health care providers
suture minor wounds. In an attempt to reduce confusion in identifying my study population

I refer to this group as those in need of nonemergent care.

Significance of Study

The health care delivery system in the United States is in the midst of considerable
change. The 1990s is a decade which has seen a shift from fee-for-service health plans — or
indemnity health insurance plans - to an emphasis on managed care. “A managed care plan
can be defined as an integrated delivery system that nanages health care services, rather
than simply financing or delivering them” (Weiner, 1994:222). Changes in health care
management should be expected to decrease emergency room utilizatton for nonemergent
health needs by providing these services at the primary health care level within an oftice
setting. However, the number of people being treated for nonemergent needs within

hospital emergency departments remains high and thus is not consistent with this theory.

If changes in the health care deltvery system from a fee-for-service to a managed care
approach have not significantly changed emergency room utilization, what other factors
may influence those seeking services in these facilities? Two suppositions discussed in the
literature are that: (1) an inadequate supply of primary care physicians affects ED utilization,
and (2), that the ED is used primarily by the indigent. These hypotheses do provide a basic,
although limited, view by which to study the population that present to the ED with
nonemergent needs. My thesis provides multiple factors by which to look at utilization for

those seeking nonemergent care at Salem Hospital.
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I am a Registered Nurse who has worked at Salem Hospital for 19 years. Although 1
have never been a part of the emergency department staff, I have periodically been floated
(sent from another area within the hospital) to the ED when there was a need for extra
staff. After working in the ED, and caring for patients presenting with nonemergent
medical conditions, it became very apparent that there may be many reasons for which a

person may utilize this facility instead of obtaining their care in another setting.

The administration and Emergency Department staff at Salem Hospital were very
interested in having a sample of specific data collected on patients utilizing the ED and The
Urgent Care Clinic. Although the hospital has access to complete data on specific variables
such as insurance types, age, gender, etc., they did not have the capability to do comparative
analysis on this population which would allow them a broader understanding of utihization.
In particular, the senior strategic planner for the hospital was interested in having a sample
of ED and Urgent Care Clinic patient profiles. Because the hospital is aggressively planning
expansion, my data collection was completed in the sequence which best met the needs of
the hospital. Data from this study have been used by Salem Hospital for assessing utilization

and for planning future Urgent Care services.

Background and Rationale

In the 1940’s, emergency departments - previously known as emergency rooms - were
small, poorly equipped rooms used to provide acute care treatment for persons in a medical
crisis  (Padgett and Brodsky, 1992). By the 1950’s, large numbers of ambulatory patients
were visiting the hospital EDs for nonemergent use (Padgett and Brodsky, 1992 ; Clark,
1996). Between 1944 and 1970, ED wvisits increased 312%, compared with only a 50%
increase in outpatient visits (Padgett and Brodsky, 1992). In 1966, The Journal of ihe American
Medical Association estimated that 42-46% of emergency department visits were nonemergent
(Clark, 1996). According to a 1987 National Health Interview Survey, 4% of all doctors’
visits were made to emergency departments and 85% of these visits were made for non-lite-
threatening reasons (Padgett and Brodsky, 1992). The 1992 National Hospital Ambulatory

Medical Care Survey found that 55% of ED visits were for nonemergent problems (Gill and



Riley, 1996). In 1992, there were 89.8 million visits to nonfederal emergency departments 1n
the United States, or 35.7 visits per 100 persons (Steinbrook, 1996). In 1993, there were
97.4 million visits to U.S. emergency departments, and, of these, it 1s estmated that 30-55
percent of the patients could have been cared for in doctors’ offices or clinics (Clark, 1996).

(This represents between 29.2 million and 53.6 million nonemergent visits.)

Federal and State Involvement

Various levels of legislation have affected health care services and utilization. One reason
for government involvement in health care policy reflects its commitment to public health
and safety. Another reason for actively participating in health care regulation s that
government sources of health care payment represent approximately 45.1 percent of the

dollars spent annually for health care in the United States (Sultz and Young, 1997).

Anti-Dumping Laws and their Effects on the Emergency Department

By the 1980s, many emergency departments - particularly in big city public hospitals -
became dumping grounds for the indigent and uninsured patients whom private hospitals
were declining to treat (Clark, 1996). In March 1986, as part of a budget bill called the
Consolidated Omnibus Budget Reconciliation Act (COBRA), Congress passed the
Emergency Medical Treatment and Labor Act (Frew et al., 1988).

COBRA requires all emergency rooms that receive Medicare and Medicaid funds to
examine all patients who present to the ED and to provide all medical care necessary for
stabilization, regardless of the patients' ability to pay. This screening examination can be
completed by individuals determined qualified by hospital bylaws and who meet Federal
requirements (Derlet and Nishio, 1990). Federal law does not require treatment to be
rendered unless the patient has been determined to have an emergency condition by a

screening examination.



Emergency medicine practitioners are the only medical specialists required by federal and
state law to see and screen all patients who present themselves for care. Failure to comply
with COBRA has a direct economic impact because both the hospital and the physician can
be fined for failure to comply with the law. Physicians can be fined $25,000 and hospitals
$50,000 for each violation (Clark, 1996; Frew et al., 1988). In addition, the hospital can be
suspended or terminated from the Medicare program (Frew et al., 1988). Additional
motivation for physician and hospital compliance is the potential for any person injured by

a violation of COBRA to sue the hospital for the injury.

Govemnment as a Source of Health Care Payment

Medicare and Medicaid are the predominant sources of payment for hospital services.
Of the $364.5 billion estimated expenditures for hospital care in 1994, Medicare comprised
29.9 percent, Medicaid, 13.4 percent, private insurance, 35.2 percent, and other sources, 21.5

percent (Sultz and Young, 1997).

Many government programs are overlapping in their mntent. For example, Medicaid
programs are conglomerates of federal and state source funds with policymaking subject to
federal, state, and local administrative and legislative influences. Medicaid costs are the
fastest growing component of state budgets (Sultz and Young, 1997). In response to this
trend, numerous states are seeking or have obtained waivers from the federal government to
cither mandate or encourage Medicaid client enrollment in managed care plans i an effort
to contain costs (Department of Health and Human Services Office of Inspector General,
1992a; Sparer, 1996; Sultz and Young, 1997).

The Oregon Health Plan and Cost Containment Through Managed Care

On February 1, 1994, Phase 1 of The Oregon Health Plan (OHP) was implemented.
This phase of the OHP was designed to both increase eligibility for the thousands of low-
income people below the federal poverty level who had not previously qualified tfor

Medicaid benefits, while decreasing the overall cost of health care services primarily through

the use of managed care. The writers of State legislation have focused much attention on




the provision of health insurance for Oregonians, particularly the under-served population,

with the aim of improving access to primary health care providers.
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CHAPTER 2

LITERATURE REVIEW

It has been consistently shown that a large portion of those that use the Emergency
Department have needs which are nonemergent. This use is independent of the structure of
the health care system. Thus, whether the health care is socialized (such as the Swedish,
Canadian, and the Israeli systems), or private (such as the U.S. system), approximately half
of ED users present to the ED with nonemergent conditions (Andren and Rosenguist,
1985; Anson et al., 1991; Brown and Goel, 1994; Burnett and Grover, 1996). Two studies
from Canada suggest that ED use has greatly increased since the introduction of universal
health care despite the availability of fully insured alternative health care providers, many of

which do not require an appointment (Bumett and Grover, 1996; Brown and Goel, 1994).

The Emergency Department Provides Care Which Is
Neither Cost Effective Nor Appropriate

Routine use of the Emergency Department for nonemergent care has been criticized
because of its role in increasing health care costs and promoting poor overall quality of care
resulting from a lack of care continuity (Dept. of Health and Human Services, 1992a and
1992b; Glotzer et al., 1991; Haddy et al., 1987; Halfon et al., 1996). Those who use the ED
for nonemergent problems tend to be poor and have symptoms which are often
psychosocial in nature, for these problems, the ED can provide care but lacks the
coherence in treatment which would benefit this population (Philibert and Beland, 1992).
Furthermore, children who use the ED as a regular place of care may not recetve routne

checkups and preventative care (Mauldon et al.,1994).

Nationwide, entollment in managed care plans of all types has continued to nse at a
steady pace from 37 million members in 1990, to over 100 million today (Sultz and Young,

1997). Managed Care organizations place heavy emphasis on the primary care physicians as

“gatckeepers,” and primary care providers are viewed as the most influential component in
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ensuring that patient care 1s appropriate to the need, is timely, and coordinated. By requiring
specialty health care to be authorized by the primary care physician, managed care
organizations seek to avoid the use of high-cost services, including the ED, tor complaints
that can be treated effectively at the primary level (Silverstein, 1997; Sultz and Young, 1997).
Pre-authorization for referrals by the primary physician is thought to ensure coordination

and avoid duplication of these services when they are needed.

While supporters of primary health care and managed care groups criticize the quality of
care provided ED patients because of a lack of continuity in care, not all ED practitioners
agree with this perception. A few studies which compare outcomes of intermittent care with
continuous care suggest mixed results (Clark, 96). There 1s also concemn that there are
serious risks assoctated with the rapid expansion of Medicaid managed care in that most
health maintenance organizations (HMOs) have little experience caring for the poor (Sparer,
96). Capitated payment systems contain incentives to underserve this population, possibly
denying them access to needed medical care, including the ED. According to Mauldon et al
(1994), HMOs may not provide an ideal alternative for Medicaid patients since studies
suggest that low-income patients may not do as well in this type of system as middle-income

enrollees, especially those with preexisting health problems.

Health care in the United States 1s a big business that consumes over 14 percent of the
United States’ gross domestic product and is expected to soon exceed $1 trillion annually in
costs (Sultz and Young, 1997). Health care systems include thousands of independent
medical practices and partnerships, managed care and provider organizations, public and
nonprofit institutions such as hospitals and nursing homes, and other specialized care
facilittes. Although the ED 1s viewed as an expensive source of health care, emergency
department care represents considerably less than 5 percent of annual health care
expenditures in the US (Clark, 1996; Steinbrook, 1996). This includes not only emergency

treatment but also the provision ot nonemergency care.

The costs of services provided by emergency departments for nonemergent care are
criticized as being expensive and economically inefficient. Diverting nonemergent visits
from emergency departments to primary health care providers 1s viewed as a way to cut

medical costs. Some sources say that care obtained in EDs i1s two-to-three ttmes as much as
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the same care provided elsewhere, costing health-msurance plans an estimated $5 billion n

unnecessary expenses (Clark, 1996; Dept. of Health and Human Services, 1992a; Willtams,

| 1996). Authors who disagree with these cost analyses posit that a simple comparison of
private office charges versus those charged by the emergency department provides a very

distorted view. They suggest that EDs are high-cost when in fact they are high charge. This

is because 60-80% of patients who use these facilities don’t pay the full charge while private

physicians collect about 85% of all their charges (Clark, 1996). This suggests that the ratio

| of costs to charges is much closer for private physicians’ offices than for emergency
1 departments. They suggest that a more accurate comparison can be made by examining the
actual costs of providing services in the two settings. This method of analysis suggests that

the average costs of nonemergent ED visits are similar to private physician oftice charges,

$62 versus $50, bringing the actual cost savings if these patients were treated outside the ED

closer to $0.5 billion (Clark, 1996; Williams, 1996). These authors suggest that because the

ED has fixed costs, they might as well be utilized fully.

Medical Services Utilization Models

Multiple studies of ED utlization have been conducted. Authors argue that the

|
increasing use of the ED for nonemergent needs may be due to both the convenience and
the accessibility of the ED. Convenience and accessibility are powerful incentives which
may influence patients' preference of emergency services over primary care providers. EDs
provide sophisticated 24 hour a day care, every day of the week, with no appointment
necessary. The fact that primary care physicians not only have limited office hours but also
have an unwillingness in many instances to accept new patients makes access particularly

difficult and ED use more appealing (Andren and Rosenqvist, 1987; Hurly et al., 1989;
Padget and Brodsky, 1992; Shesser et al, 1991; White-Means and Thomton, 1989).

Several studies performed in the US give readers the strong impression that emergency
services are often used inappropriately for nonemergent care by low socioeconomic status
patients who substitute ED care for carc that could and should be provided in another,

more cost effective setting (Shesser et al., 1991). However, other studies have found that

O
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socioeconomic status is not the only factor which influences people in the use of the ED
for nonemergent care. It is apparent that the decision to present to the ED is complex and
its explanation involves the consideration of other factors (Brown and Goel, 1994). Two
models found in the literature are useful frameworks with which to look at Emergency

Department utilization.

| Emergency Services Model
The first model suggests that EDs play three major roles in health care and delivery: (1)

they serve as trauma centers; (2) they provide an entrance to the health care system when

the usual source of private care is unavailable - for example on weekends and after hours;

(3) they serve as a usual source of care for a significant portion of underprivileged users

(Buesching et al., 1985; Padgett and Brodsky, 1992; Philibert and Beland, 1992). While not

‘ all persons who utilize the ED fit within these three categories, the literature reviewed for
‘ this project is consistent with this model of ED use. The role of the ED as a trauma center
| can be evaluated, in part, by the number of hospital admissions as compared to the overall
number of patients evaluated and treated. That the ED is a physician substitute for those

whose regular source of care is temporarily unavailable can be evaluated by the number of

patients who have been referred to the ED during non business hours. It has been well

documented that many of those who use emergency services for nonemergent medical

problems tend to be poor and are often recetving public assistance

| The Behavioral Model of Access

The second model with which to analyze Emergency Department utilization is the
behavioral model of access developed by Aday and Andersen (Aday and Andersen, 1974;
Brown and Goel, 1994; Halfon et al.,, 1996; Padgett and Brodsky, 1992; White-Means and
Thorton, 1989). This model of access proposes that the use of health services can be
explained as three sets of factors: (1) predisposing factors such as age, gender, family, and
other social and cultural characteristics; (2) enabling factors such as msurance coverage,

income, and the organizational structure of the health care system; and (3) those tactors

o
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which represent the need for health services, such as the presence of chronic or recurrent

health conditions and measures of overall health status.

1.Predisposing Factors

It is generally agreed that age and gender are not strong predictors of nonemergency ED
utilization. Studies do show that there is a tendency for children under the age of 5 to
disproportionately use the ED as compared to oider children (Brown and Goel, 1994;
Buesching et al,, 1985; Melzer-Lange and Lye, 1996; Shaw et al., 1990). This can be
rationalized partially in biological terms because the incidence of infectious disease (and
resultant parental anxiety) in this age group 1s high (Brown and Goel, 1994). Most studies do
concur that the majority of those who use the ED for nonemergent needs fall into the age
category of 17 - 40 (Buesching et al., 1985; Padgett and Brodsky, 1992; White-Means and
Thomton, 1989). However, this distribution is unlikely to differ much from that of the
general population (Padgett and Brodsky, 1992). There 1s disagreement among authors on
the use of these services by the elderly population. Bamett et al. (1992) argues that the
elderly do not use emergency medicine for minor health problems while Brown and Gel

(1994) found this group to be significant users.

Although the studies revealed that there are slightly more males than females who utilize
the Emergency Department for nonemergent services, this difference was not found to be
statistically significant and not a predictor of ED utlization. Injury may account for the
slightly higher male utilization rate. The majority of people who show up in hospital EDs
are men, with those in their late teens and early 20s especially injury-prone (Associated

Press, 1995).

As predisposing factors, family and other social networks have been tound to influence
Emergency Department utilization. For example, the children of single parent households
were found to utilize the ED more frequently than those trom two-parent homes (Brown
and Goel, 1994; Halfon et al, 1996; Melzer-Lange and Lye, 1996). Living alone and
experiencing loneliness also may influence use. It was found that at least half of the adults
who used the ED for nonemergent care were not married (Andren and Rosenqvist, 1987;
Burnett and Grover, 1996). However, Padget and Brodsky (92:1192) argue that studies on

the influence of soctal networks and social support on general medical care utilization have
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yielded inconsistent findings. They state that “while some studies have linked poor soctal
supports to increases in medical help-secking behavior, others have noted that helpful social
networks may also increase utilization by enhancing access and acceptance of medical care”.
About his own research findings, Schwartz (95:1023) states "Surprisingly, I found that
married individuals (i.e., those with high social support) came to the ED more often than
single people. One explanation for this may be that there is another person close by

validating the need for emergency care."

Cultural factors affect nonemergent ED utilization to varying degrees. According to
White-Means and Thomton (1989), age is the only predisposing condition that has similar
effects on ED visits by whites and blacks, with those 18 to 34 of age having the highest
utilization. He argues, for example, that income, education, employment status, and type of
insurance influence utilization by whites but have little effect on utiization by the black
population. According to another study, black children had twice the odds of white children
of using EDs for routine sick care; however, Hispanic children were no more likely to use

EDs than were white children (Halfon et al., 19906).

2. Enabling Factors

Nationally, Medicare covers 11% of the population, Medicaid provides coverage for 8%,
and 14% do not have health insurance (Office of Health Policy, 1993). Patients with

Medicaid are more likely to have two or more prior emergency room visits compared with a

group of patients with private insurance and those who are uninsured (Davidson et al., 1994;
White-Mean and Thorton, 1989). Studies also show that 61% of all ED visits by Medicaid
recipients were deemed "inappropriate” in that they could have been seen in another
setting, compared with 33% of all ED visits by private insurance and 13% of all Medicare
(Alteriis and Fanning, 1991; Dept. of Health and Human Services, 1992a). Although ED
utilization rates for the uninsured may be lower than those with a source of msurance, it is
of great concem that those who are uninsured reported fewer physician wvisits and
hospitalizations than insured persons, despite suffering from higher rates of ill health

(Blendon, 1988; White-Mean and Thornton, 1989).

Low socioeconomic status combined with non-availability of primary care providers

appear to underlie much of the ED use in this country (Halfon et al,, 1996). Children

o
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residing in counties where the supply of primary care providers was in the top quintile had
half the odds of reporting EDs as usual sources of sick care when compared with children
in those areas with lower physician-to-populaton ratios (Halfon et al, 1996). Provider
reimbursement levels under Medicaid are low and often limit access. Payments for physician
office visits may be less than half the amount paid by Medicare and private insurance
(Braveman et al., 1988; Mauldon et al., 1994; Sparer, 1996; Thorpe et al., 1989). A substantial
number of office-based primary care physicians do not see Medicaid recipients or
specifically limit the size of their Medicaid practices when there is a lack of oftice-based

physicians (Alteris and Fanning, 1991). The effect of primary care physician supply is

services has a significant impact on where families seek care when they are sick (Halfon et

consistent with other studies that have demonstrated that avaiability of primary care
| al.,, 1996).

|

|

|

Those who use the emergency room as their usual source of health care have an
increased probability that they will continue to utilize the ED for this care (White-Means
and Thormton, 1989). Padgett and Brodsky (1992) found that among nonemergent users of

the ED, the lack of an alternative source of care was most frequently cited as the reason for

of more substantial means to have a regular source of care (Hurley et al., 1989). Thus, for a
variety of institutional and economic reasons, these persons are more hkely to use EDs

instead of private physicians for their basic medical care.

\
|
| using theses facilities. Also of importance is that poor individuals are less likely than persons
Adults whose primary source of family income was from a public source, such as
welfare, are more likely to present to the ED than those whose primary income was from
wages, salaries, or other sources (Brown and Goel, 1994). In contrast, however, the same
authors found that unemployed adults were not significantly more likely than employed
people to have visited the ED on one or more occasions during the previous 12 months.
Another study found that among whites, full-ime employment decreases the overall

number of medical visits and ED utilization, but that full-tme employment does not affect

utilization within the black population (White-Means and Thomton, 1989).

Proximity to the ED is an enabling factor that may affect utilization. Hospital emergency

departments arc often located in areas which may be underserved, such as in inner-city

L
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areas. According to Padgett and Brodsky (1992:1193), "Disentangling the eftects of the
enabling factors - income, insurance coverage, usual source of care, an