Targeting National Emergency Department Overuse:
A Case for Primary Care, Financial Incentives, and
Community Awareness

By Christina A. Nguyen, Jenny A. Shih", Katerina V. Lin’,
Oludamilola A. Aladesanmi”

" These anthors contributed equally.

Patients seek care in the emergency department (ED) for manyreasons, including
non-urgent conditions that could be treated in a primary care physician’s
(PCP) office or alternative health facility. Convenience, need-blindness, and
resourcefulness draw patients towards the ED, and lead to ED overuse. In this
article, we outline a comprehensive and integrated approach that includes
specific solutions and quality improvements to overcome the excessive use
of EDs for non-urgent conditions. We target three critical components of the
healthcare system: 1) hospitals and other physician groups, 2) insurance
companies, and 3) patients. Our recommendations include expanding access
to primary care, offering financial incentives for both patients and physicians
to reduce unnecessary ED visits, and fostering patient awareness of alternative
health care options through community health workers (CHWs) and mobile
worksite programs.

OVER THE LAST FEW YEARS, the number of
emergency department (ED) visits has
increased by 30% from about 96 million
visits in 1995 to 115 million in 2005 (Figure
1).! Despite the inctease in ED visits, the
number of hospitals with operating EDs
has declined by 8%." Increasing ED use
can be largely attributed to a “push” factor
drawing patients away from primary care
centers and a “pull” factor attracting them
to emergency services. 45% of patients
cite access barriers to primary care as their
reason for using the ED, but only 13%
of patients have conditions that require

the ED.? However, ptimary care centets
often lack timely appointments as well as
after-hours care, and as a result patients
experience poor coordination of care in
contrast to care received through EDs. This
aspect can especially become problematic
when the patients have chronic conditions.
Consequentially, the difficulty of receiving
care at primary care centers and the ability
to receive immediate care at hospital EDs
fuels the increased demand for emergency
care services. Factors like convenience,
need-blindness, and resourcefulness attract

patients to EDs. However, an excess of

patients coming to the ED with non-urgent
conditions makes it difficult for hospitals to
achieve maximum efficiency and provide the
best quality of care possible. Overcrowding
creates longer waiting times, decreases
physician productivity and efficiency, and
eventually contributes to the increasing
risk for poor health outcomes.” Physicians
cut down the time they spend with each
patient and in some cases have to divert
incoming patients to alternative hospitals.*
Furthermore, the overuse of ED places
an additional burden on the overtaxed
health care system, and contribute to the
$38 billion worth of wasteful health care
spending every year.”

In this
interventions  to

we evaluate current
the problem
and investigate the causes of the national

article,
address

problem of ED overuse. We then suggest
a comprehensive and integrated approach
that includes specific solutions and quality
improvements to overcome the excessive
use of EDs for non-urgent conditions.
Current Interventions

The literature describes several interventions
that have been implemented in recent
years to address the issue of ED overuse.
Efforts to increase capacity of non-ED
settings, such as mobile worksite health
clinics, have had mixed results.>*” Increased
access to non-urgent centers and the use of
managed care, in which the patient agrees
to visit only certain physicians, have led to
reductions in ED use; however, the extent
to which these policies translate into better
patient outcomes and usage of appropriate
care centers for non-urgent conditions is

unknown.® Additionally, several studies
have suggested that patient awareness
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efforts through informational booklets and
in-person education sessions may lead to
better health outcomes, with no significant
adverse events.*® However, there is little
information available regarding the impact
of patient awareness on the ability of
secking appropriate care.

On the other hand, by limiting the
services that are covered by insurance,
insurance companies may successfully
decrease the demand for certain medical
services, such as the use of ED. The 1970s
RAND health information exchange (HIE)
experiment found that more generous
health insurance is associated with increased
medical use, including
that of EDs. For
example, the expansion
of Medicaid in Oregon
led to a 40% increase in
overall ED use over an
18-month petiod.” To
take advantage of the
influence of insurance
on demand for care,
insurance  companies
have implemented
incentives to motivate
patients to limit non-urgent ED visits. Data
show that such incentives can successfully
help prevent ED overuse.’

Much of the literature addresses the
problems and responsibilities attributed
to health systems and providers, but fails
to elaborate on patient responsibilities.
Moreover, there is a lack of literature that
evaluates the effectiveness of a combination
of efforts, especially in light of better quality
of care and health outcomes. To address the
complexity of the ED overuse problem,
we propose a multi-pronged approach that
targets three critical components of the
healthcare system: 1) hospitals and other
physician groups, 2) insurance companies,
and 3) patients.

Expanding Access to Primary Care

Healthcare providers should expand access
to primary care in existing primary care
centers and alternative facilities, such as
urgent care centers. These can provide
the

conditions for which patients sometimes

healthcare for non-life-threatening
come to the ED. To improve access to
existing primary care services, we propose
the expansion of healthcare homes, clinic
hours, and alternative care clinics.

First, we propose caring for patients
within healthcare home environments,
which can reduce the need for these patients

to seek care in the ED. These environments
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One of the biggest
barriers to solving
the ED issue is
misalignment of
financial incentives
between patients,
providers, and
insurance companies.

are patient-centered medical homes that
allow health care professionals to interact
directly with the patients to foster stronger
doctor-patient relationships. These homes
would offer comprehensive care services
and be able to coordinate healthcare services
across specialties. Piloted studies of these
homes have shown that this system leads to
reductions in ED use by 37%.* Increasing
the of these patient-centered
homes and implementing team-based care

number

can improve medical care can emphasize
care coordination as well as prevent patients
from overusing the ED.

Second, we suggest that primary care
extend clinic
hours. Many patients
flock to the ED because

primary catre offices are

centers

not open during late

hours or weekends.

By offering extended

hours, primary care
physicians (PCPs)
would not only be

able to reach a greater
of  patients,
but also reduce the wait
time between scheduling appointments.
This is especially important for patients with
chronic conditions who need continuous
care that is only possible through their PCPs
instead of case-specific visits to the ED.

number

Third, we propose an expansion of
alternative care clinics (Figure 2), such as

urgent care centers and retail health clinics.
Urgent care centers and retail health clinics
provide alternative ways for patients who
need quick care to see PCPs. They provide
walk-in care for acute illness and injury
care, and often provide quicker care than
the ED.!""!! Moreover, the cost of a visit
is the same, or even lower than a regular
physician’s appointment or ED visit."*"
Urgent care clinics have been shown to
reduce ED overuse by 48%, a statistic
that demonstrates their potential to divert
patients from overburdened EDs."
Aligning Financial Incentives

One of the biggest barriers to solving
the ED issue is misalignhment of financial
incentives between patients, providers, and
insurance companies. In conjunction with
hospital efforts to increase access to primary
care services, insurance companies should
offer financial incentives for both patients
and physicians to reduce unnecessary ED
visits.

Currently, hospitals and providers are
not incentivized to address the issue of ED
overuse. First, hospitals want to take in as
many patients as possible, so reducing the
number of patients’ ED visits conflicts
with their incentive to maximize income.
Secondly, hospitals typically make more
money by admitting elective patients who
are often insured and who come for well-
reimbursed surgeries, rather than patients
insurance statuses

who have variable

into the ED. Third, hospitals have a legal

Figure 1. Trends in numbers of emergency departments and related visits, United

States, 1995-2005

5,000 =

4,500 |-

4,000 |-

3,500 |-

Visits

Number of emergency departments

L PP

—120
—115 o
[}
£
—110 &
-
> 0O
Emergency departments ~{105 2=
6
100 2o
N7
5 S
-9 &
2
=
=}
— 90 =z

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005

SOURCES: CDC/NCHS National Hospital Ambulatory Medical Care Survey, American Hospital Association.

Source: Nawar et al., 2007



obligation according to the Emergency
Medical Treatment and Active Labor Act
(EMTALA) to provide necessary care to

all  patients who

maximize their income.
Fostering Patient Awareness
Many patients overestimate the severity of

to contact a representative sample of
the community. As such, educating a few
people would optimally create a network

of communication

walk into the ED.*  Efficient change must come about by first getting the through neighbors.
As a result of T pggylation to understand the urgency of fixing auniversal  ¢HWs  would
these factors, an . also focus on
overcrowded  ED  threat to their everyday health. targeting  minority

makes it more likely

that patients who are uninsured or have
non-urgent concerns will leave the ED
before getting treated.

We propose that insurance companies
instate new financial incentives for both
the providers and patients so that these
incentives align with reductions in ED
use. They should incentivize the use of
alternative care by rewarding patients
who utilize urgent care clinics and other
alternative care centers with lower co-pays.
A system that rewards patients rather than
penalizes them can potentially decrease the
demand for ED services. Also, in addition
to creating patient financial incentives,
insurance companies should also instate
payment reform for providers. Performance
measures such as patient ED utilization or
appointment wait times could be used to fuel
a pay-for-performance or global payment
model. Providers would be incentivized to
achieve their performance standards and to
reduce unnecessary use of ED in order to

their health problems and consequently
seck care at an ED when less expensive
alternative care is approptiate.’® Patient
education could reduce ED visits by making
patients more aware of alternative health
centers and advising them to seeck medical
care in the ED only when necessary.

To implement patient education and
outreach, we advocate the use of community
health workers (CHWs), trained community
members who are able to provide informal
health-related services, to bridge the gap
between the private and public sectors of
health.!”” CWHs and volunteers would reach
out to members of the community through
various events and social gatherings that
make information about preventive services
and available care services more relatable and
accessible. For example, some would offer
pamphlets at gatherings after church services
with information about averting common
illnesses, while others would go door-to-
door in sectors of certain neighborhoods

Figure 2. Characteristics of Ambulatory Care Centers, by Type
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or  region-specific
populations their
For example, if Latinos in a certain area

within communities.
are more likely to overuse the ED, then
the volunteers could focus on being able
to provide verbal or written information
in Spanish, while taking note of different
medical beliefs that their culture might
have. This will make our approach more
culturally, linguistically, and contextually
apptoptiate for target populations.'
specific  neighborhoods

In
such as low-
income urban and rural populations where
there is extremely low access to primary
care, we would furthermore suggest the
implementation of mobile worksite health
programs to offer preventive cate services."
Preventive services include

care may

essential medical  screenings—including
tests for hypertension, cholesterol, blood
glucose, HIV/AIDS, and Body Mass Index
(BMI) assessment—and education on risks,
symptoms, nuttition, and self-care."”
Discussion
Implementing our solutions successfully
involves being able to motivate ecach
player in the American healthcare system
to contribute to change. Leading others
to change, however, is not always easy.
Patients are often unwilling to change their
habits after having gone through numerous
years of relatively healthy lives. Therefore,
efficient change must come about by first
getting the population to understand the
urgency of fixing a universal threat to
their everyday health. Good ideas come
into fruition after understanding people’s
norms and then changing them through
active people-to-people interactions; this
involves a “grassroots” approach from the
community, in which everyone is aware
of the perceived value of a change and
can continue to educate one another.”
Communities thus have the ability to form
networks in which health behaviors and
connections can spread.”’ >

This approach of tackling the ED
overuse as a community problem can help
address the barrier of mobilizing changes in
patient behavior. In order to draw patients
away from seeking non-urgent care in the
ED, we must educate patients to utilize
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Our three-pronged approach for addressing the ED
overuse problem aims to improve the quality of care for
patients in both urgent and non-urgent situations.

primary and alternative care centers and
adopt care practices.
patients spend a disproportionate amount

preventive Since
of time managing their health outside of
professional healthcare providers, education
and patient awareness tactics would take
a step closer towards the ideal of having
a “flipped” healthcare system, in which
patients are the main drivers behind their
own healthcare.*

Ultimately, our three-pronged approach
for addressing the ED overuse problem aims
to improve the quality of care for patients
in both urgent and non-urgent situations.
Patients with urgent conditions can receive
more timely and efficient care in the ED,
while those with non-urgent conditions can
find their needs met more appropriately at
alternative sites. Reductions in overcrowded
EDs will allow health professionals to devote
more time to each patient and provide more
patient-centered care. Increasing patient
awareness and services by instituting mobile
health clinics can lead to screening minority
groups and enhancing the accessibility
of populations that may have difficulty
receiving primary care services. Reduced
wait times in the ED will also provide a less
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stressful atmosphere conducive to safer and
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The problem of ED overuse in the US
is a national emergency that needs to be
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