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PREFACE

The practice of medicine in the United States traditionally has
been a private contractual agresment between a pziicit and a private
physician, with the physician providing the point of entry into the
health care system. Through the years, this arrangement becams stoeped
in tradition, ingrained in societal patterns, and bound Qith legal re~—
strictions. For many patisnts, this arrangement still exists, but for
others, the situation has changed markedly. Many factors contributed to
this change and are wurthy of comment, but it is sufficient to say here
that the traditional patient-physician rwlationet.ip has not been uni-
versally sustained.

In recent years, patients, out of necessity, sought other means
of obtaining medical attention, but only a few alternative arrangemsnts
were foundAto be available in this courtry. The emergency room a! the
local hosp. tal repreaented one of these:alternatives,zand it has become
a major point of reference for health care, Indeed, the emergency room
is now a focal point of pubiic and professional attention as it has re-
luctantly assumed tha monumental task of providing care for patients hho
had no other point of entry into the health care system.

It is the purpuse of this paper tc deal with the evolution of
the emergency room and the problems associataed with this additionally

assumad burden. The literature on hospital emergency rcoms was examinad
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to document the svolution, the probiem areas, the quality of care, the
previous studies on emergency rooms, and the proposed solutions to the
point-of-entry problem. The research portion of this paper identifies
the methodology and setting of the research pricr to sxémining the rive
areas of investigation which are pertinent to understanding the reasons
and factors associafed with patient use of the emergency rcom. It is
hoped that an understanding of the reasons and factors could bs incor-
porated intn management decisions to provide better care foi the popu-
lation and nem‘modas in the health care delivery system.

The preface is the customary place to acknowledge ne assis—~
tance necassar& for accomplishment of such a project. This author is
indsbted to many psople who contributed immensely to this sctudy. The
acknowledgment of those individuals is but a token indicatinn of my
true appreciation of their efforts. However, many who remalin unnamed
have aiso contributed generously.

It is a pleasure to acknowledge the assistance for the two-year
saquence of this project of Dr. Jeptha W. Dalston, advisor and director
of this study. The quality of this study is a result of his sncourage-
ment, guidance, criticism, concern, and high expectations. Apprsciation
is alsn extended to Dr. Charles M. Cameron, Jr., Chatrman of the Depart-
ment of Health Administration, for his yuidance and the opportunities
allowed me while a studsnt ;n'the depar tment,

Mr. Dan Tipton, Administrator of South Community Hospital,
William Gillispie, Assistant Administrator, and Dr. Thomas Garrett de-
rorvu recognition for allowing this study to be conducted at South Com-

munity Hospital. The emergency room staff deserves a spezial thanks for
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its cooperation and assistance with the study. Enduring the intrusion
of a rasearcher into its established work rot tines nerits notsworthy
recognition.

The graduate faculty uf the College of Health, UniQersity of
Oklahoma Health Science Center, provided valuable suggestions and recom-
mendations, and especially the members of the dissertation committee:
Or. William . Hood, Dr. Bobbis L. Focts, Dr. Thomas R. McGowan, and
Dr. Robert W. Ketner. Dr. Donald E. Parker and Mr. Paul Costiloe of the
Department o' Biostatistics and Epidemiology and Miss Susan Early of the
Medical Computing Center, University of Oklahoma Health Science Center,
provided necessary advice and assistance ragardiﬁg statistical analysis
and information retrieval. Dr. Robert W. Hetherington, School of Public
Health, University of California, Los Angeles, assisted with the design
of the symptom sensitivity portion of the study.

ing writer is particularly grateful to his wife, Lavilla, for
her constant encouragement, understanding, and moral support through
this period of graduate study, and to his two teenage sons, Michael and
Boyd, for endurance and sacrifice during this period.

Special recognition is extendsd to a Mother who provided and
instilled in her Son the desirs to attain higher educational goals

through her actions, efforts, and example.
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THE EMERGENCY ROGM IN A COMMUNITY GENERAL HOSPITAL
A STUDY OF CHARACTERISTICS, ATTITUDES, AND

USAGE PATTERNS BY PATIENTS

CHAPTER I

INTRODUCTION

Statement of ths Prohlem

ine role of the emergency room in the health care sysctem of
the future is unknown. Fsw definitive patteris or solutions are develaop-
ing to meet this complex problem. The problen in the smergency room
mirrors increasing public demand as well as basic changes ir our social
system. The complexity of the problem is such that the contributing
factors are inceparable aad cannot be studied and examined independently.
A generally accepted fact is that no amount of administrative effort can
revect the usage pattern hSack to thé prewar era when the emsrgency rooms
were used primerily as trauma centers.

The administrative sfforts to correct thess problems have hesn
fesble and ineffactiQB. A concerted effort must be made to develop al-
ternative modes and models of health care which utilize the strong fee—
tures of the emergency dasartment and minimizs the deficienciass. Most
importantly, the ssrvice arrangement developsd must be acceptable to the

gensral public,
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This study will focus on the emergenzy room of a community
general hospital, providing information on factors which affect usage,
exploring patients' reasuns for using emergency room care and their ac-

ceptance of altsrnative riodels of health servics.

The Evolution

The emergency room as a distinguisheble hospital facility and
service is approximately 40 years old. During thess four decades, the
role and function of the emergency room have undergone expansive chan-
ges as noted by Dr. George James:

The emergency room was used as a separate "traums center" of the

hospital. But now the emergency department seems to be merging

with the outpatient department and the physiciant's private

offices so that it has bescome an ambulatory patient-cere facil-

ity functioning 24 hours a day, seven days a week.
Factors such as transportation, leisure time, education, knowledge,
charity, and professionalism have all influenced the changing functions
of emergency rooms. No single factor can be identified as the source
of this phenomenon.

In ths lsst decade, as increased emergency room usage has over—
loaded this system of health care delivery, there has been anAincreasad
pressure to respond to this problem. After studying 300 hospitals, Dr.
James McCarrol of Cornell University Medical Center sulsatantiated the
conclusions expressed by Dr. James. The study suggested fhat the emar—
gency room, which originelly was the ™accideiit clinic,™ now 3ervad the
duel functions of outpatient department and treuma center. The emer-

gency room has often become a substitute for the private physicien and

1Ganrga Jemssz; "The Emergency Room: Entry to the Health-Care
System,™ Hospital Topics, XLVII (October, 1969), p. 69.
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the first choice of medical care for a large number of patients.1

An authority in the trauma field, Dr. Robert H. Kennedy dated
the beginning of the changes at the end of World War II and stated:

Scmathing happened to medical practice following the second war,
but apparently not because of it. Use of the hospital for in-
patients increased rapidly; house calls became more rare; the
doctors disliked coming to their offices except for regular
hours, they were frequently unavaiiable nights, weskends. holi-
days, and the weekly golfing afterncon. They often sent their
ambulatory patients tc the hospital since there was always some
doctar there.

No longsr were the problems iimited to injuries. The accident
room became the emergency room where patients with colds, head-
aches, fever, pain or fright appearsed rather than in a doctor's
office., Gradually, the waalthy began to appear here when they
could not gat their awn doctor immediately, and the charity
character of the emergency room disappeared. Sc there had to

be more examining rooms added for privacy. soma kind of admit-~
ting office, central stations for nurses, and so on. 0One could
not call this an emergancy rcom when it had twenty or thirty
rooms. Also, it served two or three times as many patients as
were admitted to hospital beds, many of them requiring immediate
oroper sorting. So, with the grasatiy increased responsibility
of all concernad, it had become the emergency department, an in-
dispensable cog in the hospital system.

Only about one-third of the patients now come as a result of

injury. Sixty per cent are medical end pediatric cases. The
emergency department has become the community medical center.

2

As the smargency room evolved from the trauma center and acci-
dent room to the community medical center, cverwhelming numbers of
patients began circumventing established medical care patterns, and the

widespread use of the emsrgency room severely strained the system,

This evolution created a monumental utilizaetion problem.

1John R. McGibony, Hospital Emergency Services, U. S. Depart-
ment of Health, Education, and Welfare, Publication No. 930-C-3 (Wash-
ington: U. S. Government Printing Office, 1963), p. 1.

ZRobert H. Kennedy, “Emergency Facilities and Services," Pro-
ceedings of the Rochester Forum on Emergency Health Services (Rochestsr,
New York: Rocheater Academy of Nedicine,,Juns 15, 1967), pp, 20-21.
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The Utilization Problem

Use of Services for Non-Emergent Conditions

The utilization of emergency ::oom services has grown steadily
out of proportiop to voncomitant incicisas in hospital admissions,
clinic visits, or population growth in a service area. A major aspect
of this trend has npeen thse growing proportion of visits to the emer-
gency facility for a wids varisty of non-emergent conditions rather
than for accidsntal injury and emergency medical conditions. The in-
creased use of these facilities indicates a basic shift in the patterns
of medical care ani a change in the facilitises.

The validity of emergency room statistics may be questioned due
to the lack of a uniform criteria and s central registfy. It is gener-
ally accepted, however, that 18 million visits were made to emergency
room facilities in 1968, while in 1970 over 60 million visits were re-

corded--an approximecie three-fold increase in 12 years.1

Based on national figures, it is estimated that oniy ten per
cent of the patients presenting themsslves for service in the emergency
room will be admitted to the hospital. However, 50 per cent of the
patients in one general hospital providing short-term car2 were admitted
through the smergency dapartment.2

Studies of emergency rooms in the United States have shown
that these services are in a raplid state of transition with ths non-

emergent patient often ocutnumbering the "true™ emergency patient.

13ames, loc. cit.

2The Pennsylvania fledical Society, Emergency Medical and Health
Services in Pennsylvania, A Report Prepared by the 1970 Commission on
Emergency Medical Services (Philadelphia: The Pennsylvania Medical
Society, Juns, 1971), p. 57.
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Hospital size and community location are local conditions which affect
utilization and the percentage of emergent to non-smergent cases. The
following studiss indiceate the magnitude of the problem:

A 1960 study of 330 nospitals in foir geographic regqions of the
U.S. found 58% of the patients were trus emergencies with 18%
of emergent patients admitted to the huspital.1

R 1964 study of the Yale-New Haven Fospital in New Haven, Cuir
necticut, found 6% vere classified e¢s emergent, 37% were urgsnt,
and 57% were non-urcent.2 Ten years previously, 1/2 to 2/3 of
the patients would Fave been considered in thes emergent and ur-
gent catsgorias.3

A 1964-65 study of the patients of five medical practices in
Vermont found that 27 of the patients in the study incidentally
used the emergency room. 0Only 6 had traumatic conditions while
8 had respiratory dieosrders.

A Michigan Blue Cross study in 1965 of ths emergericy room
patierits in 22 hospitals indicated that 57.1% of the patients
had traumatic injuries.>

A study of Boston City Hospital in 1965 found that 2/3 of the
patients using the emergency services were non—accident and non-.
emergency cases. :

1James R. McCarroll and Paul A. Skudder, "Conflicting Concepts
of Function Shown in National Survey,™ Hospitals, J.A.H.A., XXXIV
(December 1, 1960), p. 3S.

2%g. Richerd Weinerman, et al., ®*Yale Studies in Ambulatory
Medical Care,™ American Journal of Public Health, LVI (July, 1966),
p. 1046.

3"Emargency Room Crisie: How They'rs Coping with It," Medical
Economics, XLV  (August 5, 1968), p. 107.

430hn M. Last, "The Content of Medical Care in Primary Prac-
tice," Medical Care (January-February, 1969), p. 48.

. 5Hanry F. Vaughn and Charles E. Gomester, "Hospital Emergency
Room Utilization in Michigan,™ Inguiry, III (May, 1966}, p. SS.

63ohn R. Kirkpatrick and Leon J. Taubenhaus, "The Non-'irgent
Patient on the Emergency Floor,™ Medical Care, V (January-February,
1967), p. 21.
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A USAF emergency room study of Wright-Patterson Base Hospital
in 1966 found that only 35% of visits were classified as truse
emergencies while 78% of the visits were for medical condi-
tions other than injuries.1

AR 1966 study of Alexandris Hospital in Alexandria, Virginia,
indicated that 50 to 75% of the patients were not emergency
patients.

A 1966-67 study of the emergency room in Saginaw General Hos-
pital in Saginaw, Michigan, found 60% of their patients to be
ratad emergent or urgsnt.

R 1968 study of the emergency room of Bon Secours Hospital in
Maryland found that 5% of their patients were extremsly urgent;
40%, emergent; and 55% wers non-emergent.

R 1970 study of Cook Courty Hospital in Chicago found that only
10% of the nearly ope million emergency room patients were
"trus" emergencies.

A study conducted recently by the Philadelphia County Medical
Sociely disclosed that only 50% of the psople in that service
area vho came to emsrgency rooms had emergency problems. Anoather
study by the Rochester, New York, Regicnal Health Planning and
Hospital Council found that 2/3 of the people who ca%led at emer—
gency cooms did not really need emergency treatment.

1Uernon L. Seasa, "A Study of Selected Cheracteristics of .
Emergency Room Patients at the USAF Hospital Wright-Patterson™ (unpub-
lished Master's thesis, Program in Hospital Administration, University
of Michigan, 1966), p. 65.

2Ronald A, Jydsirup, "The Rele of a Planning Council in Provid-
ing Rdequate Emergsncy Health Services," Proceedincs of the Rochester
Fuzum on Emergency Health Services (Rochester, New York: Rochester
Academy of Medicine, Juna 15, 1967) p. 45.

SHal A. White and Patricia 2. O'Connor; "Use of the Emergency
Room in a Community Hospitel,™ Public Health Reports, LXXXV (February,
1970), p. 168. .

%williem E. Beaven, Juan F. Sords, and Patricia Whettle, "Emer-—
gency Room Problems of an 'Inner Core' City Hospital: An In-depth Analy-
sis of ths Emergency Department Bon Secours Hospital,” Maryland State
Medical Journal, XVIII (October, 1969), p. 63,

5"Emergency Care—Too Late, or None at All," Medicel World
News, XII (Feoruery 5, 1971), p. S. .

630hn Corlcva, "The Widening Emergency Room Crisis-Mayhsm in
the Emergency Room," Medical Economics, XLVIII (January, 1971), p. 110,
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A superficial journalistic survey of the emernsncy room use of
Oklahoma City hospitals in April, 1971, reported the non-smer-
gent patients cutnumbered true emergencies as much as ssven

to three.l

A 1971 study of 71 hospitals in Pennsylvania found the average
of 44,5% of the total number of emergancy room cases to be non-
urgent.

It is expacted that the widespread use of ¢mergency facilities
for non-emergent purposes in the future can only occur at the expense
of decreased efficiency in the cases of actual emer encies., Conse-
quently, the objective of hospitals and health carse providers interested

in improving emergency rcom care is. ths redirection af non-emergent

casss before antry to the emergency room.

Role of the Emergency Room

The emergency room assumes various roles and functions in the
process of providing care to patients. The literature abounds with dis-
crepancies and inconsistencies when an emergency room in one hospital is
compared to that in another hospital. This type of comparison has shoun
significant variation in areas of emergent-nonemergent, social class,
time of admission, peak hours, distance, and economic status. The con-
clusion is that therse are great disparities among emergency rooms and
that no two perform the same role for their patients.

A study conducted in New York with patients at four hospital
emergency rooms clarifisd this function-role problem by identifying

three major roles for the emergency room, namelys:

Terwin Watson, "Emergency Rooms Do It All Now,™ Oklahoma City
Timas, April 26, 1971, =. 1N,

2The Pennsylvania Medical Society, loc. cit.



1. Trauma treatment center.

2. Physician substitute when a private practitionsr or out-
patient clinic is not available.l

3. "Family physician” to the urban poor.

These recles, whi:h are expanded in the following section, are
not mutually exclusive for any one.hospital energency room, and all are
present to some degree in most emergency room::. Howsver, the variation
between comparable factors can more nearly be explained based on tha
percentage of patients utilizing a specific rols. The role of the emer-
gency roon as the trauma tresatment center is the traditional function
offering care for the severely sick and injured and is the role with
which the emergaency room is most commonly identified. Nationally, only
15 per cent of cases were estimated to fall within this role, although
the figure for individual emergency rooms ranged frcin {0 to 40 per cent.

Many factors have contributed to the use of the emergency room
as a physician substitute. John Carlova attributes the shortage of
physicians in private prectice, the decline of the general practitioner,
and the availability of coctors at only certain times as the reasons
that more pecple are turning to the emsrgency room as a substitute for
a family physician. He believes that the patient is influenced by read-
ing about advances in madical sciénce and believes ths hospital is the
best place to bener’it from such advances.? A study conducted by Michi-

gan Blue Cross found that two-thirds of the emergency room utilization

1paul Toxrens and Donna Yedvah, "Variations among Emergency
Room Population: A Comparison of Four Hospitals in New York City,"
Medical Cara, VIII (January-February, 1970), pp. 72-73.

2Carloua, loc. cit.
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visits wera a direct result of physician instructions or a result of
the patient's belief that his physician was unavailable.l

Selman states that as the practicirg physician becomes busier,
and it becomes increasingly difficult for patients to obtain appoint-
ments without prolonged delays in waiting areas, patisnts would natur-
ally gravitate toward the hospital emergency room whers the.service is
faster, and no appointment is necessary.2 In another study patients
who had been to the emergency room were asked, "If another emergency
situation developed in the future, would you attempt to contact your
own physician or go directly to the emergency room at the hospital?”
Twenty per cent of the patients responded that they would go directly
to the emergency room, and an additional 25 per cent replied that the
emergency room was a satisfactory substitute when their doctor was not
available.®

The most rapidly 3xpanding emergency services are accurring in
hospitals which are situated in the suburbs or have recently moved to
the suburbs from inner city areas. Other studiss have found the cen-
tral urban hospital emergency room functioning as a general clinic,
while the suburban hospital was used primarily for genuine smergencies
or when the patient could not locate his personal physicﬁenc4 This

shift indicates a change in the socioeconomic status of patients

1Vaughn and Gamester, op. cit., p. 42

230seph Selman, "The Nightcall Dilemma," Hospital Progress, L
(Rpril, 1969), p. 56.

Swilliam N. Jeffers, "How Patients Feel about Doctors Today,"
Medical Economics, XLVII (June 8, 1970), p. 87.

4paul R. Torrens and Donna G. Yadvab, "gutpatient Care,™ Hos-
pital Topics, XLIV (December, 1966), p. 71.
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utilizing the service and the use of the service as the physician sub-
stitute.
The emergency room has been recognized, historically, as the

"family physician™ to the urban poor who have no point of entry into
the reguler health care system. Dr. Robert J. Freeark, the director of
Cook County Hospital which hendles one~third of all the emergency room
visits in the Chicago metropolitan area, identifies the factors which
he believes contribute to the "family physician" rols for the emergency
room;

As the nation's population has become more transient and govern-

ment and private insurance plans sncourage peopls to sesk medical

care, the emergency department is often the initial contact for

patients with all manner of services and non-seriocus ailments.

In Chicago, for example, the emergency cars problems result

largely from increased demand and decreasing supply. The demand

is a direct result of population shifts which brought greater

numbe:r of indigent patients into the city and their rising expec-

tations for improvements in health services. The emergency care

supply has decrsased as physiclans have left the city in gsnersl,

and the ghettos in particuler, while support personnel have be-

come more difficult to obtain, especially for night duty. The re-

sult is = maldistribution of patisnts to available Pacilities, 1

A questionnaire response by a medical resident on problems in

the emergancy room also substantiated the family physician role. His
opinion was that the hospital should not charge people for emergency
room visits even though the cases were not emergencies. He felt the
people wh3 came to the emergency room whevs he was assigned werse paoor,

did not have the money for payment, and did not know any better. Thay

responded because the emergency room is the hospital to themj they

1"The Great Emergency Game," Medical World News, XII (March S,
1971), p. 35.
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believed they were sick and had no other place to go.1

A two-week study, conducted in conjunction with the University
of Michigan Hospital emergency room, found that two-thirds of the
patients had ne private medical cars arrangements whils the remaining
one-third relied upon the clinics of ths hOSpital.2 Another study‘con—
ducted at the Massachusetts Childrgn's Hospital Medical Center found
that as income increased, the likelihood of a family having a physician
for the children alsc increased. Only 16 per cent of families on wal-
fare had a physicisn relationship while 85 per cent of families with
income over $10,000 had such a relationship.S

In summary, the emergancy room, in addition to the traditional
role as a trauma treatment center, has becoms an alternate source of
care for the self-supporting community when private care is not avail-

able and a base for primary medical care for the urban poor.

Factors Affecting Emergency Room Use
Numerous social and economic factors have been suggested by

Booker, Vansant, and a committse of the Amsrican Medical Association,

Inghatts Wrong with Emergency Rooms,” Resident and Staff Phy-
sician, XVII (August, 1971), p. 98.

2ponald Kraushaar, "A Study of Emergency Service Utilization
at University Hospital™ (unpublished Master‘’s thesis, University of
Michigan, 1969), p. 29.

33061 3. Alpert, st al., "The Types of Families That Use an
Emergency Clinic," Medical Cars, VIII (January~Fehruary, 1969), p. 59.
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to explain the increased utilization of the emergency rocom. 1,2 The rea—
sons become complex and interrelated witn the social development and the
ecanomic sysiem of our society. The ressons commonly sxpressed ara:

1. Increased mobility of the populestion which leaves many
people without family doctors. This phenomenon is referred
to as medical disengagement.

2. Large concentrations of low-inctme groups in netropolitan
aresas who cannot afford payment for custemary services. Dus
to economic conditions, primary cars personnel are absent
from these arpas.

3. A bypassing of physicians' offices and direct use of the
hospital emergency servics beca.se

a. The patient has difficulty locating a physician at
night, on weskends, or on hclidays; or because ths
physician is less and less :vailahla;

b. The patient chooses not to inconvenience his physi-
cian at irreqular hours.

4, The aveilability of 24 hour coverage at hospitals and the
awareness of this fact by the general public.

S. The realization by many physiciauns that haspital facilities
are often better for diagnosing and treating certain condi-
tions than those in their own offices. Conscquently, the
physicians are using the emergency room as an adjunct to
their offices.

6. The increased uss of the emergency department by physicians
as an "after hours office." This phanomenon is known as
"mutual convenisnce visits"™ and operates in lieu of opening
the office after hours or makin: house calls.

7. The effect of health insurance plans and other third party
payment mechanisms which more frequently pay for emergency
room care than physician office visits,

Imichael H. Silver, Richard F. Manegald, and Johr E. Gartland,
"The Emergency Department Problem,™ Journal of American Mudical Associa—
tion, CXCVIII (October 24, 1966), p. 146.

23ydson Booker and John H. Vansant, "™Changing Status of the
Emergency Room,"™ Virginia Medical Monthly, XCVI (July, 1969), p. 397.
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8. The tendency of industries, schools, police, firs depart-
ments, and ambulinces to refer sick or injured persons to
hospital emergen:y departments,

9. The decreasing number of general ani; family practitioners
to care for the normel population with a grszter percentage
of physicians entering medical specialties.

Three overridin) factors are particularly significant in their
effect an utilization. First, advances in nedical science and tech-
noic;y over the past 25 vears have been idertified with hospital cara
and have given confidence to their service. Secondly, the availability
of complex and costly equipment operated by 1ighly skilled personnel
has, by necessity, become institutionalized. Thirdly, the maldistribu-
tion and unavailability of the physician ha: required a new point of

entry into the health care system for a large number of patients.

Philosophies Relative to Emergency Room Use

Two distinct philosophies exist concerning the management of
the non-emergent patient in the hospital emeryency room. One philosophy
suggests that thie type of patiant should pot be treated but rather
should be educated to the true functions of the emergency room. The
second philosophy amphasizes that the patient should be treated regard-
less of his condition.?

The first philosophy asserts that the smergency room should not
serve in the following wayss act as family drop-in clinics, supplement
the works of the private practitioner, screen svening and night admis-
sions, perform minrr surgical procedures, operate as an evening clinic

for patients unable or unwilling to attend day clinics, function as an

1Silver, flanegold, and Gartland, op. cit., p. 381,
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alternatise for the patient unable to contact his owi: physician, or
function 18 an auxiliary office for the medical staff. The emergency
room woul | treat only acute traumatic problems that require immediate
medical zttention with all other cases referred to a family physician.
In order to operationalize this philosophy, the providers and con;umers
would need to be re-sducated to this approach.

The second philosophy asserts that anyone who comes to tne
emergency despartment wanting attention by a paysician should be given
necessary medical attention. This point of view would embrace the
axioms that what may not be emsrgent to the physician may be emergent
to the patisnt—and the patient deserves to rsceive medical attention
within a reasonable pericd of delay.

Although the twc positions are extremss on a continuum; as-
pects of :.oth are apparert in smergency care. Treatment is ssldom de-
nied to p:tients, but attempts ars made to educate the patients in ths
proper fu:ctions of the emergency department. Attempts to adhere
rigorously to the sxtreme as stated in the first philosophy have gener-
ally not been satisfactory. An attempt to discourege the growing number
of patien:s presenting themselves at the emsrgency room was made at
Fairfax Hispital in Falls Church, Virginia. The hospital staff, after
a trial e fort, concluded that there appeared to be no sffective way to
discourag patienta.1

he Pontiac General Hospital in Pontiac, Michigen, developed a

policy of refusing to treat non—emergent patients in the emergency room.

" "Emargency Room Crisis: How They're Coping with It," gp. cit.,
p. 111.
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Patients were referred to their own physician or assigned a physician
from a roster. The effor:s resulted in unfavorable community relations,
and the decision was made to revert to the practice of treating sveryone
who presented himself to the emergency room, |

Legal interpretations and legislation have generally favored
the second philosophy. For example, numsrous states have passed legis-
letion requiring that svery "hospital™ have an emsrgency room and pro-
vide emergency treatment :to any person needing care. Some states, for
srample, Illinoié, also hive legislatively stipulated the availability
of the doctor to cover th: emergsncy room by requiring a 15 to 20 minute
availability 24 hours a duy.?

The basic Principle for Emergency Service as stated in the
"Accraditation Manual for Hospitals, 1970," published by the Joint Com-
mission on Accreditation nf Hospitals, requires adherence to the con-
cept of the second philosophy. The principls states, "Adequate apprais-
al, and advice or initia treatment shall be rendered to any il1l or in-
jured person who presents himself at the hospital."3 This theme is re-
emphasized with supplemenf.al standards requiring 24-hour covervags,
fazilities to insure effsctive care, and written procedures in céses
wvhere pafients afe raferrcd to other institutions. Therefore, hospi-
tals are required to smbrance the second philosophy in the management

of emurgency rooms to meet legislative requirements and to secure

11bid.

2Kannedy, op. ecit., p. 25,

33oint Commission on Accreditation of Hospitals, Accredita-
tion Manual for Hospitals, 1970 (Chicego, December, 1970), p. 69.
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accreditation of their institutior: by the Joint Commission on Accredi~

tation of Hospitals.

Elsments of Good Medical Care

Quality of Care

High quality medical care is defined, by the Committee on Medi-
cal Care Administration of the American Public Health Association, as
that care which implements current knowisdge and techniques known to ths
health sciences. The goal is the achievement of the most desirable ef-
fect for the patient which these techniques and knowledge make possi-
ble.1_ Using this criterion, most providers and consumers agree that
emergency room care is of relatively low quality. Rcbert M. Segmond,
Executive Vice President of Albert Einstein Medical Center, has ex-
pressed this concern as follows: "Emergency room care is inherently
impersonal and episodic and therefore fails to conform to any definition
of high quality orimary care."?

Numerous factors inhersnt in the organizational framework of
hospitals contribute to tie low quality of care and lack of continuity
in the emergency room. Sime of these factors are:

1. A nsw case histors/ is originated for the patient each time
he visits the eme :gency room.

2, Littls or no continuity of care is provided to the patient.
in cases of multi)le visits to the emergency room.

3. A medical plan is not deyveloped for the patient's cars.

1Beverlea A. Myecs, ed., A Guide to Medical Care Administie-
tion, Vol. 1 (Chicago, Program Area Committee on Medical Care Admini-
stration, American Public Health Association), p. 27.

2'Emargancy Room Reforms You Can Expect to End It," Medical
Economics, XLVIII (January 4, 1971), p. 150.
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4, A particular medi:al situation may be presented by a patient,
but the patient may be seen by a physician whe may nct have
the interest, knoisledgs, or time to diagnose the problem.

5. Care emphasis is upon treatment which can be given quickly
and which gives the patient temporary relief.

6. Medical staff surveillance does not usually extend to the
emergency room and the review of records, as is required in
other settings.

7. Integration of the emergency room department is generally
lacking in the functional organizational structure.

Unless these factors are changed or modified, high quality and

continuity of care cannot be provided in an emergency room facility.

Accessibility of Care

The criterion of accessibility, as proposed by the American
Public Health Association, demands that care be availabls t» the indi-
vidual at the time and place where he reeds it.1 Accordingly, the emer-
gency rcom excels in this area, although usually at the expense of com-
prehensiveness and orderl/ organization.

Most non-smergent patients who are demanding emergency care
realize they do not need immediats care--such as in a life-threatening

situation. UWhat they are sesking is immediate attention at their oun

convenierce. Thece patie.its realize that the physician's office and
other health providers er:: organized primarily for the convenience of
the provider rather than the consumer. The increased demand for emner-
gency room services dosc not necesserily reflsect a public preference
for this impersonel type of care, Evidence would suggest that patienta

prefer the traditional physician-patient relationship; however, ths

1Myers, op. cit., p. 24.
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familiarity with the benefits of 1iodern medical care leads 3jatisnts to
want care at their own convenienc:.

Various authors have delineatad a basic problem associated with
the utilization of the emergency room—the need for a point of aniry
into the health care system. An Ohio cardiologist respondsd to a ques-
tionnaire on the emergency room problem with the following statement:

The phenomenal growth in emergency room use is really a symptom
of a failing in our health care system. What the public is say-
ing——and what the physicians should be listening to is: We want
a clearly defined point of entry to the health care system.
Since you haven't provided it for us, we're making one our-
selves. !

Efforts to improve the services in an emergency department will
only contribute to their overuse by drawing resources from other serv-
ices. This paradox makes it more difficult for the public to obtain
primary care at facilities other than the hospital emergency room. For
example, if svery emergency room in every gensral hospital were ace-
quately staffed with a physician 'n attendance, at least one-fiftl of
the entire practicing physician supply would be absorbed for this pur-
pose.2 As more and more physiclians are employed full-time in the emer—
gency rooms, the patient demand will be accelerated requiring the serv-
ices of even more pnysicians. The American £gcllsgs cf Emorgency Physi-
cians recommsnds that hospitals shiould anticipats an increasse in patient

volume of 50 per cent to 100 per cent within the firs: two years after

instituting full-time emergency rnom physician coverage. An increase

1Corlova, op. cit., p. 172,

2"Emergency Room Reforms You Can Expect to Erd It,", loc. cit.
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of 15 to 20 per cent annually thereafter is usually expacted.1 This
cumulative phenomenon will result in increased numbers of non-emergent
patients with decrwaased accessibility and care for the patient nesding
immadiate lifesaving action.

The patient concerned with accessibility does not realize that
today's effective medical care necessitates an orderly organization at
all levels and esjscially at the point of inteke. Although he prefers
the personalized (ontinuity of care, hs will sacrifice this preference
to obtain attentitn at his convenience and at a minimum of effort. The
patient realizes that he can gst this at the hospital emergency room

where he will not be refused.

Cost as an Efficiency Measure

Cost of providing care in the esmergency room is generally
higher than for comparable services in the health care system. UWalter
C. Bornemeier, former President of the American Medical Association, in
discussing the rising cost of medical care to the population, condemned
the use of the emergency room and stated it is like fuel being added to
the fire of costs. Ha contended that emergency room care is not only
episodic and unsatisfactory but is also the most expensive way to de-
liver care to the peopla.2

Jechn Rurnsey, Chairman of the American Medical Assuclation

Councii on Medical Services, in discussing the problem of the patient

1Commission on Hospitals, American College of Emergency Phy-

siciens, Emergency Department Managsment Guide (East Lansing, Michigan,
1971), po Bo

2"Emergency Room Trouble Can Mean Trouble for You,™ Medical
Economics, XLVIII (January 4, 1971), p. 118.
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paying a premium for treatment in the emergency room, said:
A patient using the smergency department pays a dival rate for
its convenience-—a hospital charge for the use of the facility
and a physician's fes for professicnal services. The provision
of backup facilities necessary for true emergencies and efforts
to avgid the possibility of malpractice litigatiorn, have led in
some instances to additional testing and charges. It would
(therefore) appear that the uss of the emergency department for
non—emergent conditions is contributing to the rising cost of
medical care.

Howsver, Dr. Robert H. Kennedy bslieves the patient is re-
ceiving a bargain in health cars by using the emargency room, especially
in institutions which have interns, residents, or salaried physicians
and where no professiocnal fee is chargad for their services. He
states:

One factor is too often forgotten—the basic emercency room
charge plus extras is made by the hospital, but there is no
charge for professional attention. The patient is really coming
to a bargain basement, and it takes little time for him to awake
to this fact und repeat the visit when required. It mad: little
difference when most of these patients were charity cases. Now
they come from all walks of life and many can well afforij aver-
age fees.?

Hospital smargency room charges have often been set at rates
higher than the prsvailing community rate for doctor office visits in
an attempt to price the service out of the market and to deter the
growing numbers o“ smergency room visits. Numerous studies have shown
that the expense of care and treatment in the emergency room is gensr-
ally higher than comparable treatment in a coctor's office. Houwever,

the issue is not the initial cost which the public is willing to pay

as a convenience, but the cost to the system in terms »f the economics

11bid.

Z2Robert H. Kennedy, "Salaried Physicians in Emergeicy Rccoms,”
Hospital Progrees, XLVI (August, 1965), p. 1S6.
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and efficiency of utllizing scarce resources and perscnnel for care and
treatment throuch this monde. For optimum use of the health care
dollars, better methods for care of off-hour eslective or semi-elective
care wust be devslopsd. Houwsver, costs were often a function of othier
considerations whicn were controlled by market supply and medical-legal

standards.

General Cunsiderations

Staffing of the Emergency Room

Changes in the usage patterns of emergency rooms have als! af-
fected the staffing patterns for physician coverage. Ouiliny the early
era, with lcw numbers of natients, the physicians came to the emernency
room as they were called to treat one of their patients. A:s the emer-
gency room use became greater, the need became more evident for ccverage
on an ' rganized basis. 1In general, this necessitated intern and rssi-
dent cr.verage or rotation by members of ths attending staff.

Approved intern and residency programs have daclined in numbers
in hospitals, and fewsr of these educaticnal programs are allocated to
the emergency room service. At the same time, the attending medical
staff have become increasingly dissatisfied with the demand upon their
time for emergency room coverage.

Physicians in private practice are generally too busy te be
concerned with the "other® patients that are being seen in the emergency
room of a hospital. Hany physicians are unable to take on new patients
even if patients could bs referred. A survaey by the Regional Health
Plannin . and Hospital Council in Rochester, New York, found that two-

thirds of the private practitioners could not take on any nesw patients.
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The results of this survey apply to most populated areas of the United
States.1

Many physicians fear the malpractice risks of treating patients
in the emergency room for medical problems which are outside their medi-
cal specialty. With the increased utilization by thes non—-emergent pa-
tient, the demand upon the specialties extends beyond first-aid care and
diagnostic capabilities of these specialists.

In the past, physicians wers amenable to providing veluntary
service in the emsrgency room. Houwsver, with the advent of payment
mechanisms to reimburse the hospital fbr the services provided in an
emergency room, thse conceptvof the physircian providing a charitable con—-
tribution has disappeared. The physician feels contempt for a system in
which the hospital collects for services while he "volunteers" his time.
New and more innovative approaches to coverage needed to be developed.

Early plans which were devéloped to meet this need for coverage
utilized soms provision of employing physicians to cover the emsrgency
room on an organized basis. One of the early plans used as a model was
the Alexandria Plan, developed in June, 1961, in Alexandria Hospital in
ARlexandria, Virginia. Two other plans developed somewhat later, but
were also influsntial models. These wers ths Pontiac Plan developed in
June, 1966, in Pontiac Hospital in Pontiac, Michigan, and the Chicago
Uesley Plan which evolved at Chicagc Wesley Memorial Hospitsl in Chicago,
Illinois. The thres plans differ in their organizational structure, but

all have in common the feature of the hogspital developing contracts with

Tnghat Kind of Emergency Room Staffing Will Solve It?" Medical
Economics, XLVIII (January 4, 1971), p. 119.
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licensed physicians to assume responsibility for the care of patients in
the emergency rooms.

The utilization of paid groups of phv/sicians to provide medical
care in the emsrgency roums is one of the fastest growing trends in the
United States, sspscially in the more populous areas. A study conducted
by the Chicago Hospital Council found more than one-half of the hospi-
tals in the Cook County area have arrangements with paid physicians for
coverage of their emergsncy r:cms.1

The professional status of the paid emergency room physician is
being elevated. 0Over 1,000 physicians are members of the American Col-
lege of Emergency Physicians, and indications are that this practice may
be the next recogn.zed specialty under the jurisdiction of the american
Medical Association. Incomes of up to $60,000 for a forty-hour week are
common in the fielid. The presently evolvad pattern of emergency room
coverage by physic.ans is characterized by salaried full-tims emsrgancy

room practitioners who comprise a distinguishable professional specialty.

Patient-Physician Relationships
Various categoriss have been developsd to describe the patient-
physician 1elationship from the perspective of the patients using the
emergency 1oom in a hospital. These categories are an indication of the
patient's situation at the time he visits the emergency room and do not
necessarily represent a continued pattern or status f'or any one patient.
The general categories arse:

1. Patients having a private physician and wishing his services.

11bid.
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2. Patients having a private physician but unable to locate him.
3. Patients referred to the emergency room by the private phy-
sician to obtain the services cf the hospital's physician
and/or the privats physician.

4, Patiants with no private physician.

S. Pati:nts having a private physician but preferring ths services
of the hospital emergency room.

Legal questions have been raised regarding the implications of
the patient-private physician relationship if the patient chooses to use
the emergency room for an intervening care situation. Some situations
have arisen where private practitioners would prefer to refuss to give
follow-up trsatwent when one of his patients has received care in the
emergency room for a non-emergent condition. These physicians take the
pr-sition that the patient has removed himself from the care of the pri-
vi te physician and thus relieved the physicisn of any further responsi-
bility. An attorney familiar with medical-~lsgal relationships writing

in Medical Economics stated that physician refusal tn follouw-up on pa-

tiz2nts originally treated in the emergency room could result in asbandon-
ment cases against the private practitioner. His conclusion was that
the patiaht's visit to the emsrgency room, regardless of urgency,
usually does not affect the patisnt-private physician relationship in
contrast to the patient's visit to another private physician.2 The

patient has the option of visiting the emergency room or his private

TRobert William Lawrence, Jr., "A Survey of the Emergency Room
Physician Staffing Patterns in the General, Nop-Profit Hospitals of
Connecticut™ (unpublishaed Master's thesis, Public Health, Yale Univer-
sity, 1969), pp. 28-29,

2"Emergency Room Trouble Can Mean Trouble for You," op. cit.,
p. 116.
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physician for the care he wishes to receive, without the choice affsc-

ting his relationship with his private physician.



CHAPTER I1I

REVIEW OF THE LITERATURE

Previous Studies

Many studias have been conducted to identify the various fac-
tors which affect the utilization of emergency room services. The
majority of these, however, are merely numerical tahulations of usage
factors as they apply to a specific hospital emergency room rather
than attempts to identify significant clusters of factors which may bs
common to hoepital emergéncy room usage in general. Consequently, the
multitude of studies in ths literature have limited comparative value
to other institutions or :o0o the fisld genmerally. The following studiss
were sslecte:] because of iheir application to the fiz2ld as a whols.

In 1969 a study at Vaencouver Gensral Hospital found that ags,
sex, occupational class, time of visit, and methods of seeking care were
non-significant. The conclusion was that socioeconomic characteristics
wvore the significant factors which accounted for usags of the emergsncy
room. The study indicated that fifty per cent of the non-emergent
patients resided close to the hospital and were in the lowsr socio-

economic gtoup.1

1Geoffray €. Robinson, et al., "Use of a Hospital Emergency
Service by Chiidren and Adolescents for Primary Care,” Canadian Medical
Associstion Journal, CI (November, 1969), pp. 543~547.
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Patients who used one hundred twenty-three hospitals in the
Chicago area were studied regarding travel distance and the type of hos-
pital facility from mhich they sought services. The results showed tha=
the people in the city core area traveled shorter distances to seek hos-
pital attention, but that the distance traveled did not relate to the
bi:d size of the hospital or the type of services offered. The overall

cnclusion was thet travel distance was a factor only for patients in
-tue inner city core areas.’

The Kaiser Foundation Health Care Plan in Oregon attempted to
equate the effects of social class and distance from the center with
contacts to the medical care system. They concluded that distance did
appear to affect the initiation of contact with physicians, but =ocial
class was the more powerful variabls. The working clasé population, in
comparison to the middle class population at equal distances, tended to
use fewer regularly scheduled contactsAwith physicians and appeared to
use smergency room contacts rather than telephons calls.?

At Boston Children's Hospital Medical Center an attempt was
made to identify the types of families that used an emergency raom and
the family's relatinnship with the physician and the hospital. The re-
sults of this study indicated that 42 per cent of the families had a
stable relationship with a physician whom they usually consulted when

the children ware 111, while S8 per cent did not have such a relation-

TRichard L. Morrill, "Hospital Variation and Patient Travel
Distances,™ Inguiry, V (Decembter, 1968), pp. 26-34.

2)ames E. Weiss and Merwyn R. Greenlick, "Determinants of
Medical Care Utlilizaetion: The Effect of Socizl Class and Distance on
Contacts with the Medical Care System,"™ Medical Care, VIII (November-
December, 1970), pp. 456-462.
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ship. In addition, 85 per cent of the families with Incomes in excess
of $10,000 had physicians who usually provided medical care for the
children, and families who lived more than three miles from ths hospi-
tal were mors likely to have a regular nhysician who cared for their
children. Furtnermors, 92 per cent of w1l visits were bhatwsen the
hours of 9:00 A.M, and 9:00 P.M., and p: tients sesn during these hours
were not significantly differsent from thnse ssen at other hours. ]

A study conducted at Barnes Hospital in St. Louis found tuo
distinctive groups using the emergency room. The first group had the
following characteristics: (1) ware largely Caucasians who camse as
private patients from the entire metropolitan area, (2) had illnesses
th«t wsre emergeni and surgical in nature, (3) were more likely to be
admitted, and (4) had a higher proportion of admissions. Ths charactser-
istics of the second group follow: (1) were predominantly Negroes who
lived in the limited area close to the hespital, (2) had non-smergent
illnesses, (3) were less likely to be admitted, and (4) had a lower‘pro-
portion of admissions.?

Beth Israsl Hospital in Boston conducted a study to determine
the pattsrns of care among the patients who ussd the hospital outpatient
department. The results indicated that a greater percentage of patients
in all age categories ussd Bsth Israel Hospltal over a private physician

as their central source of cars. The outpatient department was the

1A1pert, et al., op. cit., pp. 55-61.

2Gerald T. Perkoff and Mary Anderson, "Relationship betwsen
Demographic Characteristics, Patient's Chief Complaint, and Medical Care
Destination in an Emergency Room," Medical Care, VIIX (July-August,
1970), pp. 309-323.
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overwhelming choice for -- - patients. A greater percentage of females
than males had a central source of care (a private physician).

Dccupation tended to correlate with the level of use of the
outpatient department. 1In Salon's study, 51 per cent of retired perscns
made exclusive use of the outpatiesnt department, while 40 per cent of
the housewives, 34 per cent of service workers, 25 psr cent of manual
workers, and 16 per cent of white collar workers used the outpatient de-—
partment. 0One hypothesis proposed was that economic status may ke a
minor determinant of public clinic use compared to an individual's pos-—
ture toward medical dependence upon community-supported resources. !

Studies on emergency room usage and factors relative to that
use have been conducted at Yale-New Haven Hospital for nearly a decade.
The continuity of these studies, the in-depth analysis, and the ricorous
statistical analysis of the data allows more validity to be placed in
the results.

The major characteristics of the patisnt population which sed
the emergency room in comiyarison to the larger population at risk were
found to be: |

1. More children and young adults.

2. fMore males.

3. More unmarried, divorced, and ssparated.
4. More nonwhite.

5. More "inner city” residents.

1Jarry A, Solon, "Patterns of Medical Care: Sociocultural
Veriations among a Hospitel's Outpatients,” American Journal of Public
Health, LVI (June, 1966), pp. 886-887.




30
6. Similar lesvel of education.
7. Similar tenure of residencse.
8. Lower socioeconoric status.

An attempt was also made to establish the relativé importancs
of selected factors which would have a significant effect upon the gen-
eral medical condition of the patient who visits the emergency room.
The factors which were found to be signi’icant wers:

1. Age of the patisnt—between 15 and 55 years old.
2. A regular relationship with a personal physician.
3. A professional referral to ths emergency service.
4. Number of years at current address.

S. Minority population group status.

6. Location of residence in city area.

No significant differences were found in emergency cases among
various days of the week, and only borderline significance was found in
the proportion of non-emergent cases coming to the smergency service at
various times of the day or night.1

A study carried out at the Saginaw Gsneral Hospital Emergency
Room followed ther methodology of the Yal :~New Haven studiess. A compari-
son was made of the characteristics of the patients and population at
risk. The results of the Michigan study wers:

1. More males.
2, More nonwhites.

3. Similar age distribution to the general population.

1¢. Richerd Weinerman, et al., "Yale Studias in Ambulatory
ledical Care: ODeterminants of Use of Hospital Emergency Services,"
Imerican Journal of Public dealth, LVI (July, 1966), pp. 1837-1056.
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4, Higher level of education than the general population.
5. Lower socioeconomic status than the general pepulation.
The emergency rating varied for differsnt time intervals. The
highest per cent of emergsncy cases occurred fram midnight to 8:00 A.M.
The highest per cent of urgent cases was bstween 4:00 P.M. to midnight.1
A household attituds survey was conducted in Monroe County, Naw
York (Rochester Area), to measure attitudes toward medical care and the
medical profession. A portion of this survey included attitudes regard-
ing the emergency room. Some of ths results were:

1. Only 15 per cent of the population went personally to the
emergency room in the previous 12 months.

2, Total housshold use of the emergsncy department was 30 per
cent in the previcus 12 months.

3. Most people who hed visited the smergency department in the
last 12 months had also visited it the year prior.

4. A definite group of psople appearsed to axist who utilized
ths amergency dspartment for cars.

The study found that the major group who tended to disapprove
of a personal physician were psople who had been to the emargency room
in the past thres ysars. Women who did not use the emergency department
tendsd to have a fairly high opinion of a2 personal physicien, whersas
women who used ths émergancy room are almost as likely to have a nega-
tive as a positive view of their last visit to a personel physicien.
Women who had a positive view of their physician tended to be oldsr and -
poorer and made more visits to personal physiciens in the past year. No
comparative evidence was found for men.

Thirty per cent of the patients with emergency room use

Tunite end 0'Connor, gp. cit., pp. 163-168.
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experisncs were judged to have an unfavorable view of the smergency ds-
partment; however, no reasons werse found as explanations for the unfortu-
nate attitudes. The survey alsc found that men utilized ths emergsncy
room more than women, and the patients who used the emsrgency room rsp-
rasented the gensral cross section of the population in income and edu-
cition with no tendency of overuss in the lowest incoms or educational
groups. The ages .of the users of the emergency rooms were young—gen-
erally betwsen the ages of 20 to 49 with a marked decrease in use after
ana 50,1

Tuwo studies have been conducted to identify the consumer's pe -
ception cf symptoms and his resulting orisentation toward action or in-
action. A study de;eloped by the UCLA School of Public Health utilized
an index for measuring the percesption of symptoms——an index scale knoun
as "symptom sensitivity.® The respondents wers divided into threes cats-
gories basad on their evaluation of the seriousnsss of a list of symp-
toms. The categories were symptom insensitivs, symptom sensitive, and
hyper~symptom-sensitive, with the middle class catagory dafiﬁed as a
normative response and the two extremes as types of deviant response.
In the study, demographic, sociosconomic, and cultural independent vari-
ables wers compared to sach of ths sensitivity categories. Ths follow—
ing conclusions were reached in tha study:

1. {lddle-aged respondents were significantly hyper-ssnsitive
vnith the relationship specific for females, for those for-
ierly married, and thoss in high occupational catagories.

2. Increased formality of religion was related ta hypsi—

1Dor.ald Apostle and Frederic Oder, "Fectors that Influence the
Public's View of Medical Care,™ Journal of American Medical Association,
CCIX (Novembser 13, 1967), pp. 592-598.
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sensitivity for respondents with high status occupations
and ethnic backgrounds.

3. Low income was related to symptom insensitivity for those
with high status ethnic and religious hackgrounds and those
who wore sither downwardly mobile or not mobile occupation-
ally. 1
The second study, the Washington (D.C.) Heights Mastsr Sample
Survey, was a housshold survey which attempted to measure psychosocial
factors influsncing health behavior and attitudes. A scale was used to
measure health orientation, the extent of *hair bslief in, and the ac—~
ceptance of, modern scientific medicine. The hsalth orientations of
patients fell into two categories, the "popular" and "scientific." The
study attempted to analyze the relationship between socfal and medical
factors in terms of a framswork linking demographic factors to social
group structure. Both of these were related to hsalth status and medi-
cal care through the intervening variables of health orientation. In
relating health orientation to social group structure, the demographic
characteristics and social structure were found to contribute indepsnd-
ently to medical oriantation.
The following significant relationships were found in the study
for the five sets of variables:
1. Demographic factors contributed to social group factors, medi-
cal orientation, hsalth status, and the source of medical
care.
2, Social group structure (age, sex, and social class) related to
madical orientation and source of medical care. No relation-

ship was found with health status.

3., Madical orientation was found to relate to sources of medical

1Robert w. Hetherington and Carl E. Hopkins, "Symptom Sensi-
tivity: Its Social and Cultural Correlates,™ Health Services Research,
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care, tut not to health status (measured by percentage of
respondants with chronic attending or mental conditions).

4, Health status of the patient was found to be related to the
sources of medical care (private physician, outpatient, or
hoth) .1
A study of nearly 3,000 emergsncy room patisrts and outpatients
in four Nsw York City hospitals revealed that outpatient clinic patients
received relatively little emergency rapm care, although they were high
hospital users. Emergency room users tended to use the smergency room
mainly and usually had short-term illnesses., The results indicated that
nuircmargent smsrgency room patients would not be satisfied with refer-

rals to outpatient clinics.?

Proposed Solutions

Numercus articles havs besn written regarding the emergency
room problem, but few solutions have besn proposed, and even fewer act-
ual programs have been initiated to relieve the problem.

- The mast common proposal sﬁggestad is the "convenience clinic”
which would function 24 hours a day with its oun staff separate from the
emergency room. Its intent would be to manage whatever problem the pa-
tient presented at the conveniasnce of the patient. It is anticipated
that as much as 60 per cent of the present emergency room use would be
eliminated in the Philadelphia area if such facilities were available.

A convenience clinic was established at Children's Hospital in the Dis-

trict of Columtia. It functions as a walk~in clinic from 5:00 P.m. to

TEdward A. Suchman, "Social Patterns of Illness and Medical
Care,® The Milbank Memorial Fund Quartarly, XLVII (January, 1969), Part
II' pp. 78“"84.

2vorrens and Yedvab, "Qutpatient Care," op. cit., p. 71.
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10:00 P.M. on waskrights and from 1:00 P.Mm. toc 10:00 P.M. or: weekends.
Its intention waé to divert non-emergencies from the emergency room.
The effectiveness of this program has bcen illustrated by a decrsase of
16 to 20 patients & night and 25 to 30 patients on Saturdays.1

The Council on Medical Services of the American Medical Associ-
ation suggested two other approaches to the problem. It recommended the
establistment of off-hour clinics by physicians in private practice to.
share the responsibility for evenings end weekend staffings. An alter-
native recommendation was that numerous group practices should kesp
their offices open after normal office hours to handle the elective and
semi-elective needs of their patients.2

Another solution proposed tao the problem is the consolidation
of emergancy room services into fswer hospitals. In the interests of
high quality cares as well as ecoromical and efficient uses of resources,
consideration would have to be given to the centralization of the ¢mer-
gency ronms and outpatient services at one hospital in a gengraphic
area. A3 an example, it is estimated that five to eight emergency
rooms could supply the entire needs of Allegheny County (Philadelphia),
Pennsylvania, instead of the 30 presently serving the area,>
Nsighborhood health centers have had an effect upon the utili-

zation of emergency rooms in areas of their establishment. A 38 per

cent reduction in child visits to the emergency room was noted from ths

1"Emargency Room Reforms: You Can Expect to End It," op. cit.,
p. 150,

2Ibid., p. 146.

3»gmergency Room Crisis: How They're Coping with It," op.
cit., p. 127,
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area served by a neighborhood health center in Rochester, New York,
while the remainder of the city had a stable rate, and the comparable
age group in the suburban area had a 29 per cent increase.!

Triage has been suggested as & solution to the emergency room
problem by diverting non-imergent patients to other sources of care.
The Yale-New Haven Hospit:al instituted a rormal triage program on July
1, 1963. The original studies irdicated that almost half of the pa-
tients wrre returned home without further follow-up treatment in the
emergency services which indicated the minor nature of the conditions
presented. A follow-up study after triage found that 18 per cent of the
patients were screened by the triage officer and discharged or referred
for other care without definitive treatment. The hospital staff con-
cluded that the cne~fifth reduction affected by the triage officsr had
contributed to the increased efficiency within the emergency room. 2

The solutions proposed have achieved some success with the
emergency room problem on a local basis. However, nationally, tﬁe prob-
lem continues to increase in proportion. 7o correct the situation, more
information is needed to understand the present pattarns‘of utilization,
.the awareness which patients hawe of medical conditions, and the atti-
tudes of patients which influence their behavior. This study is de-

signed to investigate the above-mentioned features.

TLouis I. Hochheiser, Kenneth Woodward, and Evan Charney, "Ef-
fact of {he Neighborhood Health Center on the Use of Pediatric Emergency
Department in Rochester, New York," New England Journul of Medicine,
CCLXXXV (July 45, 1971), p. 148,

2¢, Richard Weinerman, Robert S. Rutzen, and David A Pearson,
"Effects of Medical 'Triage' in Hospitel Emsrgency Service," Public
Health Reports, LXXX (May, 1965), pp. 389-399.




CHAPTER 111

DESIGN OF THE INVESTIGATION

The Setting

South Community .Hospital was founded ss a community trust in
1963 as an expressed response to efforts by the South Oklahoma City
Chamber of Commerce to build a hospital to serve the soﬁthern sections
of Oklahcma City. In 1965, the efforts resulted in a completed building
with a bad capacity of 77 at 1001 Southwest 44th Street in Oklalioma City.
The second phase of development, initiated in 1967 and completed in 1969,
brought the hospital to its presant capacity of 197 beds and 22 bassi-
nets. Future plans call for doubling the present hospital size to ap~-
proximately 400 beds, snlarging the space allocated to the emergency room
by about 300 per cent, and developing the capabilities for performing
outpatient surgery. In the facilities available last year, ths hospital
had 12,500 inpatient admissions with over 20,700 patients using the emer-
gency room facility. During this time, the medical staff consisted of
180 doctors and dentists. |

The hospital had provided organized physician coverage of the
emergency room since 1965. Initial organized efforts had enplqud rasi-
dents to provide ths night and weskend coverage of the emergency room.
This arrangement was only marginally satisfactory and raesulted in an

37
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investigation of alternate methods of coverage. In 1969, a contract was
developed with Themas Garrett, M.D., to provide 24-hour physician cover-
age of the emergency room. This contractual arrangement currently re-
‘mains in force with salarisd licensed physicians, employed by Dr. Gar-
rett, providing schedulec coverags of the esmergency rﬁnm.

The philosophy of operation of the emergency room originally
was the treatment of svery patient who presented himself. However, this
philosophy has been modified to meet local conditions and the aspproval
ot the medical staff of South Community Hospital. At the present tims,
the emergsncy room physicians do not encourage patient usage, but do at-
temp: to provide medical service when tha patient!s family physician is
not avellable and to redirect patients to eppropriate physicians within
the health care system. The general operational rules under which ths
emergency room physicians function are as follows:

1. The emergency room physicians pe:form no follow-up treatment
such as removing sutures and casts or changing dressings.

2., All patients are asked to designate a follow-up physician
upon admission and are instructed to contact this physician
for necessary follow-up treatmen:.

3. A copy of the patient's treatmen: record is sent to the phy-
sician designated by the patiasnt.

4. The emergency room physicians do not acespt or complete in-
surance forms. All insurance transactions are arrangements
betwesn the patient, the designatsd physician, and the hos-
pitﬂlo

5. Patients are redirected to private physicians' offices if
the condition is an obvious non-emergency or if the patient
is known to be under the treatment progrem of a private
physician,.

6. Patients are readily referred to specialists upon presenta-
tion if their coniition requires such action. Obviously
more referrals ara made to specialists during hours when
specialists’ offices are cpsn than during the night or



39

weekend hours.

7. A small number of physicians on the medical staff wish to
be notified before treatment is initiated if they are the
physician designated by the patisnt. These physicians
then may chooss three options:

a. Request that the emergency room physician treat
the patient,

b. Treat the patient themselves in the emergency room
as a "convenience visit", or '

c. Have the patient referred to their office for
trsatment.

8. Specislists are callsd into cases which exceed the compe-
tence and time restrictions placed on the emergency room
physician, Cases involving orthopedics or lengthy surgi-
cal procedures are gxamples,

9, The cost of treatment in the emergency room is gsnerally
priced above the similar treatment in a private physi-
cian's office.

10. Collection efforts are initiated in the emergency room.,
11. Generally, patients are brought into the emergency room
suite on a first-coma, first-serve basis with the excep-

tion of emergencies and ambulance cases which receive im-

mediate priority. Thus, emergencies and urgent cases re-

ceive highest priority as to the crder in which they are
gseen by the physicians.

As can bt noted from the above practices, the emergency room
does not attempt t» encourage or discourage patients, but is used to
provide a stop-gap mesasurse for immediate problems, a referral process
to a privete physician, an available physician for a true emergancy

case, and a triage methoc to route serious medical conditions to appro-

priate medical truatment.

Methodology of the Study

The data for tho study were gathered over a 28-day period with

the use of a standardized, structursd interview with 662 emergency room
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patients. Additional information on these patients was obtained from
an evaluation of case severity completed by the attending physician, a
symptom check-list completed by nursing personnel, and some information
retrieved from the patient'’s emergency room record. These forms are
found in Appendixes A, B, C, and D, The Intervisw Plan is found in
Appendix F.

A pretest of instrumentation was conducted on February 18 and
20, 1972, when approximately fifty patients were interviswed. Minor
refinements were nade in techniques and interview scheduling.

The study was conducted from February 24, 1972, to March 22,
1972, Tuwenty-eight days were raqﬁirad to complete the data-gathering
phase of the study. Forty-cur per cent of the patients who visited
the emergency roon in the research periad were included in the study.
The patient interviews were personally conducted by the author.,

The sampling technique for the emergency room patients in-
volved blocks of randomly selected time segments. All patients who
used the emergency room during a designated time segment were included
in the study. This time segment sequence was developed by ths Yale-Neuw
Haven Emergency Room Studies to give sppropriate weight to wesksnd and
night hours. The sequence was established in two-week intervals and
was repeated a second time to obtain the 500-patient figure, excluding
convenience visits, which waes established as the minimum samﬁle size,
The sampling séhedule is found in Appendix G.

Information on inpetient admise=ions for this same 28-day
period was obtained from copies of the admission forms. Additional

information was obtained by the admitting department personnel for a
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one-week period for the pirpose of determining the social class of in—
patients. A copy of this record is found in Appendix A, Children bas—
twsen the agas of 0 to 16 years wers included in the study; howevsr,
the interview was conducted with the accompanying parent.

tmergency and severs trauma cases wers included in the study;
obviously, the patient's zondition often restricted thes duration of the
interview and, conssquently, the completeness of the data. Initially,
attempts were made to follow-up on those who wers admitted tc the hos-
pitel to obtain additiona’. data. This approach was abandoned dus to
limited success and time restrictions.

Some groups of patients were sxcluded from the study due to
their inability to participate or their lack of interest in cooperating
with the study. Patients under legal confinement by authorities and
nlder and/or incoﬁpatent patients brought to the emergency room by
friend, relativq, or institutionel representative were automatically
excluded. Intoxicated patients, drug overdosed patients, and attempted
suicida cases were not interviewad, but information from emergency room
records was obtained and included in the study.

The data were compiled on data processing cards for sase of
tabulation. Compuier progrums were written when required due to com-
plexity of tabulation.

A larde census map (8 feet by 8 fest) of Oklahoma City was ob-
tained and mounted ﬁn a classroom wall in South Community Hospitai.

Map pins were inserted at the residence sits of the amefgancy room pe-
tients vho were included in the siudy. A photograph was taken of this

map to show usage patterns of the esmergency room. The pins wers then
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removed, and new pins were inserted to indicate the residency sites of
the inpatients who were esdmitted in the 28-day study psriod. This map
was also photographed and is illustrated in the results ssction of the
study.

The study utilized the 1970 census information for population
determinants. Although the information was two years old, the census
data were the most current and reliable information for segments of a
city.

The attitude portion of the study utilized Likert Scales and a
five—stége agraement-disagresment continuum. Values wsre assigned to
these answers to determins group response variations. The Hollingshead
Two Factor Index was used to determine social class for both inpatients
and smergency room patients.1

The study was designed te investigate five areas which affec~
ted the usage of the emsrgency room. These areas wers: (1) the char-
acteristics of the geographic service area, (2) the emergency room as
an integrated hospital department, (3) en evgluation of the patient's
medical needs, (4) the symptom sensitivity of patients, and (5) the
attitudes of patienté toward health care. Each area was presented as a
separate subsaection in Chapter 4, The findings and null hypotheses

were discussed as they related to each subsaction arsa of investigation.

Hypotheses
The follawing null hypotheses were proposad and tested in this

study:

1Auguat 8. Hollingshead and Frederic C. Radlich, Social Class
and Mental Iliness (New York: John Wiley and Sens, 1958), pp. 398-407.
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1. The evaluation of the patisntts medical nesd measured by
the Symptomatic Criteria does not diffsr from the physi-
cian's urgency rating.

2., Ths charactaristics of the population who use the emer—-
gency room rilo not differ from the characteristics of the
hospital's gensral service area.

3. Geographic factors affecting emergency room use do not
differ from tha gsographic factors affecting hospitel in-
patient use,

4. Patient attitude toward ths health care system does not
relate with the number of visits to the emergency room.

S. Patient attitude toward acceptance of "convenisnce clinics”
has no relationship to ths severity rating of the physi-
cian.

6. Patient attitude toward acceptance of "convenisnces clinics"
is not affected by the number of visits to the emergency
raom in the previcus year.

7. Patient attituds toward redirection to a central smergency
service facility doss not differ from attitude toward care
receivad in the emergency raom.

8. Symptom sensitivity of the patient does not relate to the
physiciants urgency rating.

Definitions
The following definitions and terms are used in this study and
defined as follows:

Ambulatory Care -~ All services which may be provided
on an outpatient basis, in contrast
to services provided in the home or
to persons who are inpatients. The
term implies that the patient comes
to a medical location to receive
services and departs that sama day
after receiving thssze services.

Emergency Room - An area of a hospital in which smer-
gencies can be treated immediately
and disposition mades to appropriate
facilities or services. The area will
also serve urgent and non-emergent
cases,



Emergency Room Visit -

Mutual Convenience
Visit -~

Convenience Clinic -

Medical Disengagement —

Emergent or Trauma -

Urgent -

Non-emergent -

Symptom Sensitive
Person -
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A situation in which the patient uti-
lizes the emsrgency room and receives
medical attention and/or treatment.

The use of the emergency roem for the
observation and/or treatment of a
private patient by a private physician
and the patient. These visits often
take place after office hours or on
weekends and holidays, primarily be-
causs the physician chooses not to

open his office.

A clinic established for general pub—
lic use to provide 24-hour medical
care and attention. The clinic would
operate without appointments, would
minimize waiting time, and would be
staffed with appropriate medicel per-
sonnel at all timas.

The term to describe the decline or
total abssnce of & ralationship with a
personal physician either by indi-
viduals or families.

A condition requiring immediate medi-
cal attention; time delay would be
harmful to the patient; disorder is
acute and potentially threatening to
lifs or furction.

A condition requiring medical atten-
tion within the period of a few hours;
a possible danger exists to the patient
if medically unattendsd.

A conditicn which doss not require the
resources of an emergency service. Re-
ferral for routine medical care may or
may not be needed. Disorder is non-
acute or minor in ssverity.

The attitudinal and tehavioral aspects
which affect an individuel to the ex-
tent that ha bslieves that a given
symptom ic¢ serious snough to see a phy-
sicien anc institute treatment.



CHAPTER IV

FINDINGS AND DISCUSSION

The Geographic_Service Area
South Community Hospital is located at the intersection of

Southwest 44th and Western Avenue in the south portion of Oklahoma
(ity. The exact service area of South Community Hospital was diffi-
cult to determine with the small sample size of this study. The diffi-
culty 1lay in the fact that the urbanized portion of south Oklahoma Cify
is ringed by areas of low population density. These low density areas
yielded too few =dmissions to allow any definite conclusions. These
low population density areas were illustrated in Figure 1 by barred
markings.
The concentration of popuiation in the urbanized partion of

south O lahoma City gensrally resided within the following boundariss:

1. The North Canadian River on the north

2. The Will Rogers Airport and Meridian Avenus on the west

3. The Interstats Highway (I-35) on the east

4, 119th Street west of Weatsrn Avenue and 89th Strest east of
llestarn Avenue on the south.

This area, which was the servica area for South Community Hos-
pital illustrated in Figure 1 by the derk boundary line, was gunerally
3 to 3.5 miles in radius. Approximately 70 per cent of the smergency
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room patients and inpatients resided within this service area. The pin
map photographs of Figure 2 and Figure 3 revealed that the hospital emer—
gency room and inpatient :ervice areas were nsarly the same and also in-
dicated the heavy concentration within the described urbanized service
ar-a.

The service area. as defined in mile distances from place of
residence to the hospital. is shamn ianabla 1 to indicate diffarences
in inpatients and emergen: y room patients. Seventy-five per cent of the
energency room patients reisided within a 3 tc 3.5 mile radius, while
only 69 per cent of inpéfjants resided within this same service area.
Thie service areas for inp: tients and for smergency room patients gener—
ally conformed and were nct significantly diffsrent from each other with
tt.e following exception. The service area for inpatients and emergsncy
reom patients for 20 mile:z or more was significantly different from the
unier 3,5 miles (Chi squared = 3.36, significant at the 1D per cent
level). This figure revesled that the inpatient service area included a
siinificantly greater number of patients from the over 20-mile distance.
This distance variability might possibly be explained by a raferral pat-
tern from outlying physicians to city specialists or by the assumption
that patients who make appiintments with city physicians expect greater
expertise. Also, a comparison betwesn Figure 2 and Figure 3 indicated
that e greater number of iipatients resided in Moore, Del City, and Mus-
tang, whereas a smaller nunber of emergency room patients who used South
Community Hospital resided in these cities,

The census tracts within the urbanized area are shoun in Table
2, This table ifllustrates the population base and the usage of thse

emergsncy room by each cenius tract. Basing projections on the service
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TABLE 1

COMPARISON OF EMERGENCY ROOM PATIENTS
AND INPATIENTS BY DISTANCE FRORW
SOUTH COMMUNITY HOSPITAL

Emergency Room . Inpatients
Distence Number ' Cumu- Numbex Cumu~-
in of Pexr- lative of Paxr- lative
Miles Patients centage Percentage Patients centage Percentage
0.0-0.5 A0 6.04 6.04 52 6.62 6.62
1.0-1.5 152 22,9¢ 29.00 192 24 .43 31.05
2.0-2.5 202 30.51 59.51 211 26.84 57.89
1,018 103 15.56 75.07 87 . 11.07 68.95
4.0-4.5 25 4,38 79.45 28 3.56 72.52
5.0-5.5 25 - 3.79 83.24 37 4,71 77.23
640-6.5 19 2.88 86.12 | 19 2.42 79.65
7.0-7.5 12 1.82 87.94 25 3.18 82.83
8.0-8.5 5 0.77 88471 14 1.78 84.61
9.0-9.5 9 1.36 90.07 8 1.02 85.63
10.0-15.5 15 2.27 92.34 31 3.94 89,57
16.0-19.5 7 1.01 93.35 8 1.02 90.59
20.0 + 36 5.44 98.79 60 7.63 98,22
Unknoum B 1.21 100.00 - 14 1.78 100.00

Total 662 100.00 786 100.00

as
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TABLE 2
SOUTH COMMUNITY HOSPITAL !ERVICE AREA

BY CENSUS TRACTS /ND
USAGE PATTERNS

Number of Number of

Census Emergency Room Inpatient
Tract Population Admissions Admissions
1039% 4,140 22 13
1041 3,425 . 16 18
1042 2,263 10 23
1043 3,656 9 12
1044 3,409 5 6
1045 2,967 19 25
1046 1,187 : 3 5
1047 1,343 10 1
1048 3,525 15 12
1049 3,928 21 14
-0s0 2,022 8 9
“053% 3,289 12 11
1054 2,621 9 20
1055 ' 2,836 15 135
1056 5,166 17 13
1057% 1,357 6 6
1070% 9,069 38 48
1071.02 5,441 25 22
1072.01 7,689 34 24
1072.02 7,670 30 31
1072.03 7,473 36 38
1072.04 8,218 27 37
1072.05 6,318 16 33
1072,06 3,145 10 11
1072.08 4,882 iz 7
1072.09 4,135 25 18
1073.01 3,554 15 12
1073.02 3,780 19 18
Totals 118,478 488 534
Total Patients in '

All Census Tracts 662 786
Per Cent of Patients

within Census Tracts 73.7 67.9

# Partial Census Tracts
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area population of 118,478, the data indicated that approximately 120

emergency room visits per thousand population psr year can be expscted
within this prescribed service arsa, whereas inpatient data indicated
approximately 58 admissions per thousand population per year within the
service area., Computations for these figures are found in Appendixes

H and 1. The figure of 58 admissions pér thousand population was very
low when compared to 145 inpatient admissions per thousand population
as reported in 1970 for all community gsneral hospitals throughout the
United States.]

Several reasons might account for this large discrepancy be-
twsen inpatient admissions per thousand population for South Conmunity
Hospital and the national average. First, the present faciiity of
South Community Hospital has been utilized at a very high occupancy
level; consequsntly, a situation might exist whersby no more beds wers
available for additional admissions. Secondly, other hospitals also
served this same geographic area——notably Hillcrest Osteopathic Hospi-
tal in the same service area and the other large downtown hospicals
which served the entire citywide area.

The null hypothesis which was tested in this sectlon was:

Geographic factors affecting emergency room use do not differ
from the geographic factors affecting inpatient usae.

This null hypothesis was accepted. The service esreas and distences from
the hospital were not significantly differsnt betwssn the emergency room
patients and inpa@ients. The exception to this conclusion was that more
inpatients from distances greater than 20 miles ceme to the hospital

than did emergency room patients from that distanca.

TnThe Nation's Hospitals: A Statistical Profils,” Hospitals,
J.A.H.A., VL, Part 2 (August 1, 1571), p. 447.
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Characteristics of the Gsographic Service Arsa
Serving South Community Hospital

A nospital, in serving its humanitarian role, has generally
betn expected to provide care and service to the immediate population
contingent to that institution and within its service area. Therefors,
the population characteristics of age, sex, race, and marital status
represented in the constituency of inpatients and emergency room pa-
tients would be anticipated to be proportional to those characteristics
found in the hospital service area. To determine if the hospital uas
serving the constituency, the characteristics of =age, sex, race, mari-
tal status, and social class wers compared in detail among the service
area population served by South Community Hospital, the inpatients ad-

mitted to the hospital, and the patients visiting the emergency room.

Age of the Population

Age comparisons bstween the gmneral population, inpatients, and
emergency room patients ers indicated in Table 3. Approximately 20 per
cent of the general population was in the 0-9 age grouping while 28 per
cent of the emsrgency room visitors and only 10 per cent of inpatients
were of this age. This information substantiated the higher utilization
"of the emergency room for the 0-9 age group with shout one-third more
visits and a corresponding low utilization of inpatient services at
abot one-half the rate that their population number would suggsest.

In the age group 10-19, the information indicated that the
emergency room was the more common mode with approximataiyrthe same pro-
portional overuse of the emergency room as underuse of ths inpatient

service (Emergency Room 22,51 per cent, Inpatient 13.87 per cent,



TABLE 3

COMPARISON OF POPULATION SERVICE AREA,
INPATIEiwi ADMISSIONS AND EMERGENCY
ROOM ADMISSIONS BY AGE

786

Sarvice Area Emergency Roam Inpatients

Parcen- Percen— Percen—-
Age Population tage Visits tage Admissiona tage
0- 9 23,651 19.97 183 27.64 81 10.31
10-19 22,403 18.9% 149 22,51 109 13.87
20-34 25,709 21.70 160 24.17 207 26.34
35-64 37,796 31.90 121 18.28 240 30.52
65 + 8,919 - 7.52 49 7.40 149 18.96
Totals 118,478 100,00 662 100,00 100.00

¥s
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General Service Population, 18.91 per uent). In both categories (ths
0-9 and the 10-19 ages) the health status of the youth and the types of
ectivities in which they were engaged mere nearly lent thsmselves to
emergency room treatment in cases of medical need in contrast to in-
patient admission types «~f cars.

The 20-34 age groups utilized ths services at approximately the
same rate as exaectéd by their percentage in the service area popula-
tion. The high 26 per cent associated with inpatient admissions possi-
bly can be explained by the addition of obstetrical services to that age
category.

The age group of 35—64 had a utilization of emergsncy room
gservices of only 18 per cent as compared to the 32 per cent that would
have been antic:pated by their numbers in the ssrvice area. Inpatient
admissions were apprcximately as predicted. This age group might have
gstablished physician contacfs and might not be as subject to accidents
which require the type of cars given in emergency roams. |

The over 65-~year age group had about the anticipated number of
emergency room visits, but had apbroximately two and one-half times as
many inpatient admissions as would have been anticipated by their num—
bers in the service arsa population. The increase for over~65 ysar ags
for hospital admissions could be partially explainasd by the higher num—

ber of hospital admissions for chronic conditions,

Sexual Characteristics of the Population
The distribution of the population by sex is shown in Table 4
with a comparison to numbsrs in the population service area, emergency

room vicits, :ind inpatient visits, In the service area 48.42 per cent



TABLE 4

COMPARISON OF POPULATION SERVICE AREA,
INPATIENT ADMISSIONS AND EMERGENCY
ROOM VISITS BY SEX

—_

———
————

Sarvice a

Emonrgency Room

Inpatients

: Popu~- Per— Per- Admissions Par- Admissions Per—
Sax lation cantage Visits centage Leas Newborn —centage Less 0.8B. centage
WMales 57,358 48.42 369 55.74 350 44,53 350 49,40
Femalns 61,120 51.58 293 44,26 436 - 55.47 405 51.60
662 100.00 786 100.00 755 100.00

Totals 118,478 100.00

a5
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of the population were males, and 51.58 psr cent were femalss. The pa-
tisnts who used the emergency room wers 56 per cent male and 44 per cent
famzle. Thecs figures indicated that a greater number of males used the
emergency room than femalss. This fact may be explained in part by the
roles men perform, either in vocations or avocations, which lend them—
sslves to accidents and injuries of the type which would be treated in
an emergency room. The psercentage of inpatient admissions by sex was
similar to the distribution in the gensral population when obstetrical

cases were removed from ccnsiderations.

Marital Status

The marital status of patisnts uéing the emergency room and in-
patient fecilities is illustrated in Table 5. This table shows ths per-
centage relationship between marital categories for both inpatients and
emerq:ncy room patients. Over 50 per cent (53.99) of the emergency room
patients wers single compared to nearly 25 per cent (24.68) of inpa-
tients. This high percentage could be explained by the high number of
youth: using the smergency room and has been illustrated and discussed
in conjunction with Table 3.

Sixty per cent of ths inpatient admissions and 38 per cent of
emergency room patients fell in ths married category. About one and ons-
half times more married psople were bsing admitted as inpatients than
were being treatud as emergsncy room patients.

Patients with ssparated maritgl status accounted for approxi-
mately threa times as many emergency room visits as inpatient admissions,
whereas divorced marital status patiente hed approximately thres times

as many inpatisnt admissions as esmergency room visits, Patients with
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TABLE 5

COMPARISON OF INPATIENT ADMISSIONS TO EMERGENCY
ROOM VISITS BY MARITAL STATUS

tmergoncy Room Inpatients

Marital Admissions
Status Visits Parcentage (Less Newborn) Percentage
Single 352 53.99 194 24.68
Married 248 38,04 , 473 a0.18
Separated 26 3.99 11 1.40
Widowed 16 2,45 70 8.91
Divorced 10 1.53 38 4.83

Subtotal 652 786
No Information 10 o

Total 662 100.00 786 100.00
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widowed marital status accounted for approximately 9 per cent of the in-
patient admissions. This heavy utilization pattern might be explained
ny the high number of patients 65 and oider admitted as inpatients.

The marital status of all patients and of the general papula~
tion 14 years of age and older is shown in Tahle &. Percentags rela-
tionships were indicated among the population service area, inpatient
admissions, and esmergency visits by male and femzle categories. The
data comparad a €6 ner cent higher rate for both ths single male (20.19)
and marr..ed categories for males»(72.34) in the general service area
population to the same categories for females (single female 14.90,
married female 66.06). The higher single categories could be explainesd
in that males generally do not marry as young as females. The married
categories wers higher because of feswer males then females in the popu-
lation service area.

The female widowed categories (10.63) were approximately five
tines the rate for males (1.94) indicating the greater life expectancy
fo the female sex in our population. The separated category for both
male and female appeared to have higher use (male 2,61, female 2,25) of
the emergency room than their proportional ratio in the gensral popule—
tion service area'(male 1,01, female 1,58). Literature sources noted
in Chapter 2 predicted that members of fhia maritel status category
were high users of the emergency roam.

Widowed females had & lower smergency room visit ratio (6.74)
than would be expected from the service erea, but had a higher ratio aof
inpatient usage (i16.30). This svidence would support the fact that

older widowed females gensrally exhibit chronic conditions rsquiring



TABLE 6

COMPARISON OF POPULATION SERVICE AREAR, INPATIENT ADMISSIONS,
AND EMERGENCY ROOM VISITS BY MARITAL STATUS—
ALL PATIENTS 14 YEARS OF AGE AND OLDER

— — ——
Service Area Emergency Room Inpatients
(Less Newhborn)

Per-
, Per— ' . Per=- ot Per- centage
Number centage Number centage Number centage (Less 0.B.)
flales
Single 8,348 20.19 69 30.00 48 17.39
Mmarried 29,909 72.34 143 62.17 192 69.57
Separatud 417 1.01 6 2,61 4 1.45
Widowed 802 1.94 4 1.74 18 6452
Divorced 1,868 4,52 8 3.48 14 5.07
No Information 0 0.00 B 0.00 0 0.00
Total 41,344 100.00 238 100.00 276 100.00
Females
Single 6,899 14.90 41 23.03 35 B.79 10.03
Married 30,587 66.06 : 103 57.87 280 70.35 65.20
Separatad 729 1.58 4 2,25 7 1.76 1.25
idowed 4,931 10.65 12 6.74 52 13.07 16.30
Divorced 3,154 6.81 18 10.11 24 6.03 7.22
No Information 0 0.00 2 .00 o 0.00 0.00

Total 46,300 100.00 180 100.00 398 100.00 100.00

a9
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inpaticnt admission rather than emergency room servicss.

Divorced femaies had a highsr rats cof emergency rooh use
(10.10) than their percentege in the service area (6.81)., The ratio
for inpatient usage (7.21) was similar to ths service area. Evidence
of other studies noted in the Revisw of tha Literature section indicated
that members of this marital status category also were predictably high

users of emergency room services.

Sacial Class

Social class on both inpatient and emergency rocom patients was
Qeterminsd by using the Hollingshead Two Factor Index. This index used
‘education and job position to determins a score for ranking into one of
five social classes. Ranking was from highest Class 1 to lowast Class
S. The information on 587 smergency room patients and 62 inpatients is
presented in Table 7.

A comparison of percentages hetwsen esach soclal class indica-
ted almost no deviation betwsen thes percentages for emergency room pa-
tients and for inpatients. The conclusion could be drawn that the hos-
pital was servinq the social classes in exact proportions for both in-
patients and emergency room patisnts. No differsnces were evidenced be-

twueen social class of the smergency room patients and inpatients.

Race
The race of the population in the hospital service area and ths
patients who used the emergency room is illustrated in Tebls 8. In the
hospital ssrvice area approximately 96 per cent were white, and 4 per

cent wers non-white. However, only 1 per cent of the total population



TABLE 7

COMPARISON OF EMERGENCY ROOM VISITS AND INPATIENT
ADMISSIONS BY SOCIAL CLASS

Emergency Room Visits Inpatient Admissions

Social Class Number Percentage Number Percentage
Class I C2 0.34 0 0.00
Class 11 18 3.07 2 3.17
Class III 111 18.91 13 20.64
Class 1V 313 53.32 33 52,38
Class V 143 24,36 15 23.81
Subtotal 587 100.00 63 100.00
No Information 75 0.00 723 0.00

Total 662 100.00 786 ~ 100.00
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TABLE 8

COMPARISON OF HOSPITAL SERVICE AREA AND
EMERGENCY ROOM VISITS BY RACE

e =

Service Area Emergency Room
Race Population Percentage Patients Percentags
White 113,492 95.79 643 97.13
Non-White 4,986 4.21 19 2.87
(Black) (1,207) (1.01) (o) (0)
Total 118,478 100.00 662 100.00

was black.
T' e race of patients using ths emergency room was 87 per cent
white and 3 per cent non-white. The information for this section was
obtained by observation by the author. Because non-white racial char-
acteristics were often difficult to determine, only limited conclusions
could be drawr from the above table. Howsver, the information would ap-
parently indicate that the hospital was not exciuding minority racial
groups within the hospital service arsa. Racial information on in-
patients was not maintained.
Ths ﬁull hypothesis on the characteristics of the patient popu-
lation which was tested in this ssction was:
The characteristics of the population who use the emsrgency room
do not differ from the characteristics of the hospital's genaral
service area.

This null hypothesis was rejected. The characteristics of thes hospi-

tal's general service area were generally differsnt from the population
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uho used the emergency room.

The young used the emergency room at a higher rats than the:ir
proportion in the hospital service arsa. [fiales also used the emsrgecy
room at a higher rate than their proportion in the hospital service

area as well as single and separalsd peopls.

Emergancy Room as an Integrated Hospital Function

As an integrated hospital department and function, ths emer-
gency room served the hospital service area as a point of entry into
the health care system. Houwevar, it also functioned as an integral
part of the hocpital operation and worked to complsment the hospital

inpatient service and the medical professional community.

Admissions and Visit by Day of the Unek

A comparison of inpztisnt admissions to emeryency room visits
by day of the week is shown in Table 9. The percentage column of in-
patient admissions indicated that Sunday and Thursday accounted for
about 40 per cent of all admissions., Ths days of Thursday and Satur-
day accountsd for over 40 per cent of ths smergency room visits. The
high number of emergency room visits on Thursday and Saturday might
partially be sxplained by the oftica schedule of physicians in the com—
munity and the reluctance which people felt toward waiting until Monday

when thsy could see their own private physician.

Number of Pravicus Visits
The number of previous visits to the emergency room was ob-
tained from the patients t: determine the extent to which the emergency

room was being used as a sibstitute for the family physician. Patients
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TABLE 9

COMPARISON OF INPATIENT ADMISSIONS TO EMERGENCY ROOM

VISITS BY DAY OF UEEK

Inpatient Admissions

———

Emergency Room Visits

Day of Week Numbser Percentags Number Percentags
Sunday 161 18.61 86 12,99
Monday 150 17.35 56 8.47
Tuesday 122 14.10 89 13.44
Wednesday 141 16.30 79 11.94
Thursday 164 18.96 137 20.69
Friday 77 8.90 59 10.42
Saturd:y 50 5.78 146 22.05
Total 865 100.00 662 100.00
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ware asked the question, "How many times have you been a patient in any
emergency room in the past year?" The raesults are illustrated in Table

10. Numerous sources cited the underenumeration of information obtained

TABLE 10

NUMBER OF VISITS TO THE EMERGENCY ROOM
IN PREVIOUS YEARS

|

Visits Number of People Percentags of Psople
a 407 69,93
1 112 19.24
2 32 5.50
3 1C 1.72
4-5 9 1.55
6+ ) 12 2,06
Stbtotal 582 100,00
N Information : 80 0,00
Total 662 100.00

1

in recall fashion.® .Consequently, the information in Table 10 is also
probably undersstimated as to the number of previous visits,

The information in Table 10 indicated that approximately 70 per
cent of the patients had no previous visits tp an emergency room in the
past year, and 19 per cent had only one previous visit. Based on this

information, the emergency room was being used for initial treatment and

was not being used as a substituta for the private physician.

1y.5. Dept. of Health, Education, and Walfare, "Reporting Health
Events in Household Interviswss Effects of an Extensive Questionnaire and

a Diary Procedure,™ Vital end Health Statistics, Series 2, No. 49 (Rock-
ville, Md.s April, 19725, pe 1.
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Time of Emergency Room Visits
The number of emergsncy room visits by tims of day is prassnted

in Table 11. The information indicated that 36 per cent of the visits

TABLE 11

NUMBER OF EMERGENCY ROOM VISITS
BY TIME OF DAY

e
———

Time Numbsr of Patients Percentage of Patients
midnight - 6:00 A.M. 24 3.63
6:00 A.M. - Noon 99 14.95
Noon - 6:00 P.Mm. 241 36.40
6:00 P.M. — Midnight 296 44,72

Total 662 100,00

were betwsen noon and 6:00 P.Mm., and 45 per cent wsre betwesn &:00 P,.M.
and midnight. Over 80 per cent of the visits occur in the afternson

and evening as compared to less than 20 per cent in the morning.

Physician Contact
Information on the contact or attempted contact with a private
physician was obtained from each patient to determine the refsrral pat-
tern and the extent to which private physicians were contributing to
the patient load., Tabls 12 illustrates the number of emergency room
patients by physician contact that occurred before the patisiits presen—
ted themselves to the smergency room.

Me orseatsst number (66 par cent) arrived at the emergency
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TABLE 12

NUMBER OF EMERGENCY ROOM PATIENTS
BY PHYSICIAN CONTACT

——
aninst

il

— —
—~

—
— —

Physician Contact Number Percentags
Convenisnce visit 63 10.34
Refserred by family physician 78 12.81
Attempted contact with physician—— 67 11,00
unsatisfactory responss or no
asslstance
No attempted contact 401 63.85
Subtotal 609 100,00
Vo information 83 0.00
fotal 662 100.00

ronm without attempting to contact a private physician. Elsven per
cent attemptsd to contact their private physician but were unable to
make contact or were not satisfied with the physician®s instructions.
The family physician referrsd 12,81 per cent of the patients to the
emergency room while 10,34 per cent of the patients were seen by their

private physician in the emergency room facilities.

Inpatient Admissions Admitted through the Emergency Room

The inpatient admissions admitted through the emergsncy room
for a 4-week period by day of week is presented in Table 13. The in-
formation indicated a consistent number of edmissions by day of week
with the exception of Saturday which ap;.eared to be very low, about

nne-half the rate for the uther days, The information in Table 9
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TABLE 13

INPATIENT ADMISSIONS ADMITTED THROUGH
EMERGENCY ROOM BY DAY OF WEEK

s

— wr——
- b

Day of Uesk Number of Admissions *
Sunday 25
Monday 22
Tuesday 18
Waednasday , 24
Thursday ' 21
Friday ' 22
Saturday 1
Total 143
Numbqr of Inpatient Admissions 786
Percentage of Inpatient Admissions 18.19

Admitted through the Emernency Room

* Represents total admissions for 4-uwsek period.
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showad that 22 per cent of the emergency room patisnts presanted them—
selves on Saturday—the highest number for any day.
The data also indicated that for the 4-wesek period of Fabruary
24-MarcH 22, 1972, 143 emergency room patients were admitted as in-
patient:. The data indicated that 18.9 per cent of all inpatient ad-

missions were first examined in ths emsrgency room.

Inpatient admiasions to ICU/CCU

The inpatient edmissions to Intensive Cars Unit/Coronary Ceare
Unit are illustrated for a 4-wask psriod in Table 14 after first bsing
examined in the emargency room. The information indicated the low num-
ber of admissions to the ICU/CCU on Saturday, which reconfirmed the in~
formation in Tabls 13. The data also show that 29 of 35 admissions (83
per cent) in the 4-week period were first examined in ths esmergency
room., Only 17 per cent of the admissions to the ICU/CCU unit wers ad-

mitted directly to the unit Prom a doctor's office.

Eveluation of the Patient's Madical Needs

Much criticism has been leveled at emergency rooms for treating
patients who did not need the services of an smergency room. Although
much has been written and discusssed regarding this subjsct, feaw criteria
have been developed to limit the cases which should be cared for in the
emergency room ﬁr should be referred to a physiciants office. A list of
nine symptoms was developsed by the author as an attempt to delinesate a
criterion for appropriate use of an emergency room. This list, knouwn as
a Symptomatic Criteria of Magnituds Sufficient to Neceasitete Use of the

Emergency Room, is illustr:ited in Appendix E.
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TABLE 14

INPATIENT ADMISSIONS TO ICU/CCU AFTER
EXAMINATION IN EMERGENCY ROOM
BY DAY OF WEEK

I

Numbar of Admissions

Day of Week ' ~ to Icu/ccu *

Sunday ' 4

Monday 2

Tuesday 5

Wednesday - 6

Thursday 4

Friday 6

Saturday 2

Total - 29 83 per cant
Admitted dirsctly to ICU/CCU from 6 17 per cent

dactor's office

Total admissions to ICU/CCU for 4-wesk 35 100 per cent
study period

* Represents total admissions ror 4-week period.
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Every patient was svaluated against the symptomatic criteria
by the head nurse in the smergency room by reviewing the patisnt's
chart. The appropriate symptom was circled or "none™ was checked if
no symptom applisd. Results of the tabulation of the checked symptoms
sre found in Table 15. Convenience visit cases were sxcluded from this
portion of the study.

The information in Table 15 indicatec that the greatest number
of cases obssrved in the emsrgency room werse cases of symptom number
3-——overt trauma cases involving bleeding, concussion, fracture, internal
injuries, or loss of body fluid. The second highest number of cases was
symptom number S——unexplained and/or severe pain of sudden onset causing
restriction o movement or labored breathing. Two hundred and seventy-
two cases of 605 total patisnts svaluated did not mest any of the nine
criteria. In the study 60 per cent of the emergency room cases were the
result of accidents while only 40 per cent wera medical problems.

The emergency room physician completed a form entitlsd "Physi-
cian Evaluation of Patisnt's Condition.™ This form is found in Appendix
D. The physician was asked to esvaluate the severity of the patient's
disorder, the harmfulness of time delay, and the urgency cf madical at-
tention. Three responses were available for aﬁch of the three questions.
From these three answers the patient was categorized into severity ra-
tings of emergent, urgent, and nor-smergent.

The severity ratings determined by tha emergency room physician
were compared to the number of patients who had presented symptoms within
the symptomatic criteria versus those pat;anta who did not sxhibit symp—

‘ams on the symptomatic oriteria. The tabulation of this data is
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TABLE 15

NUMBER OF PATIENTS IN EACH CATEGORY
OF SYMPTOMATIC CRITERIA SCALE

— — —
s— " —

Symptomatic Criteria Number of Patients

1. 103° temperaturse or above for a _ 3
pediatric patient (14 years of
age or under).

2, 1419 temperature or above for an 1
adult patient (15 years of age
or older).

3. Overt trauma case involving bleeding, 265

concussion, fracture, or internal
injuries, or loss af body fluids

4, Complications of presgnancy involving 2
severe or unusual pain, or sxcessive
hemorrhaging, or indications of
eclampsia.

i« Unexplained and/or severe pain of 45
sudden onset causing reatriction of
movement or labored breathing.

i Apparent or suspected cass of poissoning 4

"« Acute panic state and/or psychistric 8
gestures of impanding psychosis, o> drug
over-usa,

8+ State of disorientation, sliicona,‘and 3
coma.

9., Severe cases of yomiting or dierrhsa in ) 2

infants or in the aged and infirmed.

10. None of the above c¢riterias. 272

Total Number of Patients Evaliiated 605
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illustrated in Table 16.

TABLE 16

APPROPRIATENESS OF EMERGENCY ROOM :JSE
BY COMPARISON WITH SEVERITY RATING

Patisents® Medical Condition
within Symptomatic Criteria

Severity

Rating Yes No Total
Emergent 39 11 50
Urgent_ 246 127 373
Non~-Emerqgent 41 125 166
No Information 7 9 16
Total 333 272 605

ror statistical purposes, the data ware asnalyzed using all possi-
ble severity rating combinations with full recognition that this resulted
in non-independent testing. Howsver, this aqtion was considered neces-
sary to properly interpret the data. The 2 x 2 Chi Square test was used
for this analysis,

The smergent vafsus urgent rating was found to be not signifi-
cant at the 0,10 lsvel. Howsver, all other possible combinationa of
severity ratings, smergent versus nop-smergent, urgent versus non—emer—
gent, emergent-urgent versus non-emergent, and emergent varsus urgent-
non-smergent, wers signiTicant at thes 0,005 leyel of significance. The
analysis indicated that the smerjent and urgent severity catagories were

not statistically differertiable using the Symptomatic Criteria Scale as
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the independent variable. All other categoriec of the severity rating
scale were statistically differentiable.
The coriclusion drawn from this data was that the Symptomatic
Criteria of Magnituds toc Nscessitate Uss of the Emergency Room was an
excellent instrument to differentiats bstwsen emergent cases and non—
emergent cases, and between urgent cases and non-emergent casesj houw-
ever, its weaknsss lay in predicting differences between emergent and
urgent casa:,
The null hypothesis which was tested was:
The svaluation of the patient's medical need measursd by the
symptomatic criteria does not differ from the physician's
urgency rating.
This null hypothecis was accepted. The Symptomatic Criteria of Magni-

tude to Necessitats Use of the Emergency Room was an excellent predic-

tor of the physician's evaluation of the patient's condition.

Symptom Sensitivity of Patients

It has been reported that patisnts who used the emergency room
were hyper-symptom-sensitive meaning that they wers overrsacting to
symptoms which were not cﬁnsidared very ssrious by the medical pro-
fessioii. The implications of this bslief were that the expanded use of
the emergency room might be a result of hyper-symptom-sensitive patients
and that proper screening of these people might be necessary to prsserve
the present emergency room system.

The sensitivity of emergency room patients was sxamined in this

study using a scale developed by Hetherington and Hopkins to datermine
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the patient's perception of symptoms and their severity.1 The patient
was asked to selact froi: the list of eleven symptoms those which hs
felt were serious enough to contact and see a private physician. The
list of symptoms and th:ir weighted values of seriousness is found in
Appendix 3.

The eleven—iter: scale was checked for scalability on the emer—
gency room population using the Guttman analysis tachnique.2 The slimi-
nation of two items in the scale produced a reproducibility oi 0.908.
This 1ist of nine remaining scalable items and their appropriate weights
is illusirated in Table 17. A scalability of 0,900 or better indicated
that a éatiant with the same score was likely to have obtained that
score by checking the same symptoms,

The number of symptoms chacked compared to the number of psaple
is shown in Table 18. for sxample, the table indicated that four pa-
tients checked none of the symptoms; 91 patients checked two of the
symptoms; and 67 patients checksd all nine of the symptoms.

The profile of scores of the nine scalable items as compared to
number of patients is illustrated in Figure 4. This profile indicated
that 95 patients had a score of betwsen 3 and 1.99 units; 90 patients
had a score of betwsen ’,0 and 3,99 units; and 70 patiaﬁts had a score
bastwsen 16 and 17.99. Patients were assigned into three categories de-
pendent upon their response to the list of symptoms. Those patients

who checked symptoms wh:ch were considered minor by professionsal

1Hatharington and Hopkins, op. cit., pp. 63-75.

Zp, N. Oppenheim, Questionnaire Deesion and Attitude Messure-
ment (New York: Basic Books, Inc., 1966), pp. 143-151.
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TABLE 17

SYMPTOM SENSITIVITY SCALE USABLE Of
EMERGENCY ROOM POPULATION

Symptom Weight
Blood in the Urine : 0.60
Chest Pain 0.78
Unexplained Weight Loss 0.85
Persistent Joint or Muscle Pain : 2,00
General Fatigue 2,08
Gassousnsss 2,50
"Nerves" 2,67
Unexplained Wsight Gain 2.68

Insomnia 3.02
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TABLE 18

NUMEER OF POSITIVE RESPGNSES TO (IINE QUESTION
SYMPTOM SENSITIVITY SCALE

Numbsr of Patients

Number of Symptoms Who Checked
Checked Symptoms
0 4
1 29
2 91
3 105
4 84
5 60
6 50
7 31
8 31
9 67

Total 552




NUMBER OF PEOPLE

100

70

60

40

30

10

79

2-399 4-599 6-799 8-999 10-11.99 12-13.99 14—-1599 16-17.99
SCORES

Fig. 4 — Distribution of Patient Symptom Sensitive Scores




80

Jjudgment were considered hypersensitive to symptoms. Those who did not
check symptoms which were considered serious were referred to as symp-
tom insensitive while those patients who generally agreed with pro-
fessional opinion were considered normative ard wers called'aymptom
sensitive. Those patients with a score of less than 6.31 were cats-
gorized as symptom insensitive. Those with a score of 6.31 were cats-
gorized as symptom ssnsitive, and thuée with a score of greater than
6.31 as hyper-symptom-sensitive (or hypersensitive). |

The number of patients in sach category is illustfatad in

Teble 19, The information indicated that 306 of the patients were in-

TABLE 19

NUMBER OF PATIENTS BY SYmMPTOM CATEGORY

|

——
—

Symptom Category Number of Patients
In:ensitive 306
Sensitive 2
Hypersensitive 244
Total 552

scasitive while 244 were hypersensitive. This information conc.uded
that a pradominance of patisnts who used the emergency rooa wers insen—
sitive‘as onposed to the prediction that the patients would be hyper-
sensitiva. Studies in California have been conducted by Hetherington
and Hopkins using this symptom ssnsitive instrument on a large random

Sample population. Based on thess results the anticipated data for this
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study would have been a bi-modal score distribution with approximately
equal sizes in the two distributions. The sensitive category would
have been axpected to have about 10 per cent of the total population
size.

The results of this study showed a uni-modal distribution with
less than 0,5 per cent in the sensitive category. If one could assume
that the gensral populations of California and Oklahoma wsre the same
in regard to sensitivity, ons could concluds that the patients who used
the emergency room had a different symptom perception thgn a random
sample of the population.

The categories of symptom sensitivity were checked against
selected attributss of the population to determine if thess attributes
of the population were significantly different from the gensral sample
population. The sensitivity category was eliminated from consideration
in this part of the :tudy due to the extremely small number of rsspon-

Medical Conditions
Emergency room population characteristics by medical conditiaon
were compared to the symptomatic categories. This information is found
in Table 20. A Chi Squars analysis indicated no significant diffsrence
between the accidents and medicsl conditions which brought patients to

the emergency room,

Urgency Ratings
The urgency rating of the smergency room population was com-

pared to the symptomatic categories and illustrated in Tablu 21. A



82

TABLE 20

COMPARISON OF SYMPTOM CATEGORIES
BY MEDICAL CONDITION

Symptom Category

Medical Condition Insensitive Sensitive Hypersensitive
Accident 200 1 149
Medicel Problem 106 1 g5

TABLE 21

COMPARISON OF SYMPTOM CATEGORIES
BY URGENCY RATING

Symptom Category

Urgency Rating Insansitive Sen3itive Hypersensitive
Emergent 10 D 15
Urgent 180 2 149
Non-smergent 96 0 56
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Chi Square test was psrformed on the data, and the following results

were obtained. Emergent-urgent versus non-smergent was found to bs

significant at the 10 per cent levsl with Chi Square squal to 3.51.

Emergent versus nonfemergent was found to be significant at the 5 pser

cent level with Chi Square squal to 3.87. The non—smergent patients

were statistically more insensitive than emsrgent and urgenf patients,
The null hypothesis to be tested was as follows:

Symptom-sensitivity of the patient does not relate to the bhy—
siciants urgsncy rating.

This null hypothesis was rejected. The symptom-sensitivity of the pa-

tient did correlats highly with the physician's urgency rating.

Marital Status and Sax
Marital status and sex characteristics of emergency room pe~
tients were comparasd to the symptomatic categories. Maritel status is
faound in Tables 22, and sex in Tabls 23. Statistical analyses indicated:
no significent differsnces for these characteristics. No differences
batween symptom categories were observed by marital status or betwsen

miles and females.

Social Cleass
Social classes of the patients who used the emsrgsncy room were
compared with ths symptom catesgoriss. The information is presented in
Table 24. A Chi Squars test was run corparing Class 1, Cless 2, and
Class 3 versus Class 4 and Class 5. The results ware significant at the
10 per cent level with Chi Square sgual to 3,02, The social glessas of

4 and 5 were significantly more insensitive then Classes 1, 2, and 3.
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TABLE 22

COMPARISON OF SYMPTOM CATZGORIES
BY MARITAL STATUS

Symptom Catagory

Marital Status Insensitive Sensitive Hypersensitive
Singls 167 1 145
Married 119 1 84
Saeparated 5 0 2
Widowad 3 o 6
Divorced 11 0 7
TABLE 23
COMPARISCN OF SYRPTOM CATEGORIES
BY SEX
Symptom Category
Sex Insensitive Sensitive Hyperssnsitive
Mals 176 0 135
Femalse 13C 2 109
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TABLE 24

COMPARISON OF SYMPTOM CATEGORIES
BY SOCTAL CLASS

Symptom Category

Social Class Insensitive Sensitive Hypersensitive
Class 1 1 0 | 1
Cless 2 ' 13 » 0 5
Class 3 51 o 52
Class 4 175 1 124
Class 5 66 1 62

Day of the Wesk

The day of the week was compared with the symptom categories
end is illustrated in Table 25. Rore patients were insensitive than
wers hypersenitive on all days of the week sxcept Monday and Friday. In
comparing Monday end Friday with all other days of the week, the Chi
Square test showed a significant difference (Chi Square equaled 6.35
which was significant at the S per cent level). The data indicated that
the patients seen on Monday and Friday were more hyparsénsitive than

those seen on other days of ths week.

Physician Contact
Physician contact was compared to the symptom categories and
this comparison is presented in Teble 26. The data indicated that, for
all catesgories, except convenience visits, the greater pumber of patimnts

were in the insensitive categories. In the category of convenience
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TABLE 25

COMPARISON OF SYMPIOM CATEGORIES
BY DAYS OF WEEK

—
adhmsmtn

Symptoim Category

Day of leek - Insensitivs Sensitive Hypersensitive
Sunday 34 0 34
Ronday 22 0 28
Tuesday 43 0 33
Wednesday 40 0 22
Thursday 56 0 45
Friday 22 1 30
Saturday 79 1 52
TABLE 26

COBPARISON OF SYMPTOM CATEGORIES
BY PHYSICIAN CONTACT

Symptom Category _
Physician Contact Insensitive Sensitive Hypersensitive

Convenience V¥isit 1¢ 0 25

Referred by Family 3¢ 0 33
Phyairian

Contact Attempted— 34 1 28

No Assistence or
Dissatisfied with
Cere Program

No Contact 211 1 157
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visits, more hypersensitive than insensitive patients were evident al-
though the numbsr of patients in this category was very small. The Chi
Square test comparing convenience visits with thoss patients with no
contact before coming to the emergency room, resulted in a Chi Squars
of 2.64. Ths results were not significant (Chi Square at 10 per cent
level equals 2,71), but indicated a strong directional possibility of
significance if the sample size wers larger. Ths evidsnce might lead
to the speculation that physicians sees more symptom sensitive people in

their offices than are sesn in the emergency room.

Previous Visits
The number of previous visits to the emergency room was com-

pared to the symptom categoriss and was illustrated in Table 27. Sta-

TABLE 27

COMPARISON OF SYMPTOM CATEGORIES
BY PREVIOUS VISITS

—ttt

Symptom Categﬁry

Visits Inssnsitive Sensitive Hyperssnsitive
0 224 2 160
1 56 0 48
2 15 0 15
3 4 0 5
4 4 7 o 14

tistically, tests of the data indicated no significant difference betwsen
thes aymptom categories by the numbsr of previous visits to the emergency

Y0t m,.
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Age and Sex
The age category divided by sex was compared with the symptoms

category in Table 28. The data indicated that, for all age groups, more

TABLE 28

COMDARISON OF SYmMPTOM CATEGORIES
BY AGE AND SEX

Symptom Category

Age Ingensitive Sensitive Hypersensitive
0-15 136 1 128
Male 68 1] 75
Female 68 1 51
16-20 31 0 14
Male 19 0 6
Female 12 0 8
20-34 70 1 62
Male 47 0 33
Female 23 1 29
35-54 A6 0 21
Male ’ 29 0 10
Female 17 0 11
55 + _ 23 0 21
Mele 13 0 11

Female 10 D 10

patients were insensitive than wers hypersensitive, Howsver, the sex
determination bstween each group indicated that some sex-ags groups
were more hypersensitive than insensitive. Two of these catsegories
were males in thes 0-15 age group and females in ths 20-34 age group.
Howsver, due to ths way the data were gathered by having parents com-
plete the form fo- 0-15 years-old age group, the data might have been

a reaction of the same female hypsrsensitive population group.
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The data also indicated a high ratio of insensitive patients to
hypersensitive (31 insensitive to 14 hypersensitivs) patients in ths 16
to 28 year age group. The Chi Square test cqmparing the 16 to 20 year
group to the sum of all other age categories indicated a significant .
difference (Chi Square equaled 3.33, significant at the 10 per cent
level). Thse 15 to 20 year age group was significantly more insensitive
to symptoms than the other patients who used ths emergency room.

The male population was added excluding the agss of 0-15, and
the results were found to be 108 males insensitive and 60 males hyper-
ssnsitive. The same procedure was used for females, and the sums were
62 females insensitive and 58 females hypersensitive. A Chi Squere tsst
on this data indicated that males were significantly more inssnsitive to
symptoms than were females (Chi Sgquare equaled 4.10, significant at the

S per cent level).

Time of Arrival

The time of arrival in the emergency room was categorized into
6-hour intervals and compared to the symptom catsgory. T7hls information
is illustrated in Table 29. The data indicated that thrse of the four
tine categoriss had mors insensitive than hypersensitive patients. The
exception was the time category from 6:00 A.M. to noon when more hyper-
sensitive patients than insensitive pétients wars in the emergency room.
A Chi Square test comparing the 6:00 A.M. to noon time category with the
6:00 P.m, to midnight time catagory indicated that the patients seen in
the 6300 A.M. to noon category were significantly more hypersensitive
than the patients in the 6300 P.M. to midnight time category (Chi square

enueled 7,22, significant at the 5 per cent level).
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TABLE 29

COMPARISON OF SYMPTOM CATEGORIES
BY TIME

ottt —— —————— e
T ——— ——

Symptom Category

Time Insensitive Sensitive Hypersensitive

Midnight -~ 6:00 A.M. 13 1] 7

6:01 A.M. - Noon 38 0 52

12:01 P.M. - 6:00 P,M. 111 2 87

6:01 P.Mm. - Midnight 144 o 98
Distance

The distances shich patients traveled to reach the emergency room
were compared to the symptom criteria. These data are presented in Table
30. These data indicated that for most distances under four miles, the
patients were more insensitive than hypersensitive. However, the pa-
tients from 4.5 miles through 19.5 miles distance had a greater instance
of hypersensitivity. A Chi Square test on these data (under 4.5 miles
versus 4.5 to 19.5 miles) indicated a significant differsnce between the
two populations (Chi Sﬁuare equals 3.15, significent at the 10 per cent
level).

The patients who traveled greater distancss (4.5 miles to 20
miles in thie case) wer: more hyperssnsitive than those that came the

shorter distences to th:: emergency room.

Attitudes of Patients

The attitudes «f patisnts regarding health care have been
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TABLE 30

COMPARISON OF SYmPTCM CATEGORIES

BY DISTANCE

Symptom Category

Distance
in Miles insensitive Sensitive Hypersensitive
0.0 4 0 2
0.5 | 19 0 . 14
1.0 33 1 22
1.5 | 43 0 31
2.0 53 1] 37
2,5 34 1 36
3.0 42 0 33
3.5 9 o 5
4,0 6 0 3
Subtotal 241 2 183
4,5 , 6 0 9
S.0- 9.5 25 0 32
10.0-19,.5 : 10 0 7
- 20.0 + 19 0 1

Totel 303 2 242
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extremely involvad, especially as they interrelated with the bshavioral

activities of utilization of health care facilities. Attitudes affsc—
ted the disposition of psople tovrard health, the utilization of health
facilities, and the satisfaction which psople experienced with their
care. Originally, sconomic reasons were advocated as the restrictive
element which caused people not to use the ssrvice. Now-it has become
kiown that the social-psychological reasons were equally or more impor-—
tant. Since the delivery of health care to the psople was related to
their proper attitude toward the ssrvice, the following sections of
study were designed to msasure attitudes in these arsas.

The questionnaire entitled "Healti. Care Opinion Quastions™
(Appéndix C) was completed by the patient and was intended to measure
the patient's views between a traditional and contemporary view of the
health cars system. The traditional view was characterized by a belief
that: (a) every family should have a private physician who takes a
personal interest in patients and does not mind being inconvenienced
fir his patient, (b) this private physician's office should bs the
siurce of primary cars, and the physician should be seen for all medi-
c: 1 needs; the patient should not inconvenience thes physician morse than
necessary to obtain needed medical treetment, (c) the smergsncy room
should be squipped with highly trained professional psople avallsblse in
a local community for all sserious accidents and sexious medical prob-
lems; because of the seriousness of the cusss ssen in thg emargency
room, the facilities should bs within close travel distance, and a cen-
t-alized facility is not within consideration. |

The voniemporary view was characterized by a belief that: (a)
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the availability of medical service when needed is more important than
an ongoing relationship with a private physicianj thus, the physician's
office is organized for the convenience of Q physician in contrast to
the interest of the patient, (b) the emergency room is equal or super-
ior as a source of primary care and its 24-hour availability is of
paramount importencs, (c) the patient is interested in the best utili-
zation of equipment, personnel, and facilities at a most reasonabls
cost; time restraint and distance to a facility are not paramount con-

siderations.

Attitudes toward the Health Care System

The patisnt's attitudes toward the traditional heslth cars
system were measured by thres gquestions—A, B, and C of the health care
opinion questions. The score obtained on this attitude section was
correlatad with the number of wvisits to an emerqgency room in the prev-
ious year. The assumption which was the basis of this comparison was
that a high score on the attitude section would indicate non-conformity
with the traditional modes of the health care system, and this attitude
would be manifeeted in an increased number of visits to the emergency
room. The information is illustrated in Table 31. The Chi Square test'
indicated no significant correlations. The null hypothesis which was
tested in this section was:

Patient attitude toward the haalth care system does not relate
eith the number of visits to the emergency room,

This null hypothesis was accepted. No correlation was found
betwesen the number of visits and patient attitude toward the health care

system.
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TABLE 31
NUMBER GF VISITS TO EMERGENCY ROOM COMPARED

TD ATTITUDE SCORE TDWARD THE
HEALTH CARE SYSTEM

Attitude Score

Number of

Visits 3 -7 8 -~ 11 12 - 15
1 149 224 9
1 ‘ 38 63 1
2-3 14 23 0
4 + , 9 11 0
No Information 1 0 0

Attitudes toward Acceptance of ®"Convenience Clinics"

The attituda of patients toward the acceptance of convenience
clinics was measured by four questions, D, E, F, and G, on the health
care opinion gquestionnaire. The scors obtained sn this attitude ssction
was correslated with the severity rating of the physician and with the
number of visits to the emergency room. The assumption upon which
these four questions were based was that patients who now use thes emer-
gency room for non-emergency care situations and have the highest numher
of visits will be more favorahly disposed toward convenisnce clinics.
The attitude scores correlated with visits are shouwn in Teble 32, end
severity ratings, in Table 33, Chi Square analyais of the data in both
tables indicated no significant differences. The null hypothesaes which
were tssted were:!

Patient attitude toward acceptance of convenience clinics has
no relationship to the severity rating of the physician.
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TABLE 32

NUMBER OF VISITS TO EMERGLNCY ROIM COMPARED
T2 ATTITUDE SCORE TOWAR)
CONVENIENCE CLINICS

Attitude Score

Number of

Visits 3 -7 8 - 11 12 - 15
0 7 275 g9
1 3 69 30
23 ’ 1 27 _ e
4 » a 18 2

TRBLE 33

SEVERITY RATING BY PHYSICIAK CORPARED
TO ATTITUDE SCORE TONARD
CONVENIENCE CLINICS

B e e
Attitudas Scors

Severity

Rating 4 -7 8- 11 12 - 15 16 - 20
Emsrgent : 0 19 6 0
Urgent 7 239 7 1
Nori-emergent 4 102 43 1

No Information 0 29 11 0
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Patient attitude toward zcceptance of convenience clinics is

not affectsd by the number of visits to the emergsncy room in

the previous year.
These two null hypotheses were accepted. The conclusion was that the
number of pravious visits to the smergency room and the severity rating
by the phvsician had no relationship to attitudss toward convenience
clinics.

Attitudes toward Redirection to Centralized
tEmsrgency Room Facilities
The attitudes of patients toward redirection to a centralized

emergency room facility were measursd with questions H, I, and J on the
health care upinion questionnaire. The score obtained on this attitude
section was correlated with the score of questions K, L, and M which
dealt with the personal acceptance of care received in the emergsncy
room. It was assumed that patients who had a favorable attitude toward
the acceptance of care would not be disposed to accept redirsction to a
centralized emergsncy room service facility. The dsta on this ssction
are illustratedin Table 34. The Chi Square test indicated no signifi-
cant difference. The null hypothesis whizh was tested was:

Patient attitude toward redirection t> a central emergency fa-

cility does not differ from attitudes toward care received in

the emergency room.
The conclusion from this data would indicate that the attitude toward

care received in the smergsncy room had no relationship to attitudes

toward redirection to a centralized emergency service facility.

Composite View of Attitude Scores
The sums of all scores of all the questions were added to de-

termine if the composite of attitude scores toward either the
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TABLE 34

ATTITUDE SCORE FOR ACCEPTANCE OF CARE
COmMPARED TO ATTITUDE SCORE
TOWARD REDIRECTION TD
CENTRALIZED FACILITY

Acceptance of Attitude Score

Care Scores 3 -7 8 - 11 12 - 15
I~ 7 1 2 0
8§ - 11 53 61 7
12 - 15 144 158 12

traditional or contemporary view of health care was related to the char-
actsristics of the population. The characteristics examined were: age,
sex, soclal class, physician contact, number of visits, and urgency
ratings of the population.

Visits. The mean score of all attitude questions compared to
previous visits to the emergency room is illustrated in Table 35. A
mean score was obtained for each category, and the Duncan Multiple
Range Test was conducted on the data using the 5 per cent level of sig—
nificance. The mean scores from the patients with no previous visits
(26.54) and those with one previous visit (26.55) were significantly
diffsrent than the scores of those patients with two or mors previous
visits (25.59 and 24.50). The conclusion was that patients with no
previous visit and one previous visit had a more contemporary visw of
the health care system than those patients with two or more visits, and
patients with two or more visits tendsd to have a more traditional view

of the health care system.
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TABLE 35

MEAN SCORES ON ATTITUDE QUESTIDNS COMPARED
TD NUMBER OF JISITS TO EMERGENCY ROOM

— — ——— e e e e
Number Number
of or Total Mean Score of
Visits Patients Score All Questions
0 383 10,166 20.54
1 102 2,708 26.55
2-3 37 947 25.59

4 + 20 490 24,50

Urgency Rating, Sex, and Social Class. The mean scores of all

attitude questions were compared to the urgency ratings, to sex, and to
social class. The information on each category is found in Tablss 36,
37. and 38. For each category, the Duncan Multiple Range Test was con-
ducted using the 5 per cent level of significance. No significant dif-
ferences ware obssrved betwsen the urgency ratings, between males and
females, or between the five social classes.

Age. The mean scores of all attitude questions compared to
age categories of patients who visited the emergency room are presented
in Table 39. A mean score was obtained for each age category, and the
Duncan Multiple Range Test was conducted on the data using the 5 psr
cent level of significance. The mean score of the age group urder 15
was significantly different from the mean scores of age groups 35 to 64
and 65 and above. The conclusion was that in thes age group 0-15 (for
which the information was ottained from parents), the more traditional

view of a medical care system was maintained in contrast to a moderate
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TABLE 36

MEAN SCORES ON ATTITUDE QUESTIONS COMPARED TO
URGENCY RATING BY PHYSICIANS OF PATIENTS
VISITING EMERGENCY ROOM

, -Number
Urgency of Total Mean Score of
Rating Patients Score All Questions
Emergent 25 655 26.20
Urgent 324 8,55L 26.39
Non-emergent 151 4,002 26,50

TABLE 37

MEAN SCORES ON ATTITUDE QUESTIONS COMPARED TO
SEX DOF PATIENTS VISITING EMERGENCY RDOM

Number .
of Total Mean Score of
Sex - Patients Score All Questions
Male 306 8,122 26.54

female Z3b 6,189 . 26.22
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TABLE 38

MEAN SCORES ON ATTITUDE QUESTIONS COMPARED TOD
SOCIAL CLASS DF PATIENTS VISITING
EMERGENCY ROOM

Number

Social of Total Mean Score of
Class Patients Scors All Questions

1 2 50 25.00

2 18 493 27.39

3 102 2,679 26,26

4 296 7,797 26.34

5 124 3,292 26.55

TABLE 39

MEAN SCORES ON ATTITUDE QUESTTIONS COMPARED TD
AGE DF PATIENTS VISITING EMERGENCY ROOM

Nui@ibai
of Total Mean Score of
Age Pztients Scorse ARll Questions
0-15 243 6,298 25.92
16-20 04 1,647 ‘ 27.00
21-34 122 3,178 26.05
35-64 93 2,536 27.27

65 + 23 652 28,35




101

or contemporary visw by the 35-64 and 65-year plus ags group. This con-
clusion could possibly be explained as a belief that a family physician
was more necessary for the young children in the family.

Physician Contact., The mean score of all attituds questions uwas

compared to the patient's physician contact before coming to the emer-

gency room, The information is presented in Table 40. A mean score was

TABLE 40

MEAN SCORES ON ATTITUDE QUESTIONS COMPARED TO
PHYSICIAN CONTACT BEFORE VISITING THE
EMERGENCY ROOM

Number
Physician of Totel Mean Score of
Contact Patients Score All Questions
Convenience Visit 43 1,094 25.44
Referred by 70 1,751 25,01
Private Physician
Attsmpted Contact 65 1,791 27.55
No Assistancs
No Contact 362 9,627 26.59

ontained from each type of physician contact, and the Duncan Multiple
Range Test was conducted on the data at the 5 per cent level of sig—-
nificance. The data indicated that the referred patients were signifi-
cantly differant from the patients ;ﬁs +ad no contact or the patients
who attempted contact with a physician before coming to the emergency
room. The conclusion from the data indicated that referred patients
had a significantly more traditional view to the health care system

t1an patients who came to tha emergency room without physician
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directisn. The second test results indicated that conveniencs visit
patients and patients who were referred by physicians wsre significar’ly
different from the patients who attempted to contact a physician and
wers unsuccessful or obtained no satisfaction with the contact. The
conclusion ffaﬁ“this data indicated that those onatients with an sstab
lished physician relationship had a significantly greater traditional
view of the health cares system. Those patients who attempted to contact
a physician and were unsuccessful might have bean indicating their feel-
ings for the contemporary view as a frustration to the shortcomings of

the present system,



CHAPTER V

SUMMARY, CONCLUSION, AND RECOMMENDATIONS

Summary

The health care system and the emergency room, as an integral
part of the system, has continued to expand and adapt as a rusult of the
pressurses exerted upon it. Providing smergency and point of entry care
to patients in our health care system has continued to be a major prob-
lem. This study has attempted to identify factors, conditions, and at-
titudes which have influenced usage of the emergency room and have ex-
erted pressures upon the present system.

The setting for this study was South Community Hospital, a com-
munity general hospital of 197 beds in an urban area of Oklahoma City,
staffed with full-time emergency room physicians. The study compared
and contrasted emergency room patients and inpatients, but placed greater
emphasis on the emergency room patients. Informaticon was gathered over
a 4-week period from interviews with 662 emergercy room patisnts, emer-
gency room raéords, physicians and nursing perscunnel, ani records of 786

inpatients.

Conclusion
Population Characteristics

The service areas for inpatients and emergency room patients

103
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were detarmined to ascertain if the two areas were identical in an ur-
banized area. Distances from the hospital were established for both
inpatients and emergency 1oom patients by measyring the distance in
nmiles from the hospital to the place of residence. Generally, the
service areas were found to be similar when compared by distance inter—-
~vals, with the exception that more inpatients came to the hospital from
a distance greater than 20 miles. This phsnomenon could possibly be ex-
plained by a referral pattern from outlying physicians, by the main-
tenance of contact uith a physician after moving to a new location, and
by the expectation of greater expertise by patients from greater dis-
‘tances who made appointments with city physicians.

The conclucion dr-un was that the emergency room and inpatient
saervice areas were nearly identical and that the hospital servad the
same population areas for both inpatients and emergency room patients.
The data also indicated that other hospitals had overlapping service
arsas with South Community Hospital and that South Community Hospital
was providing for only one-third of the inpatient admissions for the
sarvice area defined in this study.

The null hypothesis which was tested wass

Gengraphic factors affecting emergency room use do not differ
from the geographic factors affecting inpatient usse.

This hypothesis was accepted. The service arseas and distances were not
significantiy different betwsen emsrgency room patien!s and inpatisnts.
The characl.eristics of twe portion of the population in the
g:neral service area which used the emergency room, and those who were
‘ailmitted as inpatients were compered to determine differences in usage

putterns. The emergency rom was found to be the more common mode of
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treatment for the population ag2 group of 0 to 19. Only 19 psr cent of
the population in the service area were within the 0 to 19 age group,
but 23 per cent of emergency room use and 14 per cent of inpatient use
was attributable to this age group. The health status of youth in this
ane qroup and the type of activities in which they engaged lent them-
selves tu emergency room treatment of medical needs in contrast to in-
patient types of care.

The age group 35 to 65 had a lower emernency room usage pattern
than its percentage in the general population, but almost the same ratio
as anticipated for inpatient admissions. This aje group might be more
permanently established, might have developed physician contacts, and
might not be subject to accident: which require the tyne of care given
in the emergency room,

The 65-years-of-age-and-over group experienced two and a half
times as many inpatient admissions as its number in the general service
arsa would sugcest., This patterr could be explained partiélly by the
hijher number of admissions and extended length of stay for chronic con-
ditions in the aged population.

More males than females utilized the emergency room. Fifty-
six per cent of the patients were male while only 44 per cent were fe-
male. This pattern might be explained in part by the roles men perform,
either in vocations or avocations which lend themselves to accidents and
iniuries aof the type which would be treated in the emergency room.

Marita! status conrresponded closely to age categoriss when com—
pared to usage patterns; consequently, the high use of the emergency

room by the 0 to 19 ags group influenced the predominantly single marital
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status. In contrast, approximately one and a half times mcoo married
people were admitted as inpatients in comparison with emargshcy room
patients,

Patients with separated marital status accounted for nearly
thres times the rate of emergency room visits as inpatient admissions
and were higher users of the emergency room than their ratio in the gen-
eral service area would have predicted. Divorced femalss had a higher
rate of emergency room use than anticipated by their number in the serv-
ice area. Thi: information confirmed other sources which stated that
divorced and scparated marital status patients were greater users of the
emergency room.

Uidow:d maritcsl status patients accounted for nine per cent of

inpatient admissions. Widowed females had a lower emsrgency room usagé

had a-higher ratio of inpatient usage. This pattern could partly be ex-
plained by the high number of over-65 patients admitted to hospitals,
the greater life expectancy of the female, and the health paglect assp-
ciated with living alons.

Sociel classes of the smergency rocm patients and inpatients
were obtained to determine if social class influenced the mode of treat-
ment. No differences were svidanced between tha social classes of the
emergency room patients and the inpatients; therefore, the conclusion
was that the physicians served the social classes in the community in
nearly exact proportions for botl inpatients and emergsncy room patianté.

Racial characteristics «f the hospital service area indicated

that almost four per cent of the pupulation was non-white. Three per
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cent of the patients at the hospital were noted, by observation. to be
non-ushite. This indicated that the hospital was not excluding iinerity
racial groups within the hospital service area.
The null hypothesis tested was:

Characteristics of the population who use the emergency roos do

not differ from the characteristics of the hospital's general

service area.,
This hypothesis was not accepted. Significant differences betueen the

patients who used the smergency room and the population in the hospital's

service area do exist.

Usage Patterns

The number of admissions to the inpatient service and the number
of emergency room visits varied by day of the week. Sunday and Thursday
accounted for about 40 per cent of all inpatient admissions while the
two days of Thursday and Saturday accounted for 40 per cent of the emer-
gency room visits. The Sunday-Thursday pattern of hospital admissions is
a common occurrsncs where a large number of elective cases are admitted.
The high number of emergency room visits on Thursday and Saturday might
be explained by the office schedule of physicians in the community and by
the urgency which people felt which precluded waiting until Monday when
they could see their own private physician. The pattern of usage of the
emergency room at South Community Hospital on Saturday resembled a typi-
cal outpatient clinic situation with 22 par cent of the week's volume
being examined on this dJday.

Seventy pe1 cent of the patients who visited the emergency room
«ad no previous visits to an emergency room in the preceeding twelve

months, and 19 per cent had only one pravious visit. This evidence
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indicated that the emergency room was being used by the community for
initial treatment of patients and does not appear to be acting as a
substitute for the private physician.

The emergency room visits were predominantly in thé af ternoon
and esvening with 80 per cent in this section of the day.‘ The rate was
highest at times when physicians' offices were not open.

The patients' contacts with physicians before coming to the
emergency room ﬁere checked to determine the referral patterns. Sixty-
six per cent of the patients arrived without havirng attempted to contact
their private physician; 11 per cent had attempted to contact their pfi-
vate physician but were not able to maks contact; 13 per cent made con-
tact and were referred; and 11 per cent were seen by their private phy-
sician in the emergency room. Much ecriticism has been laveled at the
emsrgency rcom and the hospital bscause physicians belisved that much of
the cars and treatment provided in the emergency room should be rerouted
to private physicians! offices; however, the esvidence indicated that 34
per cent of the utilization of the emergency room was a direct result of
actions by tte physicians or a visit by default for reasons regarding
inaccessibll: ty or an unacceptabity of care by the physician in private
practice.

Nineteen per cent of the inpatient admissions were first ex-
amined in the emergency room, and 83 per cent of the patients admitted
to the 1CU/CCY were first examined in the emergency room. This evidence
supported the contention that the hospital wes depandent upon the emser--
guncy room as a source of referral for inpatient admissions.

These datz also substantiated the need for a closse physical
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arrangement bstween the smergency room, ICU/CCU, and the surgical suitse.
Thase nursing units were usually operated independently from other nurs-—
ing unitz, and the proximity of 1CU/CCU to the smergency room and surgi-
cal suite eliminatsd the transportation problems of moving seriocusly ill
patients great distances in the hospitél.

The admission rate to inpatient units and to ICU/CCU aftsr
first being examined in the smsrgency room was approximataly half the
rate on Saturday as compared to other days of the week. This phenomenon
was difficult to exp:lain znd deserves further study to determine if this

pattern is univeral or if it represents an unusual sampling situation.

Evaluation of Patient's Condition

A list of symptoms was developed to dstsrmine if the conditions
which brought patients to the smergency room were appropriate fo- emer-
éency room treatment. A symptom instrument complsted by nursing person-
nel compared the physician's rating of the seriousness of 3ach p: tient's
condition.

“he preponderance of cases observed in the smergency room were
a result of a symptom of "overt trauma involving bleeding, concussion,
fracture, or internal irjuries, or loss of body fluids.™ Sixty per cent
of the emergency room casss were the resuit of accidents while 40 psr
cent were medical problems.

The data support a conclusion that the instrument, "Symptomatic
Criteria of Magnitude Suff.cient to Necessitate Use of the Emergsncy
fteon, " was an excellent difersntiator between emargent cases and non-
emargant cases and between urgent and non-emargent cases. Howsver, a

wraknass «f the instrument was relative to pradicting differances
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t etween emergent and urgent cases.
The null hypothsesis which was tssted was:
The evaluation of the patient's medical need msasured by the
symptomatic criteria doses not differ from the physician's ur-
gency rating.

This hypothesis wus accepted. The Symptomatic Criteria was an excsellent

predictor of thse physiclian's evaluation of thse patisnt's condition.

Symptom Sensitivity

The symptom-sensitiviiy uf patients was tested to determine the
type of sensitivity expressed by different groups of the population.

The emergency room patients were given a list of eleven symptoms and
asked Lo indicate which symptoms were serious enough to warrant seeing é
physician Tor medical attention. 1In the study, 306 of the patients were
symptom—sensitive while only 244 were hyper-symptom~sensitiva.

The factors of medical conditions, marital status, sex, and
number of previous visits were found to have no correlation to sensitiv~
ity. Howsver, the factors of urgency ratings, social class, day of the
waak,vtime of arrivel, and distance were found to be significant. Emer-
gent and urgent patients were mors hypersensitive than non—emérgent pa~-
tients, The social Clesszs 1, 2, end 3 were significantly more hyper—
sensitive than Classes 4 and 5. The patients seen on Monday and Friday
were more hypsersensitive than those seen on other days of the week., The
patients seen from 6:00 A.M. until noon were mcre hypersensitive than
the patients seen betwsen 6:00 P.M. and midnight. Th3 patisnts from
distances of 4.5 miles to 20 miles were more hyperssnsitive than those
who lived closer than 4.5 miles.

A large numhber of patients in this study was noted to be in the
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insensitive category. This condition suggested that many persons in the
service area were n2t knowledgable about severe symptoms, in contrast
to their being overly concernsd gbout minor symptoms. The obvicus
response to this situation, although admittedly difficult to administer,
wouyld be an educational program to familiarize the population with ser-
ious medical conditions.

The null hypothesis which was tested was:

Symptom sensitivity of the patient does not relate to the phy-
sician's urgency ratings.

This hypothesis was rejected.

AgiitLdB of Patients

A Likert Attitude Scale Questionnaire was administered to the
emzrgency room patients in the study. The possible responses to the
thirteen questions ranged from strongly agree to strongly disagree on a
five-siep continuum. Statements were prepared to measur2 sttitudes of a
tradit:onal \iew of the health care system versus a contemporary view.
The question: were divided into three sections—Attitudss Toward the
Health Care ¢ystem, Attitudes Toward ths Acceptance of "Convenience
Clinics," and Attitudes Toward Redirection to Centralized Emergency Room
Facilities.

No statistically significant results were found in this section.
Possible explanations might be that the questionnaire was not specific
enaugh or thit too few questions were asked to gain a broad enough
response pattern. However, the attitude score for sach cf the three sec-
tions were totaled to form a composite score. These composite scores

will be discussed in tha next section. Although this section had no
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significant findings, the section dssling with the composite scores had
some dimension which was significant. The existence of such findings
would apparently indicate that the attituds questions had measurable
qualities,

The null hypothesss which were tested were:

Patient attitudss toward the health care svstem do not rslate uith
the number of visits to the emergency room.

This hypothesis was acceptsd beceuse no corrslation was found bstueen
number of visits and patient attitudes toward the hea’th care system.

A patient attitude toward acceptance of convenien:e clinics had
no rslationship to the ssvszity rating of the phy .ician.

This hypothusis was accepted.
Patient attitudes toward acceptance of convenience clinics are
not affected by the number of visits to the emergency room in
the previous ysar.
Thie hypothesis was accepted.
Jatient attitudes toward redirection to central emergency facii-
ities do not differ from attitudes toward caere received in the .
IMergency room.
This hypothesis was accepted.
The results of this sectior. were inconclusive, sither because
of shortcomings of the instrument or because of patients who did not

have definite fselings about the areas teeted in this study. An sssump-

tion could be made that both reasons contributed tao the inconclusiveness.

Composita of Attitudes
The sums of all the attitude questions were added to form a
composite score. This tcore was compared to the characteristics of tha

population.

The number of previous visits to the emergancy room was compared
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to the attitude scores of these patients. These comparisons support a
conclusion that patients with no previous visits or only one previous
visit had more contemporary attitudes Lowerd tiie nealiinn cars system
than do the p tients with two or more visits.

This phenomenon was difficult to explain because the pattern
was exactly the opposite of the predicted results. One probable expla-
'nation lay in ths supposition that emcrgant patients recognized ths ab-
sence of comprehensive care in the emergency room and prefsrrsd the
sirvicas rendered by physicians in private practice,

The characteristics of urgency ratings, sex, and social class
we re compared to the composite attitude scores. The lack of signifi-

c: nt differences indicated that the patient's condition, sex, and soclal
c.ass did nat have any relationship to attitudes towarc the health cera
system.

The age of patisnts was compared to the composite attitude
score, and s gnificant differences were noted. The parents completed
the form for children 0-15S who were seen in the emergency room, and the
results suggrst that these parents had a more traditional attituie bf
the health cire systeﬁ. iri contrast, the age groups 35 to 64 and 65 and
over had a mure cor.temporary attitude about the health care system.

Tt is pattern might je partially expliined by the concern which parents
have for the health of thair children and the parent perception cf the
need for an establi;hed physician relationship for their children. This
attitude might be partly responsible for the high use of the emergency
room by children uwh:n parents had not estabiished a physician relation-

ship or when their physician was unavailalbe.
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The patient's contact with a physician before coming to the
emergency room was compared to the composite attitude score. Tuwo cate—
gories of patients, those who were referred to the smergsncy roém by
their personal physician, and those who were sesn in the emergency room
by their ﬁersonal physician, had a more traditional attitude tcwari the
health care system. This pattern was expected hecause these patients
were within the usual functioning activities of the hsalth care system
and were obviously satisfied. Contrarily, the patients who attempted
to contact a physician and were unsuccessful or who obtained no satis-
faction from the contact had a very contemporary attitude toward :he
health care system. This attitude might have been the result of frus-
tration or an immediate reaction to the situation. The lasting or long=-

term effect of this attitude was not measured and deserves further study.

Significance of this Study to the Health Care Field

The results of this study confirmecd that the emergency rocom in
an urban setting was not being used for its intended purpose—the treat-
ment of smergencies. In this study, the ratio was 1:5:7% for emergent,
urgent, and non-emergent respsctively. Obviously, the need existed for
a care 1ode which would provide medical attention for the urgent and non-
emergent casea in_a faci .ity outside the traditional emergency room set-
ting.

This study substantiated the need for some new mode such as
"convenience clinics," either opecrated as an adjunct of the hospital or
operated by physi:ians as suggssted by the AMA. Patients did not favor
the emergency roon as a permansnt alternative to a private physician;

rather, they used the smergency room because it was the only facility
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available to them. Patients also indicated a preference for a community
based clinic in contrast to a centralized or citywide facility.

Five utilization factors were relevant to the overall field and
to this setting in particular. Theses factors are listed and individually
discussed below as to their effsect upon the use of the emergesncy rcom.

1. A prepondsrance of childran and young adults used the emer-
gency room and accounted for over 50 per cent of all esmergency
raom visits,

2. A heavy usage pattern was noted in the 6:00 P.M. to midnight
time ssquence when approximately 45 per cent of all emsr-
gency room cases were Sesn.

These two factors might be attributable to the concern for their
children that the parents felt when they arrived home from work and the
decision they made to seek treatment after ghysicians' offices were

closed.

3. A usage pattern in the emergency room on Thursdays and Saturdays
accounted for 43 per cent of all ths emergency room visits.

This factor was probably the result of physician's office hours
and office scheduling. The physicians apparently took off on Thursdays
and were unavailable for additional appointments on Saturday.

4, The patient usage of the emergency room by physiclan referral
or by default for reasons of inaccessibility o: unaccepte-
bility of care by the physician in private practice accounted
for 34 per cent of all emergency room visits.

Thic¢ information indicated that physicians were responeit:.le for

a nigh percentags of the smergency room visits,

S. Fifty-five per cent of th:2 patients seen in the emergency room
were insensitive to serious symptoms.

This percentage indicated that health information was not being
appropriately assimilatei into public knowledgs. Phy:.icians have an ex-

cellant opportunity to ecducate pa:ients regarding symptoms when patients
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are in their cffices and are sesking trsatment

Based on the above factors, ths inference would be that the
"golution™ to the energsicy iocm problem might well lie with the physi-
cians and not with -he hospital which has been traditionally burdened
ﬁith the problem. i'atients preferred the use of private physicians and,
- generally, did not iake repeated use of the emergency room, even though
the physicians were not maintaining office hours and a contact system
which allowed the pitients to obtain medical attention at thes time the
patients decided th:y needed treatmsnt. The central issue to the prob-
lem is office schediling and the availability of physicians after office
hours. An awarsnes; by sach physician in the community thet he is con-
tributing to thes problem would be a necessary requisite. He tkan could
pacticipate in deve .oping a coopsrative referral system to alleviate the
problem. A conveni:nce clinic would be an obvious solution although
other possibilities are equally feasible. Another solution might be a
rotating scheduls of late office hours operated by physicians with an
appropriate referral system. Any modificational design of the two solu-
tions mentioned above would sppear to have an excellent pctential to

"solva"™ the emergseii:y rcss problem.

 Racomnandat1one for Further Research
As mentionad throughout this report, emergency room usage is a
major problem in the health care system. Few new solutions are being
proposed which appear to have the potential to change the nature of ths
problem. Perhaps new modas and evolutionary changes will place the emer-
gency room in a proper prospective and will provide a prescribed opera-

tional function within the health care system. In the meentime, much
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research is necessary to study the present system and moritor the avol-
ving changes.,

First, there is need for research in the area of patient com-
nitment to a pnysician. This research, by nscessity, needs to be in two
limensions. One dimension would determine a commitment level cf an on—
joing patient-physician relationship for the patients who come to an
i'mergancy room. The second dimension would be the svaluation of the ef-
fectiveness of the follow~up referrals of emergsncy room patients to pri-
vate physicians. This patient-physician commitment is an area about
which 1ittle is understood in relation to smergency room usaga.

Seconsly, research needs to be conducted in areas of "precau-
tionary" and/or "i7isurance-will-pay" types of emergency room visits. In
this study, 60 per cent of the cases had sxperienced some type of acci—
dent or injury before coming to the emergency room. Some of these cases
were brought to the emergency room to ohtain professional judgment and
to confirm that the accidsnt or injury uas not sericus. This usage pat-
tern is compounded because insurance conpanies will often pay for emer-
gency room treatment within 24 hours of an accident or injury. This
practice deserves further investigation.

Third’y, several experimental models of health care dslivery
systems need tc¢ pe establiched in communities like South Nklahoma City.
These alternati-2s to the emesvrgency room pattern of health care could bse
closely monitoiac to deterrine the number and types of patients redircc-
ted from an emr cgency room. These typee of models are, and will continue
to be, fertile arras of research for mary areas including the emergency

room.
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Fourthly, research needs to be conducted into a new activity
which predictably will add substantially to the emsrgency room volums.
In essence, this activity is an extension of the answering-service prac-
tics which physicians have used for years; however, under the new ac-
tivity, some physicians are "signing out™ to an answerino service when
their offices are closed. The answering service dsvelops a contract
with a private physician to respond to all calls which come to the an-
swering service. Soms of the effects of this situation ars that the
nhysician who returns the call has no information or knowledge of the
patient or his condition, can only provids telephons consultation, and
generally chooses, for legal reasauns, to use very conservative medical
Judgments. Consequently, many of the patients who attempt to call doc-
tors associated with an answering service are ultimately referred to an
emergency room with full-time physician coverage. This practice needs
close monitoring to determine the effects upon the usage patterns of
emergency rooms.

And, lastly, the research methodology used in this study needs
to be repeated in other emergency rcoms and in other communities aéross
the country. 0Only in this way can the findings be confirmed or refuted
and new meaningful variables added to the knowledge of emergency room

usage.
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Patient Information Questionnaire

Hospital Number

Address

Date {Day, month, year)

Day of Week

Tin'e (A.m. - poMt)

Sex

Race

Rge (Last birt:day)

Ma-ital Status

(Single, mirried, separated, widowed, divorced)

Di ;tance from Hospital

Na:ie of treating physician

Number of Visits to Emergency Room in Previous Year

Physician Contact before Coming to Emergency Room

Convenience Visit

Referred to Houss Physician

Contacted Private Physician/No Assistance

No Contact with Private Physician

Census Tract

Occupation of Patient or Head of Household

Education Leval of Patient or Head of Household
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Symptom Complaint Foim

Which of ths following complaints do you think are serious enough to ses
a doctor about?

allergy

unexplained weight loss

insomnia

blood in urine

"nervas”®

a

general fatigue

unexpected weight gain
pursistent joint or muscle pains
gasegusness

pain in ths chest

i

frequent sore throats
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Health Care Opinion Questions

Flease check the response which most nearly expresses your opinion to
each statement.

A. Every family should have a reguiar family physician whom they can
contact for all illnesses.

Strongly Strongly
Agres Agres Neutral Disagres Disagres

J [T [7 L7 7

B. Private physicians do not 1like to be bothered with drop-in visits
or calls after office hours.

Strongly Strongly
Agree Agree Neutral Disagrse Disagres

[7 L7 L7 L7 L7

C. The service received in an smergency room facility is superior to a
physician's offics.

Strongly Strongly
Agres Agree Neutral Disaqres Disagres

7 [7 7 7 [7

D. Every 111 person should be abls to get medical treatment when he
wants it—including nights, weekends, and holidays,

Strongly Strongly
Agres Aqgres Neutral Disaqree » Disagres

[7 7 [T L7 L7

E. A psarson should gensrally see the same physician each time he needs
medical attention.

Strongly Strongly
Agree Agres Neutral Disagree Disagree

7 L7 L7 [7 L7

F. Gensrally, emergency room facilities have too many professional per-
sornel and too nuch expensive equipmant to handle the majority of
patients who use the smergency room,

Strongly Strongly
Agree Agree Neutral Nisagree Nisaqree

7 V4 L7 L7 L7
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Health Care Opinion Questions
Continusd

One large, centrally located smergency room facility could handle
the entire emergency room needs of Oklahoma City.

Strongly Strongly
Agres Agres Neutral Dissqrse Disagrae

7 L7 L7 L7 L7

Twenty-five (25) minutes traveling time in Oklahoma bity is a rea
sonable time to reach an emergency room facility.

Strongly Strongly
Agree Agres Neutral Disagree Disagres

7 7 [ 7 L7

The cost of treatmsnt in emergency room facilities woiild be lower
for everyone if fewer hospitels operated emergency room facilities.

Strongly Strongly
Agres Agres Neutral Disagres Disagres

L7 L7 L 7 L

More professional personnel and nesded equipment would be aveilable

for cne large emergency room facility than numerous small facilities.

Strongly Strongly
Agree Agree Neutral Disaqree Disagree

L7 7 L7 L7 7

The attitude of personnel in this emergency room facility was:

Very Scmswhat ) Somewhat Very
Courteous Courteous Giscourteous Discourtepus
and and About and and

Helpful Helpful Average Unhelpful Unhaloful

[T L7 [ [7 L7

The medical treatment received in this emergency room facility was:

Gr:i:atly Considerably
Mora More About Less Less

than than as than than
Expected Expected Expected Expected Expected

7 7 7 7 7
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Health Care Opinion Questions
Continued

M. The overall considsratien of service received in this emergency room
facility uvas:

Greatly Considerably
above Above About Below below
Average Averare Average Average Averagse

L7 L7 v [T L7
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Physician Evaluation of Patient's Condition

Please answer the three evaluation questions on the Patient's Condition
by checking one response under each question which best describes the
situatinn,
The patient's disorder is: (answer one only)

flon acute an< minor in severity.

hcute but not necessarily 1life threatening.

Acute and potentially thresatening to 1life or function.

Time delay: (answer one only)
Would be immadiatsaly harmful to the patient.
Represents a possible dannar if medicelly unattended.

Would not be harmful to the patient.

The patiant's condition: (answer one only)
Raquired medical attention within the period of five hours.
Raquired immediate medical attention. 0-1 hours.

Was established and could have been handled routinely in a
non-emergency facility.

Tie patient was DOA, refused treatment, or was not seen by the
piysician.

EMERGENCY ROOM NUMBER
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Symptomatic Criteria of Magnitude
Sufficient to Necessitate Use
of the Emergency Room

103° temperature or above for a pediatric patient (14 years of
age or under).

101° temperature or above for an adult patient (15 years of ags
or older).

Overt trauma case involving bleading, concussion, fracture, or

internsl injuries, or loss of body fluids.

Compiications of pregnancy involving sewere or unusual pain, or
excessive hemorrhaging; or indications of sclampsia.

Unexplained and/or severe pain of sudden onset causing restric-
tion of movemsnt or labored breathing.

Apparent or suspscted case of poisoning.

Acute panic state and/or psychiatric gestures of impending psy-
chosis, or drug over-use.

State of disorientation, semicoma, and coma.

Severe cases of vomiting or diarrhea in infants, or in the aged
and infiom.

Non2 of the above criteria.
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Interview Plan

The emsrgency room admission clerk was the initial contact-
person with the patient who presented himself for care and treatment.

The admission clerk completed portions or all of the Patient Irformation
Questionnaire as part of the admission processes. The form was for-
warded to the author.

The author then made contact with the patient while he uwas
awaiting treatment. Interviews were generally conducted in the emargency
room waiting areas, in examination rooms, or in X-ray or laboratory waii-
ing rooms.

When contacting the patient, the author introduced himself and
informed the patient as fcliows: "The Hospital is conducting a study of
the emergency room patients in conjunction with the University of Okla-
homa Medical Center and would like yocur assistance with this study. It
will take about five minutes of your time.”

The author proceeds:l to ask the patient for information to com—
plete tha Patient Information Form. The patient was then handed a pencil
and asked to complete the next two forms. If it appeared that the pa-
tient was unable to read or would have difficulty filling out the forms,
the author read the questions to the patient and solicited Cesponses.

For the Symptom Complaint Form, in addition to the printed in-
structions, the patient was given the following oral instructions:

"0n this sheet are a list of complaints that patients sometimes
see physicians about. I would like you to check those complaints

that you think are serious sncugh to make contact with a physiclian
and see a physician about....”
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The patient was given the follouying oral instructiens in addi-
tion to those printed on the Health Care Opinion Questionnaire:
"In this section are thirtsen statem:nts. There are no right
or wrong answers. Some people will read this statement and
strongly agree while othiers will strongly disagree. I would
like you to read the statement and check the box that indicates
your feslings about the statement. [ am not associated with
this Hospital, and your name is not on this form, so we would
appreciate your honest opinions.™
After the forms were completed by the patient, they were collec-
ted by the suthor, and the patient was thanked for his assistance with the

stuay.
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TIME OF DAY Thurs Fri Sat Sun Mon Tues Wed ThursFri Sat Sun Mon Tues Wec'
MIDNIGHT =
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Fig. S—Sampling Schedule by Time of Day and Day of Week.
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Determination of Utilization Rate for South Community
Hospital Emergency Room within Ssrvice Area

Total Number of Patients in Emergency Room
February 24, 1972 through May 2z, 1972 (28 days) 1,483
Sample Number of Patients 662
Percentage of Samz to Total 44,64
Total Population within Service Area 118,478
Total Number of Patients Residing withip Service

Areas ad Defined in Table 2 from 44.64 per cent
Sample 488

Projected Number of Emergency Room Patients wno
Resided in Service Arsa, February 24, 1972
through March 22, 1972, based on 100 per cent

Sample 1,093
488 X
662 1482
662X = 723,704
X = 1093.2

Number of Visits per 28-day Period Per Thousand
Population within Service Area

1093.2  _ X
118,478 -~ 1,000
118,478X = 109,300

X = 9.225

Visits Per Thousand Population Per Year within
Service Area

4 weeks x 13 = 52 weeks (1 year) 9,225 x 13 = 119,925
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Determination of Inpatient Utilization Rate for South
Community Hospital within Service Area
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Netermination of Inpatient Utilization Rate for South

Community Hospital within Service Area

Total Number of Inpatients Admitted
February 24, 1972 through March 22, 1972

Total Number of Inpatients Residing within the
Service Area as Defined in Table 2

Percentage Residing within Service Area
Total Population within the Service Area

Number of Admissions Per Thousand Popﬁlatiun
Per 28~day Period withi: Service Area

534 _
118,478 - 1,000

x

4,07

Admissions Per 1,000

Population Per Year within
Service Area

4 weeks x 13 = 5H2 weeks = 1 year

4,507 x 15 = 58,591

67.9

118,478
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TABLE 41

SYMPTOM SENSITIVITY SCALE*

Symptom Weight
Blood in Urine 0.60
Chest Pain | 0.78
Unexplained Weight lLoss 0.85
Persistent Joint or Muscle Pain 2,00
Gansral Fatligus 2.08
Frequent Sore Throats 2,23
Gaseoueness 2,50
"Nerves™ 2.€67
Unexplained Weight Gain 2,68
Allergy 3,00
Insomnia 3.02

* Dgysloped by Metherington and Hopkins and modified through personal

correspondence with Robert Hetherington, Ph.D.
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Number of Patiants'rRBSpanses
within Range of Scores
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TABLE 42

NUMBER OF PATIENTS' RESPONSES
WITHIN RANGE OF SCORES

———— —————

Sccres Ranges Number of Patisnts
cf Symptoms in Each Rangs
0-1.99 96
2-3.,99 90
4-5,99 88
6-7.99 80
8-9.99 48
10-11.99 32
12-13.99 22
14-15.99 26
i6-17.99 70

552




