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Emergency departments’ role in the
safety net

The canany in the coal mine

The EDiisinot the problem,, but a way/ of
understanding| the preblem

= Problems with'access o) care

= |Impact ofi policy’ changes

= OpPportunities toliMproVe aCCess




Impact of ED use on natienal
health care costs is small

As & preportion off US healthicare expenditures

u 1.99% ofi national expenditures

u 880 ofi EDI expenditures are for insured patients

= Half of uninsured! costs are recovered| from patients

u ED costs by the poor = 0.47% of US healthi care costs

Tyrance, Amer J Public Health, 1996

Impact on hespitall costs; is small

Providence Health Care System
s EDI costsi— 5% ofi uncompensated care costs

s The deorway/ to the inpatient! setting (the
other 95%) ofi costs)

Savings from reducing ED use
through| co-payments

Optimistic sScenarios co-payments for ED would only/
reduce totall spending by 2%
u [.e., 2596 reduction X 7% of total spending
These savings might be offset
= |f patients delay care and are admitted for more expensive
treatment
No evidence of this on the private side
Some evidence this'happened with OHP Standard in 2003
= | patients use primary care setting|instead
= Ifithey require more administrative overhead

Handel, McConnell, Wallace and Gallia




Does EDi use measure access in
Oregonr

Impact off ©HP pelicy: changes; 2003
Regional varation|in EDIUse

OHP: Standard, Feb-March 2003

Increased premiums

s Eliminated exemptionstfor homeless; o those
Withrnerincemes

s 6 month lock=out for late premium| payments
INew: co-pays
Decreased benefits

= Eliminated dentalfand out-patient mental
healthiameng other senvices

Impact on OHP Standard
Enreliment

Standardt enroliment fell fromi 102,000
adults in 2002 to) 51,000 adults) in' [ate
2003

Enrollment of those withr nor incomes fell
fromi 42,000 in 2002, to’ 17,500 in Oct.
20J0)¢)




Methods

Emergency: department visits

25 participating EDs

u Rurall (11 EDs)

= Urban (14 EDs)

August 2001 threugh Febrtary: 2005
m 2,675,673 total ED! Visits

ED) visits; by uninsured rese fiiom
6,441/month in 2002 to) 8} 754/month! in 2004

3090 March 2003
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21 Oregon EDs

OHP-sponsored ED)visits felllfilom
13;489/moenth in 2002 to) 44.,529/monthiin 2004

16,000 March 2003
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Commercially-sponsored visits fell from
16, 782/month in 2002 to; 15,066/moenth in; 2002
20,000 March 2003
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21 Oregon EDs

Medicare-spensored ED)visits
10,036/moenth: in 2002 and 10,542/month in 2004

14,000 March 2003

12,000
10,000
8,000
6,000
4,000
2,000
(0]

SIS IFISFSS Dq'ﬁ.’ PP PSP P> PP ‘Qu >

B B A S S ST G S S

W e WO ®

21 Oregon EDs

Behavioral health visits

Uninsured:

= Psychivisits 292 > 608/menth

» Drug-related 102! = 277/month

» AlcoholErelated! 2245 > 408/month




Mospitals with EDs  Population Density: People / Sq Mile
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“?Pij—'\uu Wot Tn Study 101-500 [N 1001- 2997

Change in| proportion: of ED; visits; by, uninsured
patients: 25 Oregon EDs
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Hospital

ED visits by uninsured! rose: from
6,444/ moenth in 2002 te) 8, 754/month in 2004

Adjusted! rise
u [Lange urban; 19%
s Small urban 23%

5 = Rural 26%
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ED use by OHP enrollees varies
=>10-fold in different Oregon
Communities
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Oppoertunities to Improve access

Background

= Who) uses; the ED?

= When?

Strategies

= Tangeting diseases
 Targetingl heavy USers
= Tlargeting| locations

Who uses the ED?
ED visits by age and gender:

Gender

65 and over

[

Female “

53% |\
\




ED visits by race/ethnicity.

As(i)an\ Native
1% 2 American Other
African- N 15% / =
American
5%

Hispanic
7%

White
84%

(Caution: 38% of visits lack race data)

ED visits by payer.

Medicaid-Other
States
02% oy

Uninsured

15% &

\\ Commercial
32%

Medicare
20%

Admission Status

Admitted
15%

~ ~
—

Discharged
85%




When do patients come to the ED?

ED visits by hour of arrival
g frequency

o
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When doi patients come to the ED?

o 12 MN-8:30a
Weekend 16%

30 N TG
\ \ 8:30a-4p
9p-12 MN \ 39%
\ 14% . )

/ \Weekday \\_ /

S Foh
Wegekday
~_ /Dy
\‘/\\ 27%
\  27% of visits are
weekdays, 8:30 am —
/ 4:30 pm, when a
primary care office is
likely open

Why do patients come to the ED?

Commoen diagnoeses?

Suchr an’ easy guestion

S0 hard teranswer!

= By ICDOIdiagnesis code?

u By category?

= By UrGENCY, OF appropriateness?




Common ICDS diagnesis codes

icd9text Number of Visits
784.0 headache 35,856
847.0 sprain of neck 34,792
465.9 acute uri nos 34,574
883.0 open wound of finger 33,356
786.50 chest pain nos 32,641
486 pneumonia, organism nos 31,319
789.09 abdmnal pain oth spcf st 28,843
599.0 urin tract infection nos 27,855
786.59 chest pain nec 27,018
382.9 otitis media nos 26,084
847.2 sprain lumbar region 24,901
780.6 fever 24,428
462 acute pharyngitis 24,281

Clinicall Classification; System

CCS Level 1 Number of Visits
Injury and poisoning 617,790
Diseases of the respiratory system 264,750
signs; and ill-defined itions and factors it ing health statu 231,055
Diseases of the nervous system and sense organs 183,370
Diseases of the circulatory system 173,419
Diseases of the digestive system 157,322
Diseases of the system and tissue 124,207
Diseases of the genitourinary system 111,219
Mental disorders 100,552
Diseases of the skin and tissue 69,251
Infectious and parasitic diseases 44,879
i iti and ic diseases and immunity disorders 31,236
[ icati of ; childbirth; and the p 30,863
Residual codes; unclassified; all E codes [259. and 260.] 18,979
8,905
Diseases of the blood and blood-forming organs 4,805
Certain conditions originating in the perinatal period 2,972
Missing CCS code 2,804
Congenital anomalies 765

njury. and poisening

Joint disorders and
Intracranial injury__ dislocations; trauma-
3% related

2
Poisoning
£
Complications
4%

Other injuries and
conditions dueto__——
external causes
%

Fractures
14%

Superficial injury;
contusion e
18%

Crushing injury or
internal injury
b Burns

e i

Spinal cord injury

%

" Sprains and strains
24%

Open wounds

10



Respiratory.

Respiratory Aspiration
Other upper insufficiency; arrest _peumonitis
respiratory disease~_ (adult) Y 1%
% » % o
6% = Respiratory failure;
e _insufficiency; arrest
i

Chronic obstructive \ (adult)
pulmonary disease & 1%

bronchiectasis

Respiratory
- infections
Other lower S
respiratory disease
15%

Respiratory infections

Other bacterial  Pneumococcal oyper pneu
pneumonia ~

monia

Acute and chronic Other and
tonsillitis 7 unspecified upper
N respiratory infections

25%

Acute upper
respiratory infections
of multiple or
unspecified sites

Other and unspecified Upper respiratory
Infections: Many may. lbe minor

ICD9 code Number of Visits

462 acute pharyngitis 24,281
034.0 strep sore throat 6,783
461.9 acute sinusitis nos 6,316
461.0 ac maxillary sinusitis 781
464.00 ac laryngitis w/o obst 447
461.8 other acute sinusitis 342
460 acute nasopharyngitis 257
461.1 ac frontal sinusitis 173
464.20 ac laryngotrach no obstr 91
464.30 ac epiglottitis no obstr 85
461.2 ac ethmoidal sinusitis 68
464.10 ac tracheitis no obstruc 57




Other and unspecified upper.
respiratory infections: Some are
life-threatening

ICD9 code Number of ED Visits

464.30 ac epiglottitis no obstr 85

464.50 supraglottis w/o obs nos 20

464.31 ac epiglottitis w obstr

464.11 ac tracheitis w obstruct

464.01 ac laryngitis w obstruct

464.51 supraglottis w obstr nos

But what about “inappropriate”
VISItS?
Clinicians often find that the guestion

doesn’t make sense.

Prespective vs. retrospective
m Chest pain example

Norgeld standand
Clinicians often| disagree on record! review.

Different measures; off urgency: fail to
agree

“Inappropriate” ED visits: case
histeries

Primary: care treatable emergency,

Emergency, ED care needed), potentially,
avoidable

Emergency, EDI cane needed
= “Near miss”

12



Impact of gatekeeping
“Inappropriate” ED; visits

Can't; predict whichr EDivisits will
reguire aggressive treatment

s Telephone triage

» Vlanaged care gatekeeping

u lIn-persen thiage

Adverseroutcomes When We: try
Abbuhl SB, Lowe RA. Academic Emergency Medicine 1996
Lowe RA, Abbuhl SB. Ann Emerg| Med 2001

Emergency: Department Algerithm
(John Billings et al.)

ED Classification Process

Steps 2 and 3

Step 4
Not Preventaie /AvomasLe
ED Care Nerpen
Enercent < P A
< REVENTABLE /AVOIDABLE
Non-Evercent — Privoary Care Trestasie

Provury Care Treatanie

ED Algoerithm: maost visits cannot be
classified

Emergent, ED
Needed, Not Emergent, ED
Preventable ’\ Needed, Preventable

3% 3%
P

Nonemergent +
Emergent, PC
Treatable
31%

Not Classifiable
63%

13



How can we use diagneses to
understand ED use?

Clinicallyymeaningful categories

= Approach depends on what we want to know:
ICD9 codes
Clinical Classification System

“Appropriateness’’ not very useful

= Emergency Department Algorithm

u “Obvieusly inappropriate” isn’'t obvious:
Specific diagnestic groups based on palicy;
guestions

= More promising

Diagnostic groups based
on policy guestions

Frieguency of diagnoses among ED)Visits (%6)F

Drug|| Alcahol Other Dental’
Psychiatric

Wl
edeae {05 | 20 | 1o | 05 |
cormerdal[05 | 15| 64 | 05 |

* 2004 data, 25 EDs
1 Principal diagnosis

Alcohol-related ED) visits

O Rural
O Urban

All payers Uninsured OHP  Commercial Medicare

14



Drug-related ED; visits

All payers Uninsured OHP  Commercial Medicare

Psychiatric ED visits
(excludes; chemical dependency)

All payers Uninsured OHP  Commercial Medicare

Dental ED) visits

OHP  Commercial Medicare

15



Frequent ED) users:
Portland! tri-county: anea:

=6 visits/6rmenths; Januany-June 2004

Freguent ED users:
Gender

All ED visits

~ 38%

Frequent

users D Male
0 Female

Freguent ED) users:
Age group

4

L gv Frequent
users
S‘A@z 6
L\
N
.

\
\

16



Ereguent EDr Users:
Source of Payment for Visit

0 Commercial

U Medicare

O Uninsured

B OHP

0 Medicaid-other states

Diagnoses in frequent users
months)

(=6 visits/6

ccsLevell

Number of
ED Visits

Commonest
Conditions

Injury and poisoning

620

Superficial injury

Diseases of the digestive system

237

Teeth & jaw

Mental disorders

237

Alcohol &
substance-related

Diseases of the musculoskeletal
system

200

“Other”

Symptoms; signs; and ill-defined

156

Diseases of the respiratory system

150

Infections

We can't manage OHP freguent
Users without managing the
uninsured

Uninsured
only
200
15%

OHP only

474
35%

OHP and
_uninsured
205
15%

17



Heavy: Utilizers: OHP Data

202 (0.02%)) patients with =175 ED Visits

= Mean number of ED visits 109 (median 96, range 75 - 475),
Mediani number: off primary care providers = 2

a 5% of enrollees had 4:providers

= 119 had 3 providers - Damon Kuehl

CHF

CAD

Diabetes
Hypertension
Migraine
Gastointestinal
Pulmonary
Alcohol

Drug Use
Psychiatric illness

20% 40% 60% 80% 100%

Want me to make it look better?

“DOGBERT'’S ED SOLUTIONS”
WILL CUT HEAVY USERS’
UTILIZATION IN HALF WITHIN
SIX MONTHS

Tricounty ED Intervention
Projected Results

18



Tri-County ED: Use by Patients with
= 4 ED Visits Jan-Jun 2004

00 Mean ED Visits

Jan-June 2004 July-Dec 2004

ED use by patients with = 4 ED
visits July-Dec 2004

O Number of heavy
users

Jan-June 2004 July-Dec 2004

Oregon ED! Intervention Study.

O Intervention group
0 Comparison group

Intervention among patients with 4 or more ED visits, Jan-June 2007

19



Target disease or freguent users?

Visits by Uninsured and OHP Enrollees to Portland Area EDs
/30/2004

22
(2.1%) (@.7%;
40,847 (4695) 1

* 91,420 if we include their visits when in other payer categories

Jlargeting| location

20



Conclusions

Reminder...

Whenithe canany in the coal mine: dies, don't do

CPRIon the canany:

= The preblem is not the ED

u The preblem isinot patients whoi use the ED;
“Inappropriately”

Tiying te reduce ED; use Won't save much

money. Itwill'endanger patients,and distract

irem therreallissues:

EDIuse s anl indicator off access barriers

elsewhere.

So what do we know! from ED) use?

Unmet need for hehavieral health and dental

care

= Simply. counting) ED! visits for these conditions
probably under=estimates the: magnitude of the need

@pportunity, to/locate rEseUrces WHere they are

most needed

Ereguent users

s ED-basedlinternvention to provide alternative sites for
comprehensive, integrated care?

u |s this redundant withi the other strategies?
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