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P: Patients who come to the ED for non-urgent complaints 
 
I: Does educating the patient on more appropriate use of the ED, and helping improve their access to primary care 
 
C: Compared to a standard discharge 
 
O: Decrease the number of non-urgent ED visits, and have an effect on where the patient seeks care the next time 
they have a nonurgent complaint. 
 
Background: 
As emergency physicians, we are trained to stabilize immediate life threats, and to provide urgent health care around 
the clock.  But even after a few shifts in the ED, it’s readily apparent that a significant number of patients that we 
see present with non-urgent complaints.  This adds to the already overcrowded ED, increases wait times for patients 
who may have a more serious complaint, and increases overall health costs.  Additionally, the ED and staff is not 
equipped to act as patients’ PCP, particularly in preventative health (e.g. annual PAPs, screening colonoscopies, 
etc…) and chronic health conditions (e.g. HTN, asthma, etc…). 
 
So what do we do about it?  Should we routinely educate patients on the appropriate use of the ED and PCP’s office 
at discharge?   Should we routinely involve case managers and discharge planners to assist in improving access to 
primary care?  Does it make a difference? 
 
Search Strategy: 
Medline (OVID) and PubMed:  “Primay Care” AND “EMERGENCY DEPARTMENT”; limit to full text and 
English 
 
Search Outcome: 
 

Citation Pt Group Study 
Type 

Outcomes Key Results Weaknesses 

O’Brien GM 
et al.  The 
Am J of 
Managed 
Care. 1999 
Oct; 5(10): 
1265-1269. 

189 adult ED pts who stated ED is reg source 
of care & have no PCP.  (Excl pts immed 
triaged to urgent area.) 
 
- Intervention Group (n=97): Received appt to 
PCP and other info. 
 
- Control (n=92): Received phone # to PCP 
w/instructions to call for appt 

 
(Pt’s randomized prior to being triaged.) 

RCT 1) Appt at PCP kept 
w/in 1 month 

2) # of f/u visits to 
PCP in next 12 
mos 

3) # of ED visits at 
1, 6, & 12 mos 

1) Intervention group 
2x more likel o keep 
f/u appt (30% vs 
14%). 

2) No sig diff in ED use 
1, 6, & 12 mos 

No remark if ED visits were for 
urgent or nonurgent complaints 
 
Visits only recorded at 1 ED and 
1 primary care center in area. 
 
Pts and EP’s not blinded to 
group assigned 
 
Pts only enrolled b/w 8a – 
midnight 
 
Higher percentage of pts 
w/Medicaid in intervention 
group (21% vs 12%) 

Horwitz SM 
et al. Acad 
Emerg Med. 
2005 July; 
12(7): 647-
652.  

273 uninsured adult ED pts w/no PCP 
 
-Intervention Group (n=121): Assigned a PCP 
and case worker who made appt for pt, and 
other info provided.  (Excl pts seen only for 
substance abuse or mental health issues.) 
 
-Control (n=109): “care as usual” 
 
(Pt’s randomized prior to being triaged) 

RCT 1) # of pts 
w/primary care 
visit @ 60d (ie. 
either case-
management or 
med visit at prim 
care center). 

2) # of ED visits in 
next 6 mos 

3) # oft inpt 
admissions in 
next 6 mos 

1) Intervention group 
more likely to have 
prim care visit at 60 
days (51.2% vs 
13.8%) 

2) No diff ED visits 
(31.4% vs 29.4%) 

3) Decreased 
admissions in 
intervention group 
(2.5% vs 6.4%) – but 
not enough power to 
claim stat sig 

4) ED visits for 
intervention group 
cost less ($243 vs 
$319) 

EP’s not blinded to group pt 
assigned to 
 
No remark if ED visits were for 
urgent or nonurgent complaints 
 
Pts only enrolled b/w 8a – 11pm 
Greater # of pts >50yo in 
intervention group (11.6% vs 
5.5%) 
 
Greater % of pts where english 
not most commonly spoken 
language in intervention group 
(31.1% vs 23.9%)  
Communication barrier for 
interv grp? 
 
Control group more likely to live 
in own home/apt (95.3% vs 
87.3%)  other barriers to prim 
care access for interv grp?  

Grossman 928 Medicaid recipient children presenting to RTC 1) Nonurgent ED 1) Decreased nonurgent Greater % of whites in control 



LK, Rich 
LN, Johnson 
C.  
Pediatrics. 
1998 July; 
102: 20-24 

Children’s ED for nonurgent complaints 
(detertmined by trained RN @triage). 
 
1) Minimal Intervention Group (n= 135): 
Clerical employee w/no spec health prof 
training helped pt in establish new PCP and 
make 1st appt only.  Other info given. 
 
2) Case Management Group (n=180): Case 
manager and Pediatric nurse or social worker 
in contact w/family for 3 mos.  More in depth 
intervention including attempts to ID and 
eliminate other barriers to PCP access. 
 
3) Control Group (n=613): d/c’d as usual.  No 
contact w/any intervention worker. 
 
(Pt’s randomized after triage) 

visits 
2) Urgent ED visits 
3) Primary care 

visits 
4) Total health care 

expenditure 
 
• All based on 

claims paid data 
received directly 
from Medicaid 
program 

• Measured at 0-6 
mos, 6-12 mos, 
12-18 mos, 18-24 
mos. 

ED visits in first 6 
mos (11.1% dec in 
min intervention 
group, 14.5% dec in 
case manage grp) 

2) Decreased 
expenditure ($160 vs 
$143 vs $140/pt). 

3) No diff in utilization 
patterns or costs in 
6-24 mo period. 

 

(43.6% vs 34.1% vs 39%) 
 
Lower % of Af-Am & Other in 
control (56.3% vs 65.9% vs 
61%)  minority historically 
more regular users of ED as 
prim care?  Cultural diff? 

Baren, JM et 
al.  Chest. 
2006 Feb; 
129(2): 257-
65. 

384 ED pts b/w 2-54yo presenting w/CC of 
acute asthma, and d/c’d 
 
1) Control  (n=126): “usual d/c” – not 

standardized 
 
2) Intervention Group B (n=126): given 5d 

course of pred, 2 transportation vouchers, 
and telephone reminder to sched PCP appt 

 
3) Intervention Group C (n=132): Same as B, 

but PCP appt sched for pt 

RTC 1) Asthma f/u 
w/PCP w/in 30 
days 

2) # of ED visits 
next 12 mos 

3) # of admissions 
nxt 12 mos 

4) Use of 
corticosteroids, 
LT modifiers in 
prev 4 wks @ 12 
mos 

5) SOB, activity 
limitations in 
prev 2 wks @ 12 
mos 

1) Group C more likely 
to have f/u than B o 
C (C=73%, B=49%, 
A=49%) 

2) No diff in ED visits, 
asthma morbidity, 
quality of life, or use 
of preventive meds 
@ 12 mos 

Pts not blinded to which group 
they were assigned 
 
No attempt to monitor visits to 
other EDs. 
 
Pts only enrolled b/w 7am – 
midnight 
 
Pts in group C had higher rates 
of prev steroid use, hosp, and 
intubations for asthma, 
suggesting more severe chronic 
asthma (stat significant?) 

Rector TS, 
Venus PJ, 
Laine AJ.  
The Am J of 
Managed 
Care. 1999 
Dec; 5(12): 
1505-1512 

Medicaid beneficiaries from 2 health care 
plans randomized to either receive 44 pg 
educational packet1 via mail or nothing 

1) Plan A 
- Control: n=1550 
- Intervention: n=1551 
2)  Plan B 
- Control: n=1794 
- Intervention: n=2028 

RTC 1) Emergency dept 
visits by at least 
one member of 
household in next 
6.5 mos 

2) % of pts who 
visited office 
based physicians 
in next 6.5 mos 

1) No difference in ED 
visits in either plan 

- Plan A: 52% vs 55% 
- Plan B: 44% vs 43% 
2) No difference in 

office based visits 
- Plan A: 82% vs 84% 
- Plan B: 68% vs 67% 
3) No difference in ED 

visits for complaints 
discussed 
specifically in 
educational packet 

No attempt to determine who 
received and/or read packet. 
 
Relied on pts to learn and apply 
material on own 

 
1. Educational packet encouraged pts to choose a PCP, included numbers to assist in finding a PCP, provided guidance on when to use emergency 
services, and advised to call PCP in nonurgent situations.  Several common illnesses were discussed in terms of Sx’s, home care, and when to call 
a doctor.  Toll free number to 24 hr nurse line also provided. 
 
Clinical Bottom Line: 
A number of studies have shown that we can increase patients’ rate of primary care follow up after an ED visit by 
being proactive and scheduling the appointment for the patient (vs relying on pt to make own appt).  However this 
has not translated to decrease use of ED visits for nonurgent complaints in subsequent follow ups.   
 
In one study, where case workers, social workers, and/or nurses remained in contact with the family for an extended 
period of time (3 mos) to help eliminate other barriers to primary care access, there was a decreased use of the ED 
for nonurgent complaints in the 6 months following the initial ED visit.  However, in the subsequent 6 – 24 month 
period, ED and primary care use patterns were no different among the control and intervention groups, suggesting 
that once that outside healthcare guidance was removed, patients reverted back to their previous habits of where they 
seeked healthcare. 
 
Furthermore, in a study specifically targeting asthmatics, while scheduling a PCP f/u appointment did increase the 
likelihood that those patients saw their PCP after an ED visit for acute asthma exacerbation, it did not change long 
term (12 month) asthma morbidity or quality of life. 
 
So, is the answer to empower patients with more medical knowledge to help them self treat and better assess their 
signs and symptoms to determine the most appropriate use of their healthcare resources?  Unfortunately, sending 
patients educational packets to address this issue also neglected to show any difference in ED use patterns.  
Although, this study heavily relied on patients’ on own initiative to self educate and be able to apply the information 



given to them.  (Which, if patients can’t even make their own appointments, can we really rely on them to read a 44 
page packet, process the information, and apply it appropriately?)  
 
Numerous studies have shown that a major reason cited by patients on why they chose to come to the ED for their 
care was because they had limited access to other healthcare.  These studies suggest that increasing this access does 
not change ED use patterns.  This implies that other factors are involved in their decision perhaps including cultural 
factors, convenience of 24 hour availability, and lack of medical knowledge to know when their symptoms 
necessitates urgent care. 
 
Other proposed methods to decrease nonurgent visits in the ED included: 

1) Gatekeeping strategies where case manager must authorize all referrals to healthcare, including ED visits 
for nonurgent complaints.  Cons: Limits patient access. 

2) Referrals to PCP either same day or next day straight from triage.  Cons:  Patient not see by physician prior 
to discharge.  Goes against EMTALA regulations which states a physician must perform a medical 
screening exam to determine the presence or absence of an emergency medical condition. 


