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1. Introduction

This report examines the evolving role of hospital emergency departments (EDs) in the U.S.
health care system. RAND conducted the study at the request of the Emergency Medicine Action
Fund to develop a comprehensive picture of how EDs contribute to modern health care and to
suggest how ED care might be more effectively, and more cost-effectively, integrated with
community care.

Trends Affecting the Evolution of Hospital EDs

The hospital ED is a relatively recent phenomenon that emerged in the years following
World War II (A. L. Kellermann & Martinez, 2011). Beginning in the early 1970s and
accelerating through the 1980s and 1990s, ED staffing shifted from part-time coverage by
community physicians, rotating house officers, or moonlighters to full-time, around-the-clock
coverage by residency-trained, board-certified emergency physicians (IOM, 2007). The highly
specialized knowledge and skills these doctors possess have allowed hospital EDs to
dramatically expand their capability to diagnose and manage a wide range of problems, from
resuscitating critically ill and injured children and adults to managihg complex patients with
chronic diseases such as HIV-ATDS, cancer, renal failure, and diabetes. The enhanced capability
to manage complex and time-critical problems has also given ED staff more options to diagnose
and manage problems without resorting to hospital admission.

Overall Growth in Health Care Spending.

The evolving role of EDs in America’s health care system must be viewed against the
backdrop of a seemingly relentless rise in the rate of health care cost growth. For most of the past
60 years, U.S. health care spending outgrew gross domestic product (GDP) by an average of 2—
2.3 percentage points per year (Fuchs, 2012). In 1990, the United States spent 12 percent of
GDP, roughly $724 billion, on health care. In 2010, health care devoured 17.9 percent of GDP,
$2.6 trillion (Center for Medicare and Medicaid Services, 2012). Spending growth has slowed
since 2009 (Davis, 2011), but experts debate whether this reflects changes in health care delivery
or a sluggish recovery from the recession that began the previous year.

Health care has grown so expensive that it is threatening the viability of employer-sponsored
health insurance (Kaiser Family Foundation, 2012) and the solvency of the Medicare program.
(Ginsburg, 2008). States have less money for education and other important priorities (Pew
Center on the States, 2012). Between 1999 and 2009, health care cost growth wiped out the
income gains of middle class families (Auerbach & Kellermann, 2011).












Aims of the RAND Study

In a series of three reports published in 2006, the Institute of Medicine (IOM) examined the
strengths, limitations, and future challenges of emergency care in the U.S. health system
(Institute of Medicine, 2007). The IOM noted that tremendous progress has been made in the
science of emergency medicine, the capabilities of emergency care providers, the development of
emergency medical services (EMS), and the regionalization of trauma care. It also noted that
hospital-based emergency care has grown so overburdened, it has reached “the breaking point”
(Institute of Medicine, 2007).

With the exception of the IOM, few independent groups have examined the various roles that
EDs play, the challenges they face, and the contributions they make to the functioning of our
nation’s health care system. This information gap makes it difficult to understand how EDs
should be integrated into community-based care.

The overarching goal of our work was to help fill this information gap. Our study had five
specific aims:

1. Quantify and contrast the number and percentage of hospital admission decisions made
by ED physicians compared with those of primary care physicians (PCPs) and other
office-based specialists. We hypothesized that the percentage of admissions entering the
hospital through the ED has grown relative to the number of patients directly admitted
from their physician’s office.

2. Quantify the proportion of non-elective admissions that enter hospitals through the ED
versus direct admissions firom physicians’ offices and other primary care settings. We
hypothesmed that the proportion of hospital admissions that is non- electwe has increased
and that this increase is being driven by admissions entering via the ED.!

3. Determine the frequency and reasons why office-based physicians refer patients to the
ED for evaluation and, if required, hospitalization, rather than directly admitting the
patient themselves. We hypothesized that office-based physicians are increasingly using
the ED for evaluating and admitting non-elective patients.

4. Determine ED admission rates by type of health care insurance for various sub-
populations of interest. We hypothesized that the number and rate of ED admissions (as a
percentage of total ED visits by payer group) is growing more quickly among Medicare
beneficiaries and privately insured patients than among Medicaid beneficiaries and the
uninsured. Furthermore, we hypothesized that patients enrolled in a health plan that offers
care coordination are less likely to be hospitalized than otherwise comparable patients
who are covered by a fee-for-service (FFS) plan.

5. Determine if EDs are playing a role in reducing preventable hospital admissions and
readmissions of patients with ambulatory care sensitive (ACS) conditions (e.g., asthma,

! Non-elective admissions are urgent/emergent hospitalizations dictated by the patient’s medical
condition and their treating physician’s determination that hospitalization is required to address
the problem. Generally speaking, they cannot be postponed. Elective admissions are chosen by
the patient or their physician for reasons that are perceived to be beneficial to the patient, but are
not urgent.



















Once a patient arrives at an ED, his or her care may follow one of several different paths. The
most widely accepted depiction of this process is Asplin’s Input-Throughput-Output Model
(Asplin et al., 2003), depicted in Figure 2.4.

Figure 2.4. Conceptual Model for Emergency Department Care
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Once the ED evaluation is completed, the treating emergency physician has several options.
These include:

o Admit the patient to the hospital, including hospital admissions to an intensive care
unit, step-down unit, or a regular inpatient bed (McNeeley, Gunn, & Robinson, 2013;
O'Mahony et al., 2013; Pines, Mutter, & Zocchi, 2013)

o Transfer the patient to another facility, including transfer to another acute care
hospital (this may be done for clinical, personal, or economic reasons, such as the
hospital is “in-network™ versus “out-of-network”) or transfer to a skilled nursing
facility

e Discharge home with outpatient follow-up

o Patient leaves the ED against medical advice.

An additional option not shown in Figure 2.4 is to place the patient in an ED-based
observation unit or inpatient unit on “observation status” for a protracted period of time to clarify
their condition.

The complex interplay of patient, PCP, and ED physician considerations determines the
ultimate path of each episode of care. The aggregate impact of these decisions contributes to the
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o Patients lack health insurance or have inadequate insurance coverage.”
(Source: Community Tracking Study 200405 Physician Survey)

To examine ED use from the patient’s perspective, we used data from the 2003 CTS
Household Study. This was the only edition of the CTS survey that collected detailed data on the
number of times an individual sought medical care from an ED and related questions such as
whether the patient attempted to contact his/her personal physician before seeking care in an ED,
whether the patient’s ED visit was recommended by his/her physician or a member of the
physician’s staff, whether alternatives to an ED were available, and whether the patient’s ED
visit resulted in a hospital inpatient stay.

Analytical Approach

Aim 1: Quantify and contrast the number and percentage of admission decisions made by
ED physicians compared with those of other specialists and primary care physicians.

Aim 2: Quantify the proportion of non-elective admissions that enter hospitals through the
ED versus direct admissions from a physician’s office or other primary care settings.

To address aims 1 and 2, we carried out bivariate analyses of two variables in the NHDS,
Type and Source of Admission (both available from 2001, although the amount of missing data
was problematic until 2003). The available categories for Type of Admission included
Emergency, Urgent, Elective, Newborn, and Not Available. In our analyses, we excluded
newborn admissions and combined Emergency and Urgent into Non-Elective admission. The
available categories for Source of Admission included Physician referral, Clinical referral, HMO
referral, Transfer from a hospital, Transfer from a skilled nursing facility, Transfer from other
health facility, Emergency room, Court/law enforcement, Other, and Not available. We
combined the three transfers codes, Court/law enforcement, and Other into a single overall
“Other” category. We added the very small share of HMO referrals to this group due to the
uncertainty in coding. We also combined the Physician and Clinical referrals into a single
category. Physician referrals account for more than 90 percent of all referrals in the NHDS.

The weighted proportion of non-newborn records in the NHDS that are coded “Not
Available” for the source and type of admission decreases from 13 percent for both variables in
2003 to 3 percent and 6 percent in 2009, respectively. To address the problem of missing data,
we adopted two different strategies. First, we imputed missing data under the assumption that
missing data followed the same distribution as the (weighted) non-missing data within a
year/region/sex/age group cell, e.g., using the distribution of non-missing values for the
categorical variable for the admission source in 2004, for females aged 45—64 in the Northeast to
correct the missing values for the admission source in the same group. We implemented this
approach using single (conditional mean) imputation. Second, as any approach to imputation
relies on assumptions, we also present estimates without imputation and include the missing
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Aim Data Source Key Variables Years

Analyzed
5 HCUP Nationwide Emergency Disposition of ED visit 2006—2009
Department Sample (NEDS) ICD-9 CM Diagnosis
HCUP Nationwide Inpatient CPT codes 1988-2009
Sample (NIS) ICD-9 CM procedures

Qualitative Data Sources

While the quantitative data are useful for identifying who, where, and when, they can rarely
explain “why.” To provide context for our quantitative analysis, we concurrently conducted three
focus groups with ED physicians and hospitalists, and a series of individual interviews with
practicing PCPs. The framework for the focus groups and interviews was crafted to explore
potential explanations for the observations we anticipated would come from our quantitative
analysis of the federal datasets. In practice, our focus groups and interviews were conducted after
the initial data analysis for Aims 1 and 2 and in parallel with the data analyses we performed to
address Aims 3 through 5. For this reason, our focus group guides and semi-structured interview
instrument were structured to explore the same issues addressed in our specific aims. The focus
group discussion guides and interview instrument can be found in Appendix B (available online).

Emergency Physician Focus Groups

We conducted two focus groups at the American College of Emergency Physicians (ACEP)
Scientific Assembly in Denver, Colorado, on October 10, 2012. This annual meeting of the
organization attracts over 5,000 emergency physicians from across the United States as well as
from several international locations. We recruited participants by email distributed to ACEP’s
listserv of emergency physicians registered to attend the conference. Thirty participants and ten
alternates were selected from an initial sign-up list of 158 respondents who completed an online
survey about their years in practice, organizational affiliation, and practice environment.
Participants were chosen to capture a wide representation of practice settings (see Appendix B,
Table B.1, available online). To encourage participation and compensate discussants for their
time, each participating provider received a $150 stipend.

Our moderators used a discussion guide that provided stimulus questions to engage each
group in discussing four domains that were highly relevant to our analysis: (1) factors considered
in admission decisions, (2) factors that lead PCPs to refer patients to the ED, (3) factors that
contribute to “preventable” hospitalizations and repeat ED visits, and (4) discussant thoughts
about how EDs influence health care costs. We also gave both ED focus groups an opportunity
to raise other issues of concern to them (Appendix B, available online).
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5. Discussion

Assessing the Value of Emergency Department Care

The high costs and less-than-ideal outcomes produced by America’s health care system have
led policymakers and payers to examine the value of various tests, treatments, and procedures
(Morgan et al., 2012). In this context, value is generally defined as “health outcomes achieved
per dollar spent” (Morgan et al., 2012; Porter, 2010; Porter & Teisberg, 2006).

Measurement of value in health care is relatively new and depends, in large part, on whether
it is determined from the viewpoint of patients, insurers, or society. Patients want, most of all, to
have a good treatment outcome and to be free from harm. Those who are insured care much less
about the price. Payers want the lowest price for an acceptable outcome. Society wants health
care providers to improve the health of its members at an aggregate cost that doesn’t crowd out
other important priorities.

EDs play a pivotal role in the delivery of acute ambulatory and inpatient care. That role has
evolved in response to economic, clinical, and political pressures. Because EDs charge higher
prices for minor illness and injury care than other ambulatory care settings, ED care is frequently
characterized as “the most expensive care there is.” But this depiction ignores the many roles that
EDs play, and the statutory obligation of hospital EDs to provide care to all in need without
regard for their ability to pay.

Our study confirms, as the IOM Emergency Care Committee and other groups have noted,
that hospital EDs serve a wide range of societal roles. These include, first and foremost,
provision of life-saving care to critically ill and injured patients. But increasingly, EDs are also
being used to facilitate the assessment and management of patients who need non-elective
admission, to perform complex evaluations of high-risk patients, to provide acute care to insured
and uninsured Americans who cannot get timely access to care elsewhere, and (for
approximately 60 million low-income or uninsured Americans and many undocumented
immigrants) to fulfill their congressionally mandated obligation to serve as “the safety net of the
safety net.” To meet these different and sometimes conflicting roles, emergency physicians and
nurses must be prepared to manage a wide range of problems and concerns.

Because the core mission of EDs is stabilization of patients with potentially life-threatening
illnesses and injuries, they must always be prepared, on a moment’s notice, to provide lifesaving
emergency care to an afflicted individual or a community that has sustained a sudden mass-
casualty event. But the bulk of ED activity is devoted to managing unscheduled, high-acuity
visits by patients with acute undifferentiated complaints. Our analysis also confirms that EDs
have become the primary entry portal for inpatient admissions, the main source of revenue for
most hospitals. In some safety net hospitals and trauma centers, ED admissions may account for
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Study Limitations

Within the limitations of the available data, we sought to characterize the evolving role of
hospital EDs in our health care system. To achieve our specific aims, we analyzed large amounts
of information from four national datasets maintained by the U.S. Department of Health and
Human Services, and a series of privately funded, community-based surveys conducted by the
Center for Studying Health System Change. To provide context for our observations, we also
conducted focus groups and individual interviews with practicing emergency physicians,
hospitalists, and emergency physicians. This multi-pronged approach provided a number of
advantages; however, it was also limited in important respects.

Studies of secular trends, such as our analyses of varying numbers and rates of hospital
admissions over time, are inevitably hampered by inadequacies in the data, and the inability of
investigators to control for the numerous factors that can influence clinical practice and
physician thinking over time. Although we are confident that our numbers reflect the aggregate
impact of these influences on counts and population rates of hospital admission, we are less
confident that we, or anyone, can precisely characterize the reasons behind them. This is equally
true of our analysis of patients’ care-seeking behavior. That issue is even less well studied than
decisionmaking by physicians, and the data we analyzed from the Community Tracking Study
are ten years old.

Although 2010 data were available from several of the datasets we accessed, major changes
in data collection produced marked discontinuity in data output for 2010 versus the prior years.
Also, in 2010 there was a jump in the rate of missing data for some important fields, such as
source of hospital admission. It will likely take one or two additional years of data collection,
and complex statistical adjustments, for analysts to take these differences into account to
generate valid longitudinal analyses. For this reason, we restricted the upper end of our study
intervals to 2009.

We had hoped to explore the impact of managed care and care coordination on ED admission
decisions, but with the exception of the 20 state subsample we examined, the national datasets
that are available for public use do not allow researchers to clearly distinguish Medicaid
managed care from traditional Medicaid FFS, or private managed care from private FFS. It is
possible, if not likely, that large national insurers, such as United Health Group, Cigna, and
Aetna can perform such an analysis, but that approach exceeded the resources available for our
work. ‘

Our focus groups and interviews were performed with relatively small convenience samples
of willing clinicians recruited with the assistance of their respective professional associations and
other supportive groups. For this reason, their views may not fully represent the spectrum of
provider views on this subject. The dialogue from the three focus groups was recorded but the
output was not transcribed. The recordings were used to assure that our interview notes captured
all major themes. The individual interviews with PCPs were not recorded. Two team members
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