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Abst r act
The purpose of this research study was to identify the
reasons why non-urgent patients utilize the Enmergency
Department at Dw ght David Ei senhower Arny Medical Center,
fromthe patients’ perspective. A review of the present
body of literature reveal ed common t henes why non-urgent
patients typically present at energency departnents, the
i npacts to hospitals, and possible initiatives that could
be undertaken to help alleviate non-urgent utilization of
energency departnents. This study sought to explore
associ ati ons between reasons for non-urgent patients
visiting the energency departnent through a descriptive
cross-sectional design, which utilized the conputation of

frequenci es, cross tabul ation, and Chi-Square testing. A

random sanpl e of n=206 non-urgent patients who presented to

t he energency departnent in January and February, 2004,
were solicited for denographic information, as well as
reasons for their visit. The results of this study wll
enabl e the hospital to gain insight into their patient
popul ation’s care seeking behaviors. This information nmay
facilitate the formulation of strategies to continue to
increase the quality of care, while better neeting the

health care demand.
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| nt r oducti on

Condi tions that pronpted the study

The significant nunber of “inappropriate”, non-urgent
patients presenting at the Emergency Departnent (ED) at
Dwi ght David Ei senhower Army Medical Center (DDEAMO)
pronpted this study. Across the United States, and in many
ot her countries, Emergency Departnents are overcrowded and
are being utilized beyond their maxi num capacity. True
energenci es, however, do not necessarily conprise the
majority of the patients being seen in these energency
depart nments.

| deal Iy, an environnent, in which patients are able to
access tinmely, quality health care, in the nost appropriate
setting, is nost beneficial to both the patient and the
health care industry. This access to tinely health care in
the nost appropriate setting is not occurring in the
national health care environnment, nor is it occurring at
Dwi ght David Ei senhower Arny Medical Center. In many
energency departnents, there is neither the staff nor
addi tional resources to accommodate the over-utilization by
non-urgent patients, nor are these energency departnents
intended to operate as a primary care setting. Long waiting

tinmes often result in a nore stressful working environnment
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for staff, as well as increased patient dissatisfaction.
Unfortunately, there exist situations, in which patients
becone frustrated to the point of |eaving w thout being
seen, and the opportunity to provide tinely, quality health
care to the patient may be lost. In order to provide the

hi ghest quality health care possible to our patients, the
organi zati on nmust capture the reasons why patients are
opting to utilize the energency departnent for non-urgent
and/or routine health care. Once there is a good

under standi ng of the rationale, fromthe patients’
perspective, we can then conbine this data with the current
data on ED utilization at DDEAMC, and pursue pl ausible
alternatives to alleviate the non-urgent utilization of the
ED.

Presently at DDEAMC the ED receives from80 to 100
plus visits per day, of which 80%or nore are defined as
non-urgent patients. These patients are triaged as a | ower
priority, and may experience an ED visit wait time of up to
si x hours. The highest utilization of the ED tends to be on
weekends, when the primary care clinics are closed (Mody,
2003). Approximately half of the patients | eaving wthout
being seen cite having to “wait too long” as their primry

reason (Mody, 2003). Therefore, the primary conditions
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that pronpted this study are as follows. First, and
forenost, the organization desires to increase the proper
utilization of the energency departnent, while ensuring
quality health care is delivered, in the appropriate
setting, and, ultimately increase patient satisfaction.
This will also increase the efficient utilization of
limted resources to include a nore appropriate expenditure
of ED funds.

Secondly, the organization has indicated that two
primary goals are to identify areas, such as internal
processes, that may be further developed to facilitate
energency departnent operations, and to identify patient
perceptions and rationale for non-urgent ED utilization.
The latter will provide a base of information to explore
pati ent education opportunities, which may ultimtely
change both patient perception and ED utilization behavior.

Statenent of the probl em

What are the prevailing reasons, froma patients’
perspective, that result in presenting at the ED, who are
| ater determ ned to be non-urgent.

Literature revi ew

Ef fective and efficient utilization of nedical
services, providing tinely, quality health care in the

appropriate setting is a fundanental goal of nobst health
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care organi zations. The core functions of an emnergency
departnent are the provision of specialized clinical skills
that are focused on the assessment and managenent of urgent
or energent nedical needs, and the provision of continuous
24-hour access to these services (Miustard, Kozyrskyj,
Barer, and Sheps, 1998). Energency department utilization
often departs fromthis fundanmental nanaged care goal, and
goes beyond the core functions, beconming a primary care
setting. |Ideally, emergency departnent visits should occur
only when truly needed, avoi ding unnecessary, non-urgent
utilization. Optimzation of the emergency departnent,
with regards to proper utilization, is crucial to ensure
the nost efficient cost expenditures, as well as consistent
gquality care

What del i neat es energency services fromprinmary care
services? One definition of energency services descri bes
t hese services as:

...those health care services provided to eval uate

and treat nedical conditions of recent onset and

severity that would | ead a prudent | ayperson,

possessi ng an average know edge of nedicine and

health, to believe that urgent and/or unschedul ed

nmedi cal care is required (Koziol-MLain, Price, \Wiss,

Qui nn, and Honi gman, 2000, p.10).
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This definition was chosen, for it relays the
responsibility of initial determ nation of need for urgent
care to the patient, or |ayperson, regardl ess of

whether or not it is a true enmergent condition.

In many cases, it is the patient’s perception that
drives their decision to seek urgent care. Al so, one may
ask what is the definition of “inappropriate” utilization
or what constitutes an actual urgent or energent condition?
The terminappropriate is difficult to define, since there
is no national, international, or gold standard. Parents
may have a different definition than physicians, who both
may differ fromthe definition applied by an insurance
conpany. To conpound the matter, studi es have shown that
physi ci ans of varying specialties have poor interrater
reliability with regards to defining what constitutes an
energency (Fol des, Fischer, and Kam nsky, 1994). Although
literature indicates that there can be substanti al
differences in definitions of what constitutes an urgent
condition, an enmergent condition, or an “inappropriate”
non-urgent condition between energency departnents, for the
pur poses of this study, non-urgent conditions were
considered as an “inappropriate” utilization of the

energency departnent. The DDEAMC ED del i neates the
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di fference between enmergent, urgent, and non-urgent nedi cal
conditions as follows:

Emergent cases are those conditions that present a

danger of loss of life, linmb, or eyesight. Urgent

cases are those cases, which require pronpt care, but
will not cause loss of life, linb, or eyesight if
untreated for several hours. Non-urgent cases are

t hose, which require evaluation and treatnent, but

time is not a critical factor. These cases can be

managed as a clinic visit within 24 hours (lrizarry,

2004, p.1).

Regardl ess of the exact definition of what truly
constitutes an urgent or energent condition, in a given ED
research has indicated that when non-urgent utilization is
preval ent in the energency departnent, both the cost and
quality of rendered care are negatively inpacted, primarily
due to overcrowding and long wait tinmes (Tufts, 2001). ED
overcrowdi ng can result in poor patient outcones, patient
di ssatisfaction, increased cost, decreased physician
productivity, increased frustration anong nedi cal staff,
and potential violence (DeAngelis, Farner, Brewer, and
Reeder, 2002). A study conducted to explore the effect of
havi ng a regul ar doctor on non-urgent energency departnent

visits reported that 65% of energency departnent directors
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surveyed reported that overcrowdi ng was having a negative
i npact on their quality of care, and research suggests that
energency departnents have a higher rate of negligent
injuries than any other location in the hospital. This
sane study suggested that maintaining a relationship with a
regul ar physician nmay pronote appropriate use of the
energency departnent, regardless of soci oeconom c status,
health status, or conorbidity. This could potentially
alleviate a quality of care issue in the ED, due to
overcrowdi ng (Petersen, Burstin, ONeil, Oav, and Brennan,
1998).

Patients often seek ED care for conditions that could
be treated in a primary care setting. In a study of 56
energency departnents nationwi de, 37%of all ED visits were
triaged as non-urgent (Young, Wagner, Kellermann, EIlis,
and Boul ey, 1996), while in another study of energency
departnments in New York City, approximtely 75% of the
patients were triaged as non-urgent or treatable in a
primary care setting (Billings, Parikh, and M janovich,
2000). It is now estimated that as nmuch as two-thirds of
energency departnent visits are for non-urgent conditions
on average (Mustard, Kozyrskyj, Barer, and Sheps, 1998).

These studies are fairly representative of the present body
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of research, however, as a benchmark, they may very well be
on the conservative side for many | ocati ons.

According to the 1999 National Hospital Anbul atory
Medi cal Care Survey (NHAMCS) by the Center for Studying
Heal th System Change ED utilization increased 14% from 1992
to 1999. This equated to an increase from®89.8 mllion to
102.8 mllion visits, or about 38 visits per 100 persons
(Tufts, 2001). This data is fairly consistent with other
research from 2000 and later indicating 95 mllion and
greater visits per year (Petersen, Burstin, ONeil, Oav,
and Brennan, 1998). In a recent presentation at the annual

Congress of the American Coll ege of Healthcare Executives,

in Chicago, Illinois, it was relayed that in the past
decade: emergency roomyvisits are up 20%from89.8 mllion
to 107.5 mllion; the nunber of enmergency departnents are

down 15% tine to treatnent is up 32%to 67.7 mnutes; 54%
of visits are non-urgent or sem -urgent; and the average ED
saw a 33%increase in visits (Shiver and Ferguson, 2004).
This is not a new phenonenon. The use of energency
departnents for non-life-threatening problens has been
docunented as early as 1849 in England. Some studies have
estimated that as high as 85% of energency depart nent
visits are made for non-urgent problens (Koziol-MLain, et

al ., 2000). There are many health care organi zations in the
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United States, as well as other countries, that have
devot ed considerable tine and effort to shifting these
“i nappropriate,” non-urgent visits fromthe ED to non-
energency settings. This may include shifting patients to
anbul atory primary care clinics, inplenmenting patient co-
pays, requiring prior authorization to be seen, and, in
some countries, actually denying access to emnergency
departnment care. These are all efforts to change patient
behaviors in seeking care to conformto nore appropriate
care seeking decisions (Koziol-MLain, et al., 2000).
Naturally, shifting visits to primary care settings is
based on sone assunptions, one of which is the fact that
the primary care systemis willing and can accomodat e
these patients, and another is that it is nore fiscally
prudent to shift these patients to a primary care setting.
A study conducted in Col orado, reveal ed that 34% of
energency patients had no access to health care, other than
t he emergency departnent (Prochazka, Koziol-MLain,
Tom i nson, and Lowenstein, 1994). This indicates that, for
persons wi thout access to primary care in a primry care
setting, the EDis their safety net, and possibly their
only avenue for accessing health care (Derlet, Richards,

2000) .
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Fiscally, it is estimated that non-urgent care
rendered in an energency departnent can cost up to siXx
times as nmuch as the same care rendered in a primary care
setting (Tufts, 2001). The fixed costs, such as staffing
and equi pnent, associated with operating an energency
departnent are higher than the primary care setting, and
there are nunerous, nore costly variable costs as well.
Sonme of these variable costs include |aboratory, x-ray,
magneti c resonance imging (MRI) tests, as well as itens to
be taken hone by the patient and the higher credentialing
costs of energency nedicine qualified professionals.

Additionally, this patient shifting phil osophy assunes
that patients would prefer to have their care rendered in a
| ess hectic primary care setting, and the continuity of
care and prevention focus that is provided in a prinary
care setting results in better overall health care(Koziol-
McLain, et al., 2000). However, one nust consider, that in
the current health care environnent and culture in Anerica,
sonme people may prefer episodic health care, possibly due
to not desiring an attachment to a primary care provider,
or the anonymty that episodic care affords, or possibly
they may just find a 1 to 2 day wait for care as too
burdensonme or inconvenient. One study cited that of the

sanpl e popul ati on surveyed, only 47% woul d have preferred a
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visit with their primary care physician, as opposed to
utilizing urgent care (Plauth, Pearson, 1998). This |eads
one to the question about the other 53% and their desires
and reasoni ng (Koziol-MLain, et al., 2000).

Three main factors for increased energency departnent
utilization were outlined in a 1999 National Hospital
Ambul atory Care Survey, NHAMCS, report by the Center for
St udyi ng Health System Change. First, due to consumer
backl ash and prudent |ayperson |laws in over 40 states,
health plans are required to pay ED bills if the patient is
in great pain or believes that he or she is experiencing a
nmedi cal energency (Tufts, 2001). Secondly, is a stricter
enforcenment of the Federal Enmergency Medical Treatnent and
Labor Act (FEMIALA), which requires hospitals that receive
Medi care rei mbursenent to provide screening for an
energency condition, provide necessary stabilizing
treatnment, and conduct appropriate transfers for patients.
This is regardless of a patient’s ability to pay (Tufts,
2001). Also, hospitals that refuse to evaluate a patient
violate the federal Consolidated Omi bus Budget
Reconciliation Act (COBRA), and may be fined or |ose
Medi care revenue (Bristow and Herrick, 2002). Thirdly,

t here
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has been an increase in ED utilization anong patients
W t hout insurance, nationw de (Tufts, 2001).

In taking a closer |ook at the rationale or reasons
why non-urgent patients are presenting at emnergency
departnents in ever-increasing nunbers, sonme comon thenes
in the present body of literature can be noted. First,
however, one shoul d consider the predom nately humani stic
perspective through the eyes of the patient presented by a
study, which indicated 5 thenes for seeking care: toughing
it out, synptons overwhel m ng self-care neasures, calling a
friend, nowhere else to go, and conveni ence (Koziol-MLain,
et al., 2000).

This study took a human sci ence perspective to explore
t he experiences of persons seeking help. They found that
typically, non-urgent patients did not perceive thensel ves
as having an urgent problem but had had difficulty in
accessing alternative primary care settings.

In “toughing it out”, patients typically had been suffering
for sone tinme, attenpting to “bear with it”, until they
deci ded to seek nedical attention. In the case of “synptons
overwhel m ng sel f-care neasures,” patients had been
attenpting to control the synptons, often with over the

counter nedications, but were unsuccessful, and they began
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to experience difficulties in their ability to function.
The predom nant synptomwas pain, with an adverse inpact on
sl eeping and/or ability to work. Many patients were
encouraged to utilize the ED, upon consulting or “calling a
friend” or parent. The “nowhere else to go” category

i ncl uded non-urgent patients referred to the ED by the
primary care provider (PCP) or clinic/office, due to
unavail ability of appointnents. The “conveni ence” category
patients primarily were such due to work schedul es, chil d-
care issues, and transportation barriers to accessing
primary care. This study affords us sone insight into

typi cal patient hel p seeking behaviors, which should not be
over | ooked or di scounted, however, these behaviors wll not
be addressed in detail or explored in this particular

st udy.

More common t henes throughout the current body of
l[iterature, include primary care physician referral as a
common t hene (Koziol-MLain, et al., 2000), as well as
presenting to the ED due to a | ack of know edge of
alternative health care sites or options (DeAngelis,

Farmer, Brewer, and Reeder, 2002). OQther commobn reasons are
| ack of insurance, the patient’s perceived urgency of their
condition, ease of access due to limted clinic hours and

appoi ntnment availability (Reeder, Locascio, Tucker,
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Czaplijski, Benson, and Meggs, 2002). There were sone
patients presenting who considered the health care received
in the ED as superior to that received in a clinic, and
were willing to endure increased wait tinmes to receive
their care in the ED (DeAngelis, et al., 2002). Finally,
many studies indicate that | ower soci oeconom c status
contributes to increased ED utilization for non-urgent
conditions. It has been found that mean nei ghbor hood
househol d inconme is strongly and inversely related to the
proportion of total anbulatory care received in the
energency departnent (Petersen, et al., 1998).

Beyond non-urgent individuals presenting thenselves to
t he emergency departnent, parents al so present their
children for non-urgent conditions. Over 20 mllion
children visit the ED each year in the United States, which
equates to 1 in every 4 energency departnment visits
involving a child. Previous studies indicate that between
one third and one half of these visits are non-urgent
(Phel ps, Taylor, Kimel, Nagel, Klein, and Puczynski,
2000). These non-urgent visits are attributed to parental
m sperception of a true energency, conveni ence factors,
access factors, such as getting to the PCP office when it
is open, lack of tel ephone triage access, and PCP

referrals.



Non-Urgent ED Utilization 23

One disconcerting statistic fromthis study is that
30% of parents who did not contact the PCP stated that they
did not see any reason why they should have to call the PCP
prior to going to the enmergency departnent (Doobinin,
Hei dt- Davis, G oss, and |saacnman, 2003). This is of
signi ficance, since research indicates that primary care
physi ci ans are better positioned to enphasize a nore
conprehensive, famly oriented approach to the health
mai nt enance of children (Doobinin, et al., 2003). The
primary care physician’s training, the setting in which
t hey practice, having know edge and context of the child s
nmedi cal history, know edge of previous responses to
treatment, inmunizations, preventive and foll ow up care,
famly issues, rapport and conpliance are all critical
factors in providing quality care to children. Wthout
these factors, the care is fragnented, and | ess than
opti mal (Phel ps, Taylor, Kinmel, Nagel, Klein, and
Puczynski, 2000).

Not only is the fact that non-urgent utilization of
energency departnents increasing, but also the fact that
t he nunber of patients presenting whom often have co-
norbidities and chronic illnesses that require the use of

many nedi cal resources, is increasing (Bristow, et al.
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2002). Another contributing fact to the demand growh is
the aging of our population. The |life expectancy in the
United States has been increasing steadily, from70.8 years
in 1970 to an estimated 76.4 years in 2000. This increase
IS expected to continue at a rate of approxi mately one
nonth every two years (Al tman, Shactman, 2002). CQur ol der
popul ation typically present with higher acuities, and nore
often to the ED, which places increasing demands on the
system (Reeder, et al., 2002).

Patient popul ations presenting with transpl ants,
cancer, congenital illness, and premature infants al
result in greater health demands on energency departnents.
More stringent admission criteria, coupled with the
i ncreased use of outpatient therapies and hi gher acuity
rates al so increase the burden on the ED. Patients that
make nultiple visits to energency departnents are often
termed “heavy users”, “repeaters”, and “frequent fliers”
(Mal one, 1996). These patients nmay have conpl ex probl ens,
whi ch include psychosoci al problens, and | ack access to
primary care settings. These patients can account for as
much as 11% of the ED patient popul ation (Ovens and Chan,
2001). Thus, energency departnents are becom ng the
| eadi ng provider of fragnmented and uncontrolled costly

health care. They are the | eading providers of unschedul ed
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primary and acute care that are forced to operate beyond
their design and capabilities. In many cases, the ED has
beconme the fam |y physician, especially at night and on
weekends (Shi, Singh, 2001).

Each stakeholder in the health care system to include
doctors, nurses, admnistrators, legislators, insurers, and
patients have their own uni que perspectives about the
system It is the latter that this study is intended to
focus on. This study will explore why non-urgent patients
present, for the specific geographical population serviced
by the Enmergency Departnment, at Dw ght David Arny Medi cal
Center (DDEAMC), Fort Gordon, Ceorgi a.

The ED at DDEAMC provides nedical care to all patients
who present, 24 hours per day, 365 days per year. The
m ssi on statenment of the Emergency Departnent is as
foll ows:

The Emergency Departnent’s prinmary m ssions are

(1) the delivery of quality energency care to include

initial managenent and stabilization of seriously ill

and injured patients. Care is to be provided in a

conpassionate, tinmely and cost effective manner. (2)

Support DDEAMC in providing 24 hours, 7 days a week

access to non-urgent nedical care. (3) Training of

nmedi cal students, residents, nursing students and
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others in the practice of Energency Medicine. (4)

Provi de pre-hospital Advanced Life Support Service for

Fort Gordon, and inter facility transportation service

f or DDEAMC ( Moody, 2002, p.2).

The vision statenent of the Energency Departnent is to
provi de, “Excellence in the delivery of enmergency and acute
nmedi cal care, and the highest quality nedical education to
interns, residents, medical students, and other health care
pr of essi onal s” (Mbody, 2002). The staffing of the ED at
DDEAMC i ncl udes both mlitary board certified Emergency
Medicine MDO/DOs, mlitary Registered Nurses (RN), Licensed
Practical Nurses (LPN), and Conmbat Medics (91W, as well as
Government Schedul e (GS) Energency Medi ci ne Physi ci ans,

RNs, LPNs, Paranedics, and Enmergency Medi cal Techni ci ans
(EMI). In addition to the government enployees, the ED is
al so augnented by contract RNs and LPNs. The functi onal
areas of the ED include the provision of triage, energency
nmedi cal care, non-urgent care, quick access, and anbul ance
servi ces (Mody, 2003).

When patients present to the DDEAMC ED, the waiting
roomclerk greets them and records the purpose of the
patient’s visit, logging theminto the Conposite Health
Care System (CHCS) and Anbul atory Data System ( ADS)

dat abases. The clerk nakes an initial assessnent as to
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whet her the patient has an inmediate |ife threatening
conplaint, and notifies the RN at Triage, if necessary. The
Triage Nurse, the clerk, the triage area, and triage
waiting area are all located in one large room The triage
roomis partitioned off fromthe main room as well as the
clerk/reception area for privacy. The close proximty

all ows for adequate nonitoring and qui ck response by the
Triage Nurse, should the need arise. In the case of an
energent or urgent condition, the conpletion of

adm ni strative docunentation is acconplished when possi bl e.
If the patient is not experiencing a |life threatening
condition, the clerk confirns the patient’s eligibility to
receive treatnment by accessing the Defense Enroll nent
Eligibility Reporting System (DEERS). If the patient is not
eligible to receive treatnent, he or she is signed in as a
civilian energency (Mody, 2003).

The ED mai ntains daily performance statistics,
consisting of the total nunber of patients seen, the nunber
of non-urgent patients presenting, the nunber of patients
waiting nore than two hours, but |ess than four hours, the
nunber of patients waiting over four hours, but |ess than
six, and those patients that are in the ED six hours or
nore. Additionally, they track and report the nunber of

daily adm ssions fromthe ED, the nunber of patients
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transferred out to other local nedical facilities,
referrals to the Anbul atory Care Center (ACC), as well as
t hose who | eave w thout being seen (LWOBS). Typically, the
dai |y percentage of non-urgent patients presenting to the
ED are 80% or nore of the patients seen (Mody, 2003).
Pur pose

The primary purpose for conducting this study is to
identify the reasons why non-urgent patients utilize the
Emer gency Departnent at Dwi ght David Ei senhower Arny
Medi cal Center. Through capturing the patients’ rationale,
the hospital will gain valuable insight, adding to the body
of research already conducted in the Energency Departnent.
Utimately, this could better position the hospital to
understand this patient popul ation’s care behavior in
seeking health care, and devel op educational initiatives
ainmed at nodifying this behavior. Potential results of
i npl enenting such initiatives or fornulating strategi es may
be the increased quality of rendered care, increased
continuity of care to this specific patient population,
significant cost savings, increased patient satisfaction,
reduction in workl oad, and increased staff satisfaction.

Met hod and Procedures
The research nethod for this study was a non-

experinmental, descriptive cross-sectional design, which
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utilized the conmputation of frequencies, cross tabul ation,
and Chi %, The setting of the study was the Emergency
Department at Dw ght David Ei senhower Arny Medical Center,
Fort Gordon, Georgia. A survey/questionnaire was devel oped
for randomy adm nistering to previously triaged, non-
urgent patients who have presented to the ED, capturing
denogr aphi c data, as well as their reasons for accessing
care via the energency departnent. The questionnaire was
entirely anonynous and voluntary, and was submitted to the
hospital’s ethics commttee and | eadership for approval.
Personal information, such as name and social security
nunber was not solicited, and respondents conpleted the
guestionnaire independently to ensure patient
confidentiality.

The questionnaire was random y adm nistered in January
and February 2004. Patients who presented to the ED during
the survey period, and who were triaged as non-urgent were
eligible to be adm nistered the questionnaire. The
popul ation for this study period was estimated to be 980
non-urgent patients, based on historical data fromyears
past for the like tineframe. Sanple size was projected to
be 400, and was determ ned by utilizing power analysis and
a sanple size calculator (see Figure 1) |ocated on the

I nternet (Raosoft, 2004). The margin of error was set at
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5% the confidence |level was set at 90% and the expected
popul ation size was set at 980.

| nstrunment ati on

The survey/ questionnaire consisted of two pages, one
of which was a cover sheet informng patients that it was
only applicable to non-urgent patients; it was voluntary,
and conpl etely anonynous. The cover page al so inforned
participants that their responses would be utilized in a
study to hel p DDEAMC further understand patients’
perspectives to better serve DDEAMC patients, as well as be
part of a graduate project. The backsi de of the cover page
provi ded space for additional coments. The second page
consi sted of 10 questions, that all of the respondents were
qualified to answer. Al of the questions were designed to
solicit first hand, specific information from each
respondent.

The followng are the itens that were on the
guestionnaire: (1) Wiat is the patient’s age? (2) Wuat is
the patient’s gender? (3) Please select the category bel ow
that applies to you, for this visit to the enmergency
department (pl ease check one). This question addressed
beneficiary status to include Active Duty, Active Duty
Fam |y Menber, MIlitary Retiree, Mlitary Retiree Famly

Menber, Civilian, and other. (4) Were do you regularly go
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to get medical care? (5) How long ago did the synptons
begin before comng to the energency departnent (m nutes,
hours, days, weeks)? (6) How many tines have you visited a
hospi tal enmergency departnent for nedical care in the past
12 nonths? (7) How many tinmes have you visited the Dw ght
Davi d Ei senhower Armny Medical Center Enmergency Depart nent
in the past 12 nonths? (8) If you are a TRI CARE Prine
nmenber, in your opinion is it easier for you to receive
health care using the Dwi ght David Ei senhower Arny Medi cal
Center Emergency Departnent, or to make an appointnent to
be seen by your primary care physician in the clinic where
you are enrolled? (9) What type of health insurance do you
have? This question was in regards to whether the
respondent was TRI CARE Prinme, Extra, or Standard, and/or
utilized Medicare, Medicaid, private health insurance, or
had no health insurance. (10) Wiy did you choose to cone t
t he Emergency Departnent? Responses to the |atter question
were permtted to be multiple.

Data fromthe surveys was be conpiled in an EXCEL
spreadsheet, then entered into SPSS (Statistical Package
for the Social Sciences). Data was primarily coded as
bi nary, and descriptive statistics were run, as well as
frequenci es, cross tabulation, and Chi2 Significance |evel

was set at p<.05.
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Validity

The validity of the instrunent refers to the ability
of the instrunment to effectively nmeasure what it purports
to measure (Soeken, 1985). The survey
i nstrunment/questionnaire utilized in this study was
designed by utilizing instrunments from previous studies as
a tenplate. This primarily pronotes construct validity of
the instrunent (Soeken, 1985). The studies that were
referenced for the design of the design of the
guestionnaire include A Study on Non-urgent Uilization in
t he Anmbul atory Care Reception Center and Emergency
Departnment at Darnell Arny Community Hospital (Baine,
1997), A Conparative Analysis of Emergency Room Utilizatio
Before and After TRI CARE | nplenentation at Renyol ds Arny
Community Hospital (Ganerl, 1996), and Reasons for
Utilization of the Energency Roomat Irwin Arnmy Conmunity
Hospital by Patients C assified as Non-Urgent (Hillard,
1999) .

These studies were conducted at U. S. Arny nedical
treatnment facilities that provide health care to simlar
denogr aphi ¢ popul ations in the context of eligible
beneficiaries. The simlar survey questions adm ni stered
t hese previous studies were both valid and adequate in

gathering the appropriate data for analysis for the
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respective research questions. Hence, applicable questions
fromthese survey instrunents were utilized as a tenplate
for this study. Also, the survey instrunment/questionnaire
solicited first hand information that each respondent was

i ndi vidually, uniquely qualified to answer. This

i nformation included questions regardi ng age, gender, where
they regularly received nedical care, insurance type,
reason for visiting the ED, etc.

Rel i ability

Reliability refers to whether or not the proper trait
or characteristic being nmeasured is correct, and is
devel oped by utilizing the sane instrunent, under simlar
conditions, repeatedly with a conpari son of outcones
(Soeken, 1985). A neasure is reliable, therefore, to the
degree that it produces consistent results (Cooper,
Schindler, 2001). One way to evaluate this study’'s survey
instrunment’s reliability would be to adm ni ster the
guestionnaire to simlar populations at simlar mlitary
nmedi cal treatnment facilities, and conduct a conpari son of
the results to those obtained at DDEAMC. The survey
instrument utilized in this study was pilot tested by the
researcher to ensure that the questions would facilitate
the gathering of pertinent data, and that the appropriate

characteristics would be neasured. The design of the
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guestionnaire was appropriate for neasuring the reasons
that patients chose to visit the energency departnent,
based upon the simlar instrunents utilized in the
af orenenti oned studi es and their adequacy in gathering the
requi site, appropriate information. During the pilot study,
the survey instrunent/questionnaire was randonly
distributed to Energency Departnent staff personnel,
| eadershi p and managenment personnel, as well as randonmly to
additional staff personnel. This was to ensure that the
itens on the survey instrunment were applicable to the
intent of the research, easily read, easy to conprehend,
and facilitated quick, easy response.

The initial questionnaire was determned to be too
| ong, visually unappealing, and not conducive to qui ck,
easy answering. Thus, the nunber of questions was reduced
to only those pertinent to this study, the format was
revised to include sinple boxes to be checked, and the 10
appl i cabl e questions were placed on the front and back of a
single page. Reliability was pronoted through attenpts to
standardi ze the conditions under which the questionnaires
were adm ni stered, as well as ensuring investigator
consi stency. The Triage Nurses were well briefed on

procedures for admnistering the survey and daily
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rei nforcenent of the procedures was supplied by supervisory
staff.
Resul ts

Response Rate

The survey/questionnaire was admnistered to an eligible
popul ati on of 980 non-urgent patients in January and
February 2004. The popul ation size was based on previous
years historical data for the like tinmeframe. The survey
was offered to all non-urgent patients that presented,
yi el ding 206 conpl eted surveys. This resulted in a 21%
return rate, with an accepted margin of error of 5% and a
confidence | evel of 90% (Raosoft, 2004).

Respondent Denogr aphi cs

Respondent denographics are depicted in Table 1. The
medi an age of the study participants was 28 years (range,
.1 to 86). Children under the age of one year were
represented by their appropriate fraction of 12 nonths.
Al'l 206 respondents reported their age on the

guestionnaire.
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Table 1

Denogr aphi ¢ I nformati on of Study Respondents (N=206)

No. (%9 __
Denogr aphi ¢ | nformati on
Gender
Mal e 94 (45.6)
Femal e 112 (54. 4)
Age
Medi an, years 28
.1-18 years 61 (29.6)
19-64 years 116 (56. 3)
> 65 years 29 (14.1)

Respondent | nsurance Type

Tabl e 2 depicts the type of insurance reported by the
study respondents, with 196 participants (95.1% of the 206
listing some type of insurance. One hundred and sixty-one
of the respondents reported that TRICARE Prinme was their
i nsurance, which included 51 active duty service nenbers
(31.7%. Two of these were actually enrolled in TRl CARE
Prime at another mlitary treatnent facility (MIF). Fifty-

four active duty famly nmenbers were enrolled in TRI CARE
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Prime (33.5%, with one being enrolled at another MIF, as
well as 21 Retirees (13.0% enrolled in TRICARE Prine at
DDEAMC, with one enrolled at another MIF. Thirty-three
retiree famly menbers (20.6%, and two civilians (1.2%
were enrolled in TRICARE Prine at DDEAMC

One, active duty famly nenber, one retiree, and one
retiree famly menber were enrolled in TRI CARE extra, and
four active duty fam |y nmenbers were enrolled in TRl CARE
Standard. Ten retirees identified Medicare as their
i nsurance, while one active duty famly nenber and one
retiree famly menber also indicated as such. One retiree
and two retiree fam |y nenber respondents indicated that
t hey had Medicaid as insurance. Lastly, one retiree
respondent and three retiree famly nenber respondents

i ndi cated that they had no health insurance.
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Table 2

Type of Insurance of Study Respondents (N=206)

No. (% __
| nsurance Type

TRI CARE Prinme, enrolled at DDEAMC 161 (82.1)
TRI CARE Prine, enrolled at other MIF 4 (2.0)
TRI CARE Extra 3 (1.5
TRI CARE St andard 4 (2.0)
Medi car e 12 (6.1)
Medi cai d 3 (1.5
Private health insurance 5 (2.6)
No heal th insurance 4 (2.0)

Note. 10 respondents did not answer insurance type.

Location of Regular Medical Care

Tabl e 3 depicts where study respondents regularly go
to receive their primary nmedical care. The five npst comon
| ocations of regular nmedical care are as include forty-four
of the 206 respondents (21.4% who listed the Primary Care
Clinic (PCC) as their regular source of primary care, while
77 respondents (37.4% cited the Famly Practice Cinic
(FPC) as their regular source of care. Twenty-five

respondents (12.1% listed the Troop Medical dinic (TM)
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as their primary source of care and the fourth nost conmmon

source of care was the Internal Medicine Cinic (IMJ), wth
20 respondents (9.7% regularly receiving care there.

Twel ve study respondents (5.8% |isted the Connelly Health

Cinic as their regular source of care and six respondents

(2.99% |isted the DDEAMC Enmer gency Departnent as their

source of regular care.
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Tabl e 3

Location where Study Respondents Regul arly Recei ve Medi cal

Care (N=206)
No. (%9
Location of Regular Medical Care

Primary Care Cinic, DDEAMC 44 (21.4)
Fam |y Practice Cinic, DDEAMC 77 (37.4)
I nternal Medicine Cinic, DDEAMC 20 (9.7)
Emer gency Departnent, DDEAMC 6 (2.9
Troop Medical Cinic (TMC) 4 25 (12.1)
Connelly Health Cinic 12 (5.8)
G her MIF Primary Care Cinic 3 (1.5)
Veterans Affairs (VA) Hospital 2 (1.0
Cvilian Hospital 4 (1.9)
Cvilian DRR Ofice/dinic 5 (2.4)
O her Enmergency Depart nment 1 (0.5
Don’ t Know 2 (1.0)
O her 5 (2.4)

Frequency of Emergency Department Wilization

The frequency of DDEAMC ED visits by age is

represented in Table 4. The age categories were divided
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into .1 to 18 years; 19 to 64 years; and greater than or
equal to 65 years of age. A total of 74 respondents (35.9%
answered that they had not visited the DDEAMC ED in the
| ast 12 nonths, and one respondent did not answer the
guestion. One hundred and ten respondents reported that
t hey had visited the DDEAMC ED fromone to four tines
(53.4% in the last 12 nonths. The nost frequent utilizing
age group was the 19 to 64 age group, which accounted for
61 respondents (55.5%9%.

Si xteen respondents (7.8% cited visiting the DDEAMC
ED between 5 to 9 tines in the past 12 nonths. Ei ght
respondents (50.0% fromthe ages of 19 to 64 years
reported visiting the ED5 to 9 tinmes, conprising the
| argest utilizing age category for this range of visits. A
total of five respondents (2.4% reported visiting the

DDEAMC ED ten or nore tinmes in the [ast 12 nont hs.
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Tabl e 4
Frequency of DDEAMC Energency Departnment Visits in the Past

12 Months by Age (N=206)

1-4 Visits 5-9 Visits > 10 Visits
No. (% No. (% No. (%
(n=110) (n=16) (n=5)
Age
.1-18 years 35 (31.8) 7 (43.7) 1 (20.0)
19- 64 years 61 (55.5) 8 (50.0) 3 (60.0)
> 65 years 14 (12.7) 1 (6.3) 1 (20.0)

Tabl e 5 depicts the frequency of DDEAMC Energency
Department visits in the past 12 nonths by the beneficiary
category of the study respondents. The table is divided
into 5 beneficiary categories: active duty (AD), active
duty famly nenber (ADFM), retiree, retiree famly nenber,
and civilian, as well as three visit ranges: 1 to 4
visits; 5to 9 visits; and 10 or nore visits. A total of
130 respondents reflected that they had visited the DDEAMC
ED fromone to four tines in the past 12 nonths. The
great est nunmber of respondents, which reported 1 to 4
visits, was in the ADFM category. This equated to 41 study
respondents (37.6% . Twenty-three of the study respondents

(21.1% that visited the ED 1 to 4 tinmes were active duty
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mlitary, while 22 respondents (20.2% were retiree famly
menbers. Three of the respondents in this visit category
were civilians (2.8%.

In the range of 5 to 9 visits, once again, the active
duty famly nenber category was predom nant, with 9 study
respondents (56.2% reporting in this range. Four retiree
study respondents (25.0%, as well as two retiree famly
menber respondents (12.5% also reported 5 to 9 visits in
the past 12 nonths. Only one active duty nenber (6.3% and
no civilians reported between 5 and 9 visits. In the range
of 10 or nore visits in the past 12 nonths, only five of
t he study respondents reported as such. Two ADFM
respondents (40.0%, and one each active duty nenber
(20.0%, retiree (20.0%, and retiree famly nenber (20.0%

cited visiting the DDEAMC ED 10 or nore tines.
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Table 5
Frequency of DDEAMC Energency Departnment Visits in the Past
12 Months by Beneficiary Status of Study Respondents

(n=206)

1-4 Visits 5-9 Visite > 10 Visits

No. (% No. (% No. (%
(n=109) (n=16) (n=5)
Beneficiary Status
Active duty military 23 (21.1) 1 (6.3) 1 (20.0)
Active duty fam |y nmenber 41 (37.6) 9 (56.2) 2 (40.0)
Retiree 20 (18.3) 4 (25.0) 1 (20.0)
Retiree fanm |y nenber 22 (20.2) 2 (12.5) 1 (20.0)
Civilian 3 (2.8) 0 (0.0) 0 (0.0)

The conparison of study respondents categorized by
i nsurance type and the nunber of visits in the past 12
nmonths is shown in Table 6. The table represents 8 possible
i nsurance categories, to include TRI CARE Prine, TRI CARE
Prime enrolled in another mlitary treatnment facility
(MIF), TRICARE Extra, TRI CARE Standard, Medicare, Medicaid,
private health insurance, and no health insurance. The
nunber of DDEAMC ED visits is divided into ranges of 1 to 4
visits, 5to 9 visits, and 10 or nore visits, and the

nunber of respondents in each insurance category is
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depicted within each of these ranges. Eighty-seven
respondents (82.9% who presented at the DDEAMC ED in the
past 12 nonths from1l to 4 tines were TRI CARE Prine
beneficiaries.

Thirteen TRI CARE Prine study respondents (86.6% cited
visiting the DDEAMC ED from5 to 9 tinmes, and one TRI CARE
Extra respondent (6.7% . Five study respondents reported
visiting the ED 10 or nore times, who were TRI CARE Prine

(83.3%, and one who |isted Medicare as insurance (16.7%.

Table 6
Frequency of DDEAMC Energency Department Visits in the Past

12 Months by Insurance Type (n=206)

1-4 Visite 5-9 Visits > 10 Visits

No. (%9 No. (% No. (%
(n=105) (n=15) (n=6)
I nsurance Type

TRI CARE Prinme, enrolled DDEAMC 87(82.9) 13(86. 6) 5(83.3)
TRI CARE Prine, enrolled other MIF 2 (1.9 0 (0.0) 0 (0.0)
TRI CARE Extra 1 (0.9) 1 (6.7) 0 (0.0)
TRI CARE St andard 2 (1.9) 0 (0.0) 0 (0.0)
Medi car e 7 (6.7) 0 (0.0) 1(16.7)
Medi cai d 2 (1.9 0 (0.0) 0 (0.0)
Private health insurance 2 (1.9 1 (6.7) 0 (0.0)

No heal th insurance 2 (1.9 0 (0.0) 0 (0.0)
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Reasons for Visiting the Energency Depart nent

Tabl e 7 shows the reasons why respondents sought care
in the DDEAMC ED, and conpares the reasons to the insurance
type listed by participants. The table depicts the
follow ng categories or types of insurance reported by
study respondents: TRICARE Prinme, TRICARE Prine enrolled
in another MIF, TRI CARE Standard, and TRI CARE Extra. Study
participants were permtted to choose nore than one reason
for attendance at the ED. Therefore, sunms may exceed the
nunber of participants in a given insurance category, as
wel | as percentages may sumto greater than 100% Seventy-
three respondents (45.3% who |isted TRICARE Prine as their
i nsurance presented to the ED because they believed that
they had an energent condition. Additionally, thirty-one
respondents (19.3% who listed TRICARE Prine as their
i nsurance presented to the ED because they could not get to
sick call, and 26 (16.1% presented because there were no
appoi ntments avail abl e where they regularly received their
nmedi cal care. These three reasons equated to a little over
80% of the reasons that TRI CARE Prine respondents presented
at the DDEAMC ED during the study period.

Twenty-two respondents (13.7%, who were TRI CARE Pri ne
patients, listed “other” as their reason for visiting the

ED. O those, 7 cited having a sense of urgency in needing



care or needing to be seen,
access to care difficulty. The latter

their respective clinic being closed,

hours.

Table 7
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nost

and 15 cited sone type of

often related to

on weekends or after

Reason for Visit to DDEAMC Emergency Departnent by

| nsurance Type: TRI CARE (n=206)

TRI CARE TRI CARE TRI CARE TRI CARE

Prime Prine Extra St andar d

Ot her Ml

No. (% No. (%) No. (% No. (%

(n=161) (n=4) (n=3) (n=4)
Reason for ED Visit
Per cei ved energent condition 73 (45.3) 2 (50.0) 1 (33.3) 1 (25.0)
Referred by provider 21 (13.0) 0 (0.0) 0 (0.0) 0 (0.0)
Ref erred by appoi ntnment |ine 15 (9.3) 0 (0.0) 0 (0.0) 0 (0.0)
Per ceived better care in ED 15 (9.3) 0 (0.0) 1 (33.3) 1 (25.0)
Couldn’t get to sick call 31 (19.3) 1 (25.0) 0 (0.0) 1 (25.0)
Too sick to go el sewhere 3 (1.9 2 (50.0) 0 (0.0) 0 (0.0)
Dissatisfied with care at clinic 5 (3.1) 0 (0.0) 0 (0.0) 0 (0.0)
Cinic not open at convenient tinme 15 (9.3) 0 (0.0) 1 (33.3) 0 (0.0)
Coul d not get off work to visit clinic 10 (6.2) 0 (0.0) 1 (33.3) 0 (0.0)
No appoi ntments avail abl e 26 (16.1) 0 (0.0) 1 (33.3) 1 (25.0)
Transportation probl ens 1 (0.6) 1 (25.0) 0 (0.0) 0 (0.0)
Cinic doesn't accept wal k-in patients 10 (6.2) 0 (0.0) 0 (0.0) 0 (0.0)
No heal th insurance 2 (1.2 0 (0.0) 0 (0.0) 0 (0.0)
Cannot afford to pay for a clinic visit 1 (0.6) 0 (0.0) 0 (0.0) 0 (0.0)
Do not have to pay for ED care 6 (3.7) 0 (0.0) 0 (0.0) 0 (0.0)
I nsurance pays for ED care 5 (3.1) 0 (0.0) 0 (0.0) 0 (0.0)
Qt her 22 (13.7) 1 (25.0) 1 (33.3) 1 (25.0)
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Tabl e 8 al so shows the reasons that study respondents
presented at the DDEAMC ED, with regards to the insurance
type. Table 8 depicts the Medicare, Medicaid, private
heal th i nsurance, and having no health insurance
categories. Once again, study participants were permtted
to choose nore than one reason for their visit, thus,
percentages may sumto greater than 100% and the nunber of
reasons exceeds the nunber of respondents. Seven (58.3% of
those who listed Medicare as their insurance type believed
that they actually had an enmergent condition, and 5
respondents (41.7% were referred to the ED by a provider.

Addi tionally, four respondents (33.3% who |isted
Medi care as their insurance reported the reason for their
visit to the ED was because they felt that they received
better care in the Energency Departnent. Three (100% of
the study respondents, who listed Medicaid as their
i nsurance type, were referred to the ED by a provider.
Perception of an actual enmergent condition by the study
respondents was the nost frequent listed reason in both the
private health insurance (60.0% and no health insurance

categories (75.0%.
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Tabl e 8
Reasons for Visit to DDEAMC Energency Departnent by
| nsurance Type: Medicare, Medicaid, Private health

i nsurance, and None (n=206)

Medi care  Medicaid Private No Heal th
Heal t h I nsurance
No. (%9 No. (% I nsurance
(n=12) (n=3) No. (% No. (%9
(n=5) (n=4)

Reason for ED Visit
Per cei ved emergent condition 7 (58.3) 0 (0.0) 3 (60.0) 3 (75.0)
Referred by provider 5 (41.7) 3 (100) 1 (20.0) 1 (25.0)
Referred by appoi ntrment |ine 0 (0.0) 0 (0.0) 0 (0.0) 1 (25.0)
Perceived better care in ED 4 (33.3) 0 (0.0) 0 (0.0) 0 (0.0)
Couldn’t get to sick call 0 (0.0) 0 (0.0) 0 (0.0) 1 (25.0)
Too sick to go el sewhere 0 (0.0) 0 (0.0) 0 (0.0) 1 (25.0)
Di ssatisfied with care at clinic 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
dinic not open at convenient tine 1 (8.3) 0 (0.0) 1 (20.0) 0 (0.0)
Coul d not get off work to visit clinic 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
No appoi ntments avail abl e 1 (8.3) 0 (0.0) 0 (0.0) 0 (0.0)
Transportation problems 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
dinic doesn't accept walk-in patients 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
No heal th insurance 0 (0.0) 0 (0.0) 0 (0.0) 1 (25.0)
Cannot afford to pay for a clinic visit 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Do not have to pay for ED care 2 (16.7) 0 (0.0) 1 (20.0) 0 (0.0)
I nsurance pays for ED care 2 (16.7) 0 (0.0) 1 (20.0) 0 (0.0)
Q her 0 (0.0) 0 (0.0) 1 (20.0) 1(25.0)

The reasons for respondent visits to the DDEAMC
Emer gency Departnment by beneficiary category are listed in

Tabl e 9. The beneficiary categories depicted are active
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duty nenber, active duty famly nenber, retiree, retiree
famly nmenber, and civilian. The | argest category was the
active duty fam |y nenber category, of which 29 respondents
(40.8% reported presenting because they believed that they
had an actual emergent condition. In this category, 13
respondents (18.3% reported that no appoi ntnents were
avai l abl e, and 9 respondents (12.7% were referred to the
ED by a provider.

Wth regards to active duty respondents, 30
participants (58.9% reported visiting the ED because they
could not get to sick call, and 18 participants (35.3%
bel i eved that they had an actual emergent condition. Six of
the active duty respondents (11.8% reported that they
believed that they received better care in the ED, and 5
(9.8% reported that there were no appoi ntnents avail abl e.
Twenty retiree respondents (51.3% cited the perception of
better care in the ED as the reason for their visit, while
18 (46.2% perceived that they had a valid energent
condition. Seven of the retiree respondents (17.9% were
referred to the ED there by a provider.

Twenty of the study respondents (51.3% that were
retiree famly nmenbers presented at the ED because they
percei ved that they had an energent condition, and 8

(20.5% presented because no appoi ntnments were avail abl e.
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Seven respondents (17.9% in this beneficiary category wer

referred by a provider to the ED. Two respondents (50.0%

51

e

in the civilian beneficiary category listed a perception of

an energent condition for their reason for comng to the

ED.

Table 9

Reasons for visit to DDEAMC ED by Beneficiary category

(n=206)
Active Active Retiree Retiree Civilian
Duty Duty Fam |y
Fam |y No( 9% . Menber No. (%9
No. (% Menber (n=39) No. (% (n=4)
(n=51) No. (% (n=39)
Reason for ED (n=71)

Per cei ved energent condition 18 (35.3) 29 (40.8) 18 (46.2) 20 (51.3) 2 (50.0)
Referred by provider 2 (3.9 9 (12.7) 7 (17.9) 7 (17.9) 1 (25.0)
Ref erred by appoi ntnent |ine 3 (5.9 7 (9.9) 3(7.7) 3(7.7) 0 (0.0)
Per cei ved better care in ED 6 (11.8) 5 (7.0) 20 (51.3) 5 (12.8) 0 (0.0)
Couldn't get to sick call 30 (58.9) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
Too sick to go el sewhere 4 (7.8) 0 (0.0) 2 (5.1) 0 (0.0) 0 (0.0)
Di ssatisfied with care at clinic 3 (5.9 0 (0.0) 0 (0.0) 2 (5.1) 0 (0.0)
Clinic not open at convenient tine 4 (7.8) 6 (8.5) 3(7.7) 5 (12.8) 0 (0.0)
Coul d not get off work to visit clinic 2 (3.9 4 (5.6) 1(2.6) 4 (10.3) 0 (0.0)
No appoi ntments avail abl e 5 (9.8) 13 (18.3) 2 (5.1) 8 (20.5) 0 (0.0)
Transportation probl enms 1 (2.0 0 (0.0) 0 (0.0) 0 (0.0) 1 (25.0)
Clinic doesn't accept wal k-in patients 3 (5.9 0 (0.0) 2 (5.1) 5 (12.8) 0 (0.0)
No health insurance 0 (0.0) 0 (0.0) 3(7.7) 0 (0.0) 0 (0.0)
Cannot afford to pay for a clinic visit 0 (0.0) 0 (0.0) 1 (2.6) 0 (0.0) 0 (0.0)
Do not have to pay for ED care 3 (5.9 1(1.4) 3(7.7) 1 (2.6) 0 (0.0)
I nsurance pays for ED care 1 (2.0) 0 (0.0) 3(7.7) 3(7.7) 0 (0.0)
O her 7 (13.7) 12 (16.9) 5 (12.8) 3(7.7) 1 (25.0)

Note: Respondents were pernmitted to cite nore than one reason for visiting the

ED. 2 respondents listed their beneficiaryv cateagorvy as “other”.
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The results for the Chi-square test (2 X 2 tables) and
descriptive statistics are shown in Appendi x A, tables Al
t hrough Al4. Significance was set at a probability of p <
.05. Association between the variables of insurance type,
to include TRICARE Prinme, TRICARE Prine O her MIF, TRI CARE
Extra, TRICARE Standard, Medicare, Medicaid, private health
i nsurance, and no health insurance was explored with the
vari abl es of reason for visit. The variables of reason for
visit included the follow ng: perceived energent
condition; referred by provider; referred by appoi nt ment
line; perceived better care in ED; couldn’'t get to sick
call; too sick to go el sewhere; dissatisfied with care at
clinic; clinic not open at convenient tinme; could not get
of f work; no appointnments avail able; transportation
probl enms; clinic doesn’'t accept walk-in patients; no health
insurance; can't afford to pay for a clinic visit; don’t
have to pay for ED care; insurance pays for ED care; and
other. Also, the variable of beneficiary type to include
active duty, active duty fam |y nenber, retiree, retiree
famly menber and civilian were tested agai nst the reasons
for visit to determ ne associ ations.

Tabl es Al through A4 depict the associations with
TRICARE Prinme, TRICARE Prinme O her MIF, TRI CARE Extra, and

TRI CARE St andard insurance types. Significance at the p <
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0.05 level was attributed to being too sick to go anywhere
el se and TRICARE Prinme, while for TRICARE Prine O her MIF
significance was attributed at the p < 0.01 | evel.
Significance at the p < 0.01 level was also attributed to
transportation problens and TRICARE Prine O her MIF, as
wel |l as couldn’'t get off work and TRI CARE Extr a.

Tabl es A5 through A8 reflect the significance of
associ ati on between the reasons for visit and the insurance
categories of Medicare, Medicaid, private health insurance,
and no health insurance. Significance at the p < 0.05 |evel
was attributed to Medicare and insurance pays for ED care,
and at the p < 0.01 level for referred by provider,
perceived better care in the ED, and don’t have to pay for
ED care reasons. Significance at the p < 0.01 | evel was
also attributed to the associ ati on between Medicaid and
referred by provider, as well as no health insurance and
the reason of no health insurance. Lastly, significance at
the p < 0.05 level was attributed to the association
bet ween private health insurance and the reason of
i nsurance pays for ED care, as well as no health insurance

and the reason of being too sick to go el sewhere.
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Tabl es A9 t hrough Al13 depict the significance between
the variables of beneficiary category and reason for ED
visit. Significance at the p < 0.01 level was attributed to
t he associ ati ons between active duty and couldn’t get to
sick call; retiree and no health insurance; retiree famly
menber and clinic doesn’t accept wal k-in patients; and
civilian and transportati on problens. The associ ations
bet ween active duty and referred by provider; active duty
and too sick to go el sewhere; active duty famly nmenber and
clinic doesn’t accept walk-in patients; and retiree and
can’t afford to pay for a clinic visit yielded significance
at the p < 0.05 |evel.

Addi tional ly, associations between the variabl es of
where the regul ar source of health care was and the reason
for the ED visit were explored. Significance at the p <
0.05 level was attributed to the association between
civilian hospital as the regular source of care and
provider referral, as well as civilian clinic and ny
i nsurance pays for energency departnment care. Significance
at the p < 0.01 l|evel, however, was attributed to the
associ ations between the Primary Care Cinic and being
referred by a provider; the Internal Medicine Cinic and

not being able to afford a clinic visit; TMC 4 and unabl e
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to go to sick call; Connelly Health Cinic and unable to go
to sick call; Connelly Health Clinic and transportation
probl ens; ant the VA and being too sick to go el sewhere.
Di scussi on

The majority of additional coments made on the
questionnaires referred to the inability to make routine,
sanme day appoi ntnents, or urgent care appointnents. This
inability to secure tinely appointnments accounted for
twenty-one (48% of the additional coments. As submtted
in one study, visiting the ED with a non-urgent problem
shoul d not be | abel ed “i nappropriate” if treatnment cannot
be secured at an alternative |ocation (Young, et al.
1996). This coupled with the wait tinmes in the ED for non-
urgent patients are common thenmes of conplaint anong the
study respondents. Naturally, this is exacerbated by the
fact that often the perception of the patient of their
enmergent or urgent condition is not the same as the
provi der’s perception, nor is it reflected in their triaged
category. Twelve of the forty-four additional conments
(28% reflected a perception of urgency that resulted in
decisions not to wait for an appoi ntnent.

A general |ack of understanding of the triage system
what is considered a true energent condition, urgent

condition, or non-urgent condition, and the ramfications
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of such, increase the frustration on behalf of the patient.
Al t hough nost patients presenting to the ED realize that
patients with nore acute or serious problens receive first
priority for care, sonme patients truly do not understand
why they nust wait two to six hours to be seen. This is
reflected in six of the coomments (4% in the comrent
sections of the questionnaires. Five of the comments (11%
i ndi cated either a provider, or the appointnment |ine had
referred the patient to the ED. Lastly, four coments (9%
were conplinentary, with regards to overall service.

Pat i ent education about the Energency Depart nent
policies, triage process, and associated wait tinmes should
serve to narrow the gap between the patient’s perceptions
and the provider’s perceptions. The DDEAMC ED has made
advancenents in the patient education arena, as well as
stream ining ED process to facilitate operations, during
this study. In the latter part of February 2004, the ED
i npl enented a new triage process, which is intended to
i ncrease efficiency, decrease wait times, and reduce the
nunmber of non-urgent patients being seen in the ED
Integral to this new process is a patient education effort
in the ED, via well-placed information poster boards.

The ol d triage process consisted of a patient

presenting to the ED, checking in at the reception desk and
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waiting to be triaged. Once triaged, the patient was,

either seen in the ED, referred to another clinic, or
transferred out. The new process entails the patient taking
a nunber, having a seat, and the triage nurse conducti ng
the triage prior to the patient checking in with the clerk
(see Figure 2). An algorithmc sign is posted in plain view
for the patients to quickly read, upon entering the ED
waiting area. The sign inforns the patient of the triage
process: first, take a nunber; second, have a seat outside
the triage door, and the triage nurse will be with you
shortly. The sign further reads that if you are
experiencing chest pain or difficulty breathing, please
informthe clerk or triage nurse ASAP (as soon as
possible). Finally, the sign thanks the patient for their
cooperation and lists points of contact for questions.

The ED has a second sign posted on the triage door, in
good view of the waiting area, which explains what triage
is for the benefit of the waiting patients. The sign reads
as foll ows:

The triage process is based on many factors.

bjectivity on the part of the triage nurse all ows

hi mher to systematically assess the conplaint and

docunent findings. The result category of triage nay

or may not reflect the patient’s or patient’s famly’'s
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perception of their illness or injury. Therefore,
triage is a fluid process allow ng for reassessnent
and reassignnent of the patient’s triage category as
their condition changes. The at nosphere of the
waiting area may not reflect the tenpo of the activity
in the ED patient care area itself. Patient acuity,
anbul ance arrivals, availability of in-house beds,
avai lability of certain specialty services, and
staffing patterns are several factors which dictate
l ength of the ED visit, and “waiting” time in the
recepti on area (Emergency Departnment, 2004).
The entire triage area, waiting area, and reception/clerk
area are all located in one room wth the actual triage
area partitioned off as a separate room Since everything
is in such close proximty, the waiting patient can observe
the efforts of the triage nurse to quickly and effectively
triage waiting patients. The triage nurse calls the nunber
of the patient, and conducts triage, categorizing the
patient as energent, urgent, or non-urgent. Enmergent cases
are those conditions that present a danger to loss of life,
linmb, or eyesight. Urgent cases are those cases, which
require pronpt care, but will not cause loss of life, |inb,
or eyesight if untreated for several hours. Non-urgent

cases are those, which require evaluation and treatnent,
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but time is not a critical factor. These cases are
manageabl e as a clinic visit within 24 hours. Upon being
triaged as non-urgent, the patient proceeds to the clerk to
be nmade an appoi ntnent that sanme day. Attenpts to appoint
in the Acute Care Cinic (ACC) are nmade first. If there are
no appoi ntnments available in the ACC, the patient is
appointed to another clinic, such as the Primary Care
Clinic (PCC or the Famly Practice dinic (FPC, not
necessarily with their primary care manager. |f appointing
is still not feasible, the patient may be appointed in the
ACC, after hours, or the patient can wait to be seen in the
ED when possible (see Figure 1).

Although it is still too early to definitively
determ ne whether these initiatives will result in
i ncreased efficiency, decreased wait tines, decreased
nunber of non-urgent patients presenting to the ED, and
i ncreased patient satisfaction, early indicators are that
at least efficiency and wait tinmes have been positively
i mpacted. This may very well be due to the efforts at sane
day appointing in other clinics, upon presenting with a
non- urgent condition. One mnmust consider, however, in the
cases of patients who present to the ED, because of
initially being unable to make a sanme day appoi ntnent, the

i nconveni ence and wait tine is nerely extended. For
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exanple, a patient attenpts to call at 7:30 a.m, is unable
to obtain an appoi ntnment due to non-availability, believes
that he or she has a nore urgent condition which requires
nore tinely care, presents to the ED only to be appointed
after hours in the ACC. This scenario is a very likely
scenari o, given the nunber of respondents in the study who
presented due to the non-availability of appointnents.

Thus, it appears as though we are alleviating sone of
the synptons of a potential problem by deferring sane day
appointing until the patient presents at the ED. This
indicates that a cl oser evaluation of the appointing
process is warranted, to nore effectively address the
reason of patients presenting at the DDEAMC ED due to non-
avai lability of appointnents (Bonds and Laterza, 2004).
Primary care sources nmust be able to accommobdate their
patients, especially their enrollees.

Two ot her common thenes were apparent in the
addi ti onal comments of the questionnaires. There were nmany
comments made with reference to the ED being the only
option on weekends, since the clinics are closed over the
weekends. Once again patient education could play a ngjor
i mpact on non-urgent ED utilization, by better informng

patients about the Anbulatory Care Cinic on the weekends.
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Anot her conmon thene in the remarks of the
guestionnaires was the fact that patients had been advi sed
or told to go to the ED by either a | oved one, a senior
Non- Conm ssioned O ficer (NCO or Oficer. The DDEAMC has
al ready i npl enmented one of the options that is prevalent in
literature, and that is the option of shifting patients to
an anbul atory care clinic. Presently, the staffing has been
augnented in the ACC by addi ng providers and support staff
in order to acconmodate some primary care appoi ntnents
directly out of the ACC. This is in addition to receiving
non-urgent patients fromthe ED

The inplenmentation of a nurse triage tel ephone |ine
for patients to call, and seek guidance is another option,
in addition to patient education and an overflow clinic,
such as DDEAMC's ACC. A nurse triage line is well supported
in the present body of literature, as a plausible
initiative to reduce the nunber of non-urgent patients
utilizing the ED (Tufts, 2001). This val uabl e resource
woul d assi st patients in making infornmed deci sions on when
and where to seek their nedical care, or provide advice on
appropriate self care nmeasures. One particular study on the
ef fectiveness of tel ephone-based nurse triage services
found a 90% or greater patient satisfaction rating, and a

return of $1.70 in reduced ER and physician visits for
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every $1.00 invested in the service (O Connell, Stanl ey,
Mal akar, 2001).

In dialogue with the head nurse of DDEAMC s ED, with
regards to the potential inplenentation of such a triage
line, sonme significant aspects for consideration were
posed. First and forenost, the tel ephone triage nurse nust
have nationally accepted protocol s/algorithnms that have
been approved by the hospital. In order to increase the
ef fectiveness of the tel ephone triage nurse, he or she
shoul d be all ocated appoi ntnents for each primary care
manager, for which to appoint non-urgent patients who call,
as well as ready access to a physician for any needed
clarification, guidance, or judgnents. Possibly, the
t el ephone triage nurse or center could be collocated with
t he sane day appointing center. Further study would have to
be conducted to determ ne appropriate staffing, hours of
operation, technol ogy requirenents, space requirenents,
desired netrics for future analysis, marketing initiatives,
etc (Irizarry, 2004). Sone additional, potential
initiatives that are purported in literature are the
i npl enentation of an ED staging area, or possibly an off
site anbul atory care center. The latter may be staffed
after hours, or possibly 24/7, dependent upon demand

(Frank, 2001). The energency departnent staging area (EDSA)
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is not an observation unit or holding area, rather, it is a
monitored bed unit for extended stay ED patients. These are
pati ents who need skilled nursing facility placenent, have
soci al service issues, or may just need rehydration or pain
managenent for a short period of tinme. The estimated tine
of stay for these patients should be approximately 4, but
no nore than 12 hours. Lastly, increased staffing is always
a possible recourse, whether it is in the ED, or in those
primary care settings where avail abl e appoi ntnents are not
sufficient to neet the demand (Frank, 2001).

Al t hough this study has provided val uable data with
reference to reasons for non-urgent visits to the DDEAMC
Emergency Departnment, fromthe patient’s perspective, there
are sonme limtations. The sanple size of n=206 is |ower
than preferred, due to difficulty in consistent
adm ni stration of the questionnaires by ED staff.
Constraints in time and opportunity, often resulting froma
significant workl oad, made adm nistration difficult at
various tines in the ED. Cooperation of ED staff personnel
to effectively and consistently adm ni ster the
guestionnai res was chal | engi ng. Adjustnents were nade in
the placing of the forms and collection box in the ED in an
attenpt to help facilitate their distribution, which had a

m ni mal effect.
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Anot her distinct Iimtation of the study was the
design of the survey instrunment itself. The questionnaire
was two pages with informati on and/ or questions on both
si des of each page. On occasion, the respondent failed to
turn the second page over and answer the questions on the
back page. This could possibly be renedi ed by printing,
“over please” at the bottomof the front page. These three
guestionnaires were not utilized in the study, since the
primary question of reason for ED visit was |ocated on the
back of the page. A distinct weakness in utilizing an
anonynous survey instrunent is that the quantity and
guality of the information depends entirely upon the
ability and willingness of the survey respondents to
cooperate and answer truthfully. Al so, respondents nay
interpret questions differently than what was intended by
the researcher (Cooper and Shindler, 2001). Hence, another
[imtation to this study was that the answers obtai ned from
t he respondents of the questionnaire were not independently
verified.

The data col |l ected by the survey instrunment was
primarily nom nal, binom al data. Although the nom na
scal es do not reflect information about varying degrees of
the item being neasured, this research was non-

experinmental, exploratory in nature, in which the objective
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was to determine if relationships existed between certain
vari ables. Lastly, since this study was only conducted at
one mlitary, nmedical treatnment facility, the results
cannot be generalized to all other mlitary treatnent
facilities, or to private sector facilities.
Concl usi ons

This study indicated that the nost preval ent reasons
why non-urgent patients are presenting at the Dw ght David
Ei senhower Arny Medical Center Energency departnent are a
perception of their individual conditions being of a true
energent nature, an inability to get to sick call, and a
| ack of avail abl e appoi ntnents where they regularly receive
primary nedi cal care. These reasons are very nmuch in
accordance with existing studies and the current literature
in the private sector

The inability to get to sick call is primarily a
reason that is only pertinent to active duty service
menbers, and is consistent with at | east one previous
mlitary emergency departnent utilization study (Hllard,
1999). However, this ultimately reflects an inability to
access appoi ntnents, since sick call is conducted on a sane
day appoi ntnment basis. This indication warrants further
investigation to determ ne potential reasons for active

duty sol dier nenbers having difficulty in getting to sick
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call at Fort CGordon. However, even with the |arge
proportion of soldiers relaying an inability to get to sick
call as a reason for ED utilization, the perception of
needi ng inmediate care is still a very large factor. Upon
cl oser exam nation with reasons for visiting the ED
conpared with the insurance type and beneficiary type, the
perception by the presenting patient of having a true
energent condition was a driving factor, with 73% of the
TRI CARE Prine enrollees citing this reason.

The Dwi ght David Ei senhower Medical Center Enmergency
Depart ment has nade progress in inplenenting many of the
options purported in the literature with regards to
decreasing this phenonena. This includes the inplenentation
of their Anbulatory Care Clinic, augnenting the ACC with
primary care physicians, streamining the patient triage
process and sanme day appointing for presenting non-urgent
patients, and the patient education efforts involved in the
latter.

Recomendat i ons

Know ng the predom nant reasons for non-urgent ED
utilization at DDEAMC al |l ows the organi zation to conduct
further analysis to determne if the current organi zati onal
structure, existing health care services, and processes are

adequate to neet the demands of the patient popul ation.
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Strategies should be considered to include a nore

conpr ehensi ve patient education initiative, evaluating and
redesigning primary care services to neet patient demand,
potential inplenmentation of a dedicated nurse triage |ine
that is staffed by ED personnel, and continued initiatives
to inprove quality and custoner service. Patient education
initiatives may include the distribution or strategic

pl acenent of brochures or fliers, mailing out information,
or nore web based alternatives.

Patients who are sick, in pain, or disconfort are
going to seek care, regardless of their ability or
inability to access it in the nost appropriate setting.

Col onel Samuel D. Franco, Chief of Staff, South East
Regi onal Medi cal Command, relayed this perspective in one

of our neetings, “...you can’'t argue with a sick m nd”
(Franco, 2003). In the words of Mary Daly, professional
officer at the Health Visitors’ Association, “Anxious,
worried people nust still have access to a conpetent,
qgual i fied person in an enmergency. They are not qualified to
eval uate their own health” (Healy, 1996). Through its
present and future initiatives in the emergency departnent,

Dwi ght Davi d Ei senhower Arny Medical Center will continue

to provide quality care in the nost efficient and effective
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manner feasible, ensuring fiscal viability and increasing

patient satisfaction.
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What margin of error can you accept? 5 o
0

5% is a common choice

What confidence level do you need? 90 o
0
Typical choices are 90%, 95%, or 99%

What is the population size? 980
If you don't know, use 20000

What is the response distribution? 40 o
0

The most conservative choice is 50%

Raosoft, I|nc.

The margin of error is the amount of
error that you can tolerate. If 90% of
respondents answer yes, while 10%
answer no, you may be able to tolerate a
larger amount of error than if the
respondents are split 50-50 or 45-55.

Lower margin of error requires a larger
sample size.

The confidence level is the amount of
uncertainty you can tolerate. Suppose
that you have 20 yes-no questions in
your survey. With a confidence level of
95%, you would expect that for one of
the questions (1 in 20), the percentage of
people who answer yes would be more
than one standard deviation away from
the true answer. The true answer is the
percentage you would get if you
exhaustively interviewed everyone.

Higher confidence level requires a larger
sample size.

How many people are there to choose
your random sample from? The sample
size doesn't change much for
populations larger than 20,000.

For each question, what do you expect
the results will be? If the sample is
skewed highly to one end, the
population probably is, too. If you don't
know, use 50%. This gives you the
largest sample size.

Your recommended sample size is 206
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Appendi x A

Tabl e Al

Chi - Square (X?) Values for Variables of Reason and TRI CARE Prine

Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Per cei ved energent condition . 000 . 985
Ref erred by provider . 857 . 355
Ref erred by appoi ntnment |ine 1.262 . 261
Perceived better care in ED 1.293 . 256
Couldn't get to sick call 1.636 . 201
Too sick to go el sewhere 5.243" . 022
Dissatisfied with care at clinic . 988 . 320
Clinic not open at convenient tine . 004 . 950
Coul d not get off work to visit clinic . 429 . 513
No appoi ntnents avail abl e . 849 . 357
Transportation probl ens 1.711 . 191
Clinic doesn't accept walk-in patients 2.031 . 154
No heal th insurance . 665 . 415
Cannot afford to pay for a clinic visit . 194 . 660
Do not have to pay for ED care . 483 . 487
I nsurance pays for ED care . 828 . 363
O her . 131 . 718

co
oo
= a

* ok

df

”'O'O
I—\AA
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Tabl e A2

Chi - Square Val ues for Reason and TRI CARE Prinme O her MIF

Asynp. Sig.
S (2-si ded)
Reason for ED Visit
Percei ved energent condition . 036 . 849
Ref erred by provider . 668 . 414
Ref erred by appoi ntnment |ine . 371 . 542
Perceived better care in ED . 475 . 491
Couldn’t get to sick call . 149 . 699
Too sick to go el sewhere 29. 650" . 000
Dissatisfied with care at clinic . 100 . 741
Clinic not open at convenient tine . 423 . 516
Could not get off work to visit clinic . 248 . 618
No appoi ntnents avail abl e . 127 . 394
Transportation probl ens 22.748" . 000
Clinic doesn’t accept walk-in patients . 224 . 636
No heal th insurance . 065 . 799
Cannot afford to pay for a clinic visit . 021 . 884
Do not have to pay for ED care . 178 . 673
I nsurance pays for ED care . 155 . 694
O her . 404 . 525
p < 0.05
p <0.01
df =1
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Tabl e A3

Chi - Square Val ues for Vari abl es: Reason and TRI CARE Extra

Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Percei ved energent condition . 176 . 674
Ref erred by provider . 499 . 480
Ref erred by appoi ntnment |ine . 277 . 599
Perceived better care in ED 1.715 . 190
Couldn’t get to sick call . 656 . 418
Too sick to go el sewhere . 098 . 754
Dissatisfied with care at clinic . 081 . 775
Clinic not open at convenient tine 2.059 . 151
Coul d not get off work to visit clinic 4.300° . 038
No appoi ntnents avail abl e . 790 . 374
Transportation probl ens . 032 . 858
Clinic doesn’t accept walk-in patients . 167 . 682
No heal th insurance . 048 . 826
Cannot afford to pay for a clinic visit . 016 . 899
Do not have to pay for ED care . 133 . 716
I nsurance pays for ED care . 115 . 734
O her . 937 . 333

co
oo
=y

* %

df

”'O'O
H/\/\
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Tabl e A4

Chi - Square for Variabl es of Reason and TRI CARE St andard

74

Asynp. Sig.
x¢ (2-si ded)
Reason for ED Visit
Percei ved energent condition 680 . 410
Ref erred by provider 668 . 414
Ref erred by appoi ntnment |ine 371 . 542
Perceived better care in ED 931 . 335
Couldn’t get to sick call 149 . 699
Too sick to go el sewhere 132 . 717
Dissatisfied with care at clinic 109 . 741
Clinic not open at convenient tine 423 . 516
Could not get off work to visit clinic 248 . 618
No appoi ntnents avail abl e 312 . 576
Transportation probl ens 043 . 836
Clinic doesn’t accept walk-in patients 224 . 636
No heal th insurance 065 . 799
Cannot afford to pay for a clinic visit 021 . 884
Do not have to pay for ED care 178 . 673
I nsurance pays for ED care 155 . 694
O her 404 . 525
p < 0.05
p <0.01
daf =1
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Tabl e A5

Chi - Square (X% Values for Variables of Reason and Medicare

Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Percei ved energent condition . 876 . 349
Referred by provider 8.071" . 004
Ref erred by appoi ntnment |ine 1.164 . 281
Percei ved better care in ED 7.204" . 007
Couldn’t get to sick call 2.754 . 097
Too sick to go el sewhere . 413 . 520
Dissatisfied with care at clinic . 342 . 559
Clinic not open at convenient tine . 016 . 898
Could not get off work to visit clinic . 778 . 378
No appoi ntnents avail abl e . 458 . 499
Transportation probl ens . 135 . 714
Clinic doesn’t accept walk-in patients . 703 . 402
No heal th insurance . 203 . 652
Cannot afford to pay for a clinic visit . 067 . 796
Do not have to pay for ED care 5.009 . 025
I nsurance pays for ED care 6.178 . 013
O her 2. 095 . 148
p < 0.05
p <0.01
df =1
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Tabl e A6

76

Chi - Square (X% Values for Variables of Reason and Medi caid

Asynp. Sig.
S (2-si ded)
Reason for ED Visit
Percei ved energent condition 2.525 . 112
Referred by provider 18. 624" . 000
Ref erred by appoi ntnment |ine . 277 . 599
Perceived better care in ED . 359 . 552
Couldn’t get to sick call . 656 . 418
Too sick to go el sewhere . 098 . 754
Dissatisfied with care at clinic . 081 . 775
Clinic not open at convenient tine . 315 . 574
Could not get off work to visit clinic . 185 . 667
No appoi ntnents avail abl e . 542 . 462
Transportation probl ens . 032 . 858
Clinic doesn’t accept walk-in patients . 167 . 682
No heal th insurance . 048 . 826
Cannot afford to pay for a clinic visit . 016 . 899
Do not have to pay for ED care . 133 . 716
I nsurance pays for ED care . 115 . 734
O her . 499 . 480
p < 0.05
p <0.01
daf =1
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Tabl e A7
Chi - Square (X? Values: Reason and Private Health |nsurance
Asynp. Sig.
X (2-si ded)
Reason for ED Visit

Percei ved energent condition . 447 . 504
Ref erred by provider . 150 . 699
Ref erred by appoi ntnment |ine . 467 . 495
Perceived better care in ED . 597 . 440
Couldn’t get to sick call 1.105 . 293
Too sick to go el sewhere . 166 . 684
Dissatisfied with care at clinic . 137 . 711
Clinic not open at convenient tine . 682 . 409
Coul d not get off work to visit clinic . 312 . 576

No appoi ntnents avail abl e . 913 . 339
Transportation probl ens . 054 . 816
Clinic doesn't accept walk-in patients . 282 . 595

No heal th insurance . 081 . 775
Cannot afford to pay for a clinic visit . 027 . 870

Do not have to pay for ED care 3.223 .073

I nsurance pays for ED care 3.909° . 048

O her . 150 . 699

p < 0.05
p <0.01
daf =1
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Tabl e A8
Chi - Square Val ues for Reason and No Health I nsurance
Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Percei ved energent condition 1.453 . 228
Ref erred by provider . 404 . 525
Ref erred by appoi ntnment |ine 1. 485 . 223
Perceived better care in ED . 475 . 491
Couldn’t get to sick call . 149 . 699
Too sick to go el sewhere 6. 457" . 011
Dissatisfied with care at clinic . 109 . 741
Clinic not open at convenient tine . 423 . 516
Coul d not get off work to visit clinic . 248 . 618
No appoi ntnents avail abl e . 727 . 394
Transportation probl ens . 043 . 836
Clinic doesn't accept walk-in patients . 224 . 636
No heal th insurance 14. 590" . 000
Cannot afford to pay for a clinic visit . 021 . 884
Do not have to pay for ED care . 178 . 673
I nsurance pays for ED care . 155 . 694
O her . 404 . 525
p < 0.05
p <0.01
daf =1



Non- Urgent ED Utilization 79

Tabl e A9

(X?) Values for Reason and Active Duty Beneficiary Status

Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Per cei ved energent condition 1.953 . 162
Referred by provider 5.423" . 020
Ref erred by appoi ntnment |ine . 421 . 516
Perceived better care in ED . 236 . 627
Coul dn’t get to sick call 85. 493" . 000
Too sick to go el sewhere 5.516" . 019
Dissatisfied with care at clinic 30211 .073
Clinic not open at convenient tine . 114 . 736
Coul d not get off work to visit clinic . 331 . 565
No appoi ntnents avail abl e 1. 232 . 267
Transportation probl ens . 637 . 425
Clinic doesn't accept walk-in patients 111 . 739
No heal th insurance 1.044 . 307
Cannot afford to pay for a clinic visit . 344 . 557
Do not have to pay for ED care . 630 . 427
I nsurance pays for ED care . 482 . 487
O her . 014 . 906

oo
o o
= Ol

* %

df

”'O'O
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Tabl e A10

(X?) Values for Reason and Active Duty Family Menber Status

Asynp. Sig.
S (2-si ded)
Reason for ED Visit
Percei ved energent condition . 077 . 782
Ref erred by provider . 015 . 902
Ref erred by appoi ntnment |ine . 680 . 410
Perceived better care in ED . 870 . 351
Coul dn’t get to sick call 21. 642" . 000
Too sick to go el sewhere 3. 244 . 072
Dissatisfied with care at clinic 2.689 . 101
Clinic not open at convenient tine . 610 . 922
Coul d not get off work to visit clinic . 020 . 886
No appoi ntnents avail abl e 1.654 . 198
Transportation probl ens 1. 059 . 304
Clinic doesn't accept walk-in patients 5.526" . 019
No heal th insurance 1.596 . 206
Cannot afford to pay for a clinic visit . 527 . 468
Do not have to pay for ED care 1.771 . 183
I nsurance pays for ED care 3. 805 . 051
O her 1. 092 . 296

**

df

OO
o A A
©o
oo
= O



Non-Urgent ED Utilization 81

Tabl e Al1l

(X?) Values for Reason and Retiree Beneficiary Status

Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Per cei ved energent condition . 646 . 422
Ref erred by provider 1. 249 . 264
Ref erred by appoi ntnment |ine . 003 . 955
Perceived better care in ED . 047 . 828
Coul dn’t get to sick call 4,225 . 040
Too sick to go el sewhere . 948 . 330
Dissatisfied with care at clinic 1.144 . 285
Clinic not open at convenient tine . 033 . 857
Coul d not get off work to visit clinic . 654 . 419
No appoi ntnents avail abl e 2.943 . 086
Transportation probl ens . 451 . 502
Clinic doesn't accept walk-in patients . 022 . 882
No heal th insurance 13. 671" . 000
Cannot afford to pay for a clinic visit 4.509" . 034
Do not have to pay for ED care 2.080 . 149
I nsurance pays for ED care 2.956 . 086
O her . 002 . 976

co
oo
=y

* %

df
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Tabl e Al12

(X?) Values for Reason and Retiree Family Menber Status

Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Per cei ved energent condition 1.876 . 171
Ref erred by provider 1. 062 . 303
Ref erred by appoi ntnment |ine . 000 1. 000
Perceived better care in ED .572 . 449
Couldn’t get to sick call 6.778" . 009
Too sick to go el sewhere 1.429 . 232
Di ssatisfied with care at clinic 1.522 . 217
Clinic not open at convenient tine 1. 063 . 303
Coul d not get off work to visit clinic 2.376 . 123
No appoi ntnents avail abl e 1.751 . 186
Transportation probl ens . 466 . 495
dinic doesn't accept wal k-in patients 6.762"" . 009
No heal th insurance . 703 . 402
Cannot afford to pay for a clinic visit . 232 . 630
Do not have to pay for ED care . 214 . 644
I nsurance pays for ED care 2.771 . 096
Q her 1. 360 . 243

* %

df

 OT
A A
co
oo
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Tabl e A13

(X?) Values for Variables of Reason and Civilian Status

Asynp. Sig.
X (2-si ded)
Reason for ED Visit
Per cei ved energent condition . 036 . 849
Ref erred by provider . 404 . 525
Ref erred by appoi ntnment |ine . 371 . 542
Perceived better care in ED . 475 . 491
Couldn't get to sick call . 149 . 699
Too sick to go el sewhere . 132 .717
Dissatisfied with care at clinic . 109 . 741
Clinic not open at convenient tine . 423 . 516
Coul d not get off work to visit clinic . 248 . 618
No appoi ntnents avail abl e . 727 . 394
Transportation probl ens 22.748" . 000
Clinic doesn't accept walk-in patients . 224 . 636
No heal th insurance . 065 . 799
Cannot afford to pay for a clinic visit . 021 . 884
Do not have to pay for ED care . 178 . 673
I nsurance pays for ED care . 155 . 694
O her . 363 . 547
p < 0.05
p <0.01
daf =1
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Table A 14

Descriptive Statistics for Reasons of Non-Urgent ED Visit

% of Mean  Std Dev
n Sanpl e
Reason for ED Visit
Per cei ved energent condition 87 28.2 . 453 . 499
Ref erred by provider 27 8.8 . 141 . 349
Ref erred by appoi ntnment |ine 16 5.2 . 083 . 277
Perceived better care in ED 20 6.5 . 104 . 306
Couldn't get to sick call 30 9.7 177 . 383
Too sick to go el sewhere 6 1.9 . 031 . 174
Dissatisfied with care at clinic 5 1.6 . 026 . 160
Clinic not open at convenient tine 18 5.8 . 094 . 292
Coul d not get off work to visit clinic 11 3.6 . 053 . 233
No appoi ntnents avail abl e 29 9.4 . 151 . 359
Transportation probl ens 2 0.6 . 010 . 102
Clinic doesn't accept walk-in patients 10 3.2 . 052 . 223
No heal th insurance 3 1.0 . 016 . 124
Cannot afford to pay for a clinic visit 1 0.3 . 005 . 072
Do not have to pay for ED care 8 2.6 . 042 . 200
I nsurance pays for ED care 7 2.3 . 037 . 188

O her 28 9.1 . 145 . 353
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Emergency Department Patient Questionnaire

(Non-urgent patients only)

The purpose of this questionnaire is to provide feedback to the Dwight David
Eisenhower Army Medical Center (DDEAMC) Emergency Department (ED)
regarding patients’ perspectives on utilization of the Emergency Department.

This questionnaire should take no more than five minutes to complete, and is
completely voluntary and anonymous.

The data collected will serve two purposes. First, it will be utilized by Emergency
Department and the Department of Family and Community medicine to better
understand patients’ perspectives on utilizing the ED to help better serve our
patients. Secondly, the data will be analyzed as part of a Graduate Thesis for
Baylor University that will contribute to the body of knowledge regarding ED
utilization.

Thank you in advance for taking the time to complete this short questionnaire.

MAJ Charles J. Sizemore
Baylor Administrative Resident

Additional comments are welcome on the reverse of this page.

Please place the questionnaire in the collection box located at the front sign-in

desk, when completed
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Additional comments welcome:
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Emergency Department Questionnaire

Pl ease take a nmonment to answer the followi ng 10 questi ons:

If the person completing this questionnaire is doing so for the patient, please
answer from the patient’s point of view.

Today’s Date: Current Time;: [] am.or
L] p.m.
1. Age? 2. Gender? [ | Male [ ] Female

3. Please select the category below that applies to you, for this visit to the
emergency department (please check one):

[ ] Active Duty Military [ ] Family Member of Military
Retiree

[ ] Family Member of Active Duty Military [ ] Civilian

[ ] Military Retiree [ ] Other

4. Where do you regularly go to get medical care (please check one):

[ ] Primary Care Clinic, Dwight David Eisenhower Army Medical Center

[] Family Practice Clinic, Dwight David Eisenhower Army Medical Center
[ ] Internal Medicine Clinic, Dwight David Eisenhower Army Medical Center
[ ] Emergency Department, Dwight David Eisenhower Army Medical Center
[] T™MC 4

[ ] Connelly Health Clinic

[] Other military hospital primary care clinic

[ ] Veterans Affairs (VA) hospital

[ ] Civilian hospital

[ ] Civilian doctor’s office/clinic

[ ] Emergency Department, other military or civilian hospital

[ ] Don’t know

[ ] Other:

5. How long ago did the symptoms begin before coming to the Emergency
Department?
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[ ] minutes [] hours [] days [ ] weeks

6. How many times have you visited a hospital emergency department for medical
care in the past 12 months?

times

7. How many times have you visited the Dwight David Eisenhower Army Medical
Center Emergency Department in the past 12 months?

times

8. If you are a TRICARE Prime member, in your opinion, is it easier for you to
receive health care using the Dwight David Eisenhower Army Medical Center
Emergency Department, or to make an appointment to be seen by your primary
care physician in the clinic where you are enrolled? (please check one):

[] Itis easier to use the Emergency Department
[ ] Itis easier to make an appointment with my primary care physician
[ ] 1am not a TRICARE Prime member

9. What type of health insurance do you have? (please check all that apply):

[ ] TRICARE Prime, enrolled at Eisenhower [ ] Medicare

[ ] TRICARE Prime, enrolled to another military hospital [ ] Medicaid

[ ] TRICARE Extra [ ] Private health insurance
[ ] TRICARE Standard [ ] No health insurance

10. Why did you choose to come to the Emergency Department (please check
all that apply):

[] 1believe that | have a medical condition that is an emergency or that must be seen within the
next 2 to 4
hours.

[ ] 1was told to go to the emergency department by a health care provider at my clinic

[ ] I'was told to go to the emergency department by the Dwight David Eisenhower Army Medical
Center
appointment line (787-7300)

[ ] I believe that | get better care in the emergency department
[ ] 1was unable to go to sick call
[ ] 'mtoo sick to go anywhere else

[ ] m not satisfied with the care | receive at my doctor’s office/clinic
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[ ] My doctor’s office/clinic is not open at a convenient time for me

[ ] 1could not get off work during the hours that my doctor’s office/clinic is open

L] 1called today, and my primary clinic had no available appointments

L] I have transportation problems that prevent me from getting to my doctor’s office/clinic
] My doctor’s office does not accept walk-in patients

[ ] 1do not have health insurance

[ ] 1 cannot afford to pay for a visit to my doctor/clinic

[ ] I do not have to pay for the care | get at this emergency department

[ ] My insurance pays for emergency department care

|:| Other:

Thank you for your participation. Please place this questionnaire in the survey
collection box located at the front sign-in desk.
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