“Abuse” of the Emergency Department- March 24th, 2014

-What is ED abuse?
	-visits for the same problem without any new changes
	-patient or FP-initiated
		-patients aren’t always the main culprits
		-visits to the ED for problems that FP can deal with and FP readily available
		-hoping to jump queue and see specialist earlier
	-“Social” visits to the ED – no real problem just need for interaction (homelessness) 
	-repeat visits for problems where treatment already underway “second opinion”

-Who determines who is abusing the system?
	-doctors
	-nurses (triage)
	-paramedics (see inside of patient homes, pill stash, public places) 
	-other patients: rapid ambulatory zone, assessment of treatment areas
	-hospital administrators (?)

-different people will have different criteria 

Why Do We Care About ED “Abuse”?
-inappropriate use of resources 
-delays care of other patients 
-negative effect on staff morale “what are we coming to work for?”
-opposed to queue jumping/some people won’t hesitate to complain about it

What is and is not abuse depends on what we think that the role of the emergency department is…
	-is it just for acute medical care?
	-other functions in current climate?
	-depending on how an ED is conceptualized

ED as Modern Day Almshouses
-19th century almshouses were publicly funded residential institutions that fulfilled combined moral and medical purposes
	-Receptacles for “degenerate”, indigent or dependent who had no family to pay for or provide them with care (similar to modern day marginalized, fall through the cracks) 
-Almshouses replaced with modern social welfare + hspt take on some of their functions
-SHOULD THE ED SERVE AS THIS PURPOSE?
-The ED is always open, where else are they going to go? 
-ED never turns anyone away
-Distribution of safety net social care services
		-clothing, rest, food, shelter (winter), prescription drugs (limited), TTC fare
-
Who Are the Frequent Users of EDs? 
-On average, 1.72 visits/person (1998 Census) 
-3.5% all visits had 12+ visits (frequent flyers) 
-relatively few who..?
-Why Do They Go to EDs? 
	-Top ones: Psychosocial conditions, nervous system disorders/neurological disease
	-what kind of diagnoses? E.g - Anxiety, alcoholism, schizo, drug addiction, depression, PDs, psychoses, etc. Almost half of them have anxiety. 
	-And they see their FP frequently 

-Predictors:
Has regular doctor? Visit doctor more than 5 times? Has a mental health professional? Unmet health care needs? 

What Explains the Differences?
	-52% of variation explained by 4 factors:
	-proportion of population with treaty Indian status, predisposed to genetic e.g diabetes
	-mean neighbourhood income: top and bottom liveable neighbourhoods disparity is huge between two neighbourhoods eg Jane/Finch vs. Lawrence Park – income, social determinants of health, etc.
	-proportion of visits for mental illness 
	-proportion of total ambulatory (ED + other outpatient providers) visits for mental illness

What About Patients Who Attend for Non-Urgent Problems? 
-CTAS V/IV account for almost 60% of the visits
	-BUT they only usually visit the ED once! 
-CTAS IV & V Descriptions:
	-IV – Less Urgent/Semi Urgent

Montreal, 1993
-200 patients with non-urgent problems attending the ED during regular business hours 
-Most do not have a family doctor
-35% employed full-time
-40% annual income <$20,000 (back then this was the cut-off for poverty line) 
Why Did These People End Up in EDs?
-40% referred by MD, nurse, dr’s secretary, other medical personnel, social work, no answer

Halifax, 2005 How Valid was that Referral?
-82/235 were non-urgent problems (ED visits should be ACUTE, IMMEDIATE, +REQ HELP)
-Only 7 of the 235 reported not having GP as reason for attending
-this is to show a lot of times that patient is not the culprit but other healthcare professionals

Why do they send people to the ED?
-Dr. doesn’t want to write prescription, send to ED = duplicate procedure, just so EDP can write
-part of it is educating residents and med students, proper training, etc.
-Have some confidence they can do a lot themselves!

Visits for Non-Urgent Care in Ontario
-1997 Toronto: 93% had a primary care giver, 75% said GP never informed them what kinds of problems required ED care, 54% said GP never informed them what services offered in own office (e.g access to dietitian, welfare forms, workplace compensation claims), 90% would have visited GP if GP able to handle problem (did not complete the job as best as they could), 55% chose ED because of convenience, 24% said too sick to see GP (includes fractures)
*Might be a social bias in the response, might reflect patient’s perceptions not necessarily reality*

Conclusion:
Lots come for complex medical problems, often psychiatric
Higher use in low income communities/marginalized
Most frequent users have FPs
Urgent medical need does not seem to be a factor in distinguishing btwen people who do and do not frequently use EDs
Many people hwo use EDs for minor problems are referred by medical personnel
Most pts with minor problems not educated about what does and does not belong in an ED-
More of a system failure: 
	-failure to deal with pts with complex chronic problems, failure to deal adequately with low income, FP fail with family doctors to deal with their patients 
-Solution to Abuse lies outside with ED
	-comprehensive programs to deal with socioeconomic disparities, substance abuse, psychiatric or behavioural problems, x
Focus on constrains associated with delivery of primary care in socio-economic disadvantaged neighbourhoods
GPs and EDs develop share care plan 
Better educated of patients about roles of GPs and EDs
TUTORIAL NOTES: 

-ABUSE vs. OVERCROWDING
(related to each other)
-also economics
+ Visits due to social characteristics not equal to abuse
1. -chronic psychiatric problems (cannot explain what’s going on, have episodes, not right state of mind) 
2. -homeless people (lack of resources, social reasons, weather, no access to family physician)
3. -low-income people
4. -alcoholics
THESE PEOPLE can cause overcrowding for legitimate reasons. They are not abusing the ED. 
-
You have to differentiate the two due to legitimate reasons. Abuse is something not appropriate 
-Two sets of people: HOMELESS vs ELDERLY who causes overcrowding and why? 
	-Overcrowding is linked with … elderly have more complex, waiting for beds, waiting for diagnosis, waiting for tests, KEY THING IS LACK OF BEDS*** in overcrowding lecture slides there are also some strategies. Hospital vs physician vs specific strategies to relieve overcrowiding. 
-fixed (no matter what happens each month, pay for physician, nurses, hydroelectric) vs marginal costs (how much IV syringes, sheets are being changed, what tests are being given to one specific patient, another patient, that # differs)
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