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ABSTRACT 

Use of the emergency department for non-urgent conditions is increasing 
nationally for a variety of reasons. This increase in patient census has led to congestion 
within the emergency department and an increased length of stay for patients with non¬ 
urgent conditions. The establishment of minor emergency areas (MEAs) and utilization of 
the nurse practitioner (NP) role are two approaches utilized nationally to increase patient 
satisfaction and deliver quality care to non-urgent patients. 

The purpose of this project was to determine the feasibility of the establishment of 
a NP staffed MEA at Benefis Healthcare emergency department. Benefis Healthcare was 
recently created by a merger between Montana Deaconess Medical Center and Columbus 
Hospital in Great Falls, MT. A triage tool was developed to determine the number and 
characteristics of non-urgent patient visits to the emergency department. 

Patient visit diagnostic codes (ICD-9-CM) were obtained for a six month period 
from the individual emergency departments and combined to represent data from the 
merged emergency department. These ICD-9-CM codes (N=12,009) were then evaluated 
and placed into either an emergent/urgent or non-urgent treatment category. 

This study revealed that 51% of the total patient visits for the six month period 
were for non-urgent conditions. The patient characteristics and nature of their conditions 
were well within the scope of practice for a NP. 

Findings from this study support the development of a nurse practitioner staffed 
MEA at Benefis Healthcare. Establishment of a NP staffed MEA would provide a method 
of efficient quality treatment for the large volume of non-urgent patients while decreasing 
emergency department congestion, minimizing length of stay, and maximizing patient 
satisfaction. 
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CHAPTER 1 

INTRODUCTION 

On July 1, 1996, the two hospitals in Great Falls Montana, Columbus Hospital and 

Montana Deaconess Medical Center, officially merged to become one hospital -- Benefis 

Healthcare. The stated reason for the merger was to “insure continued quality care and 

financial stability for a single institution by eliminating duplication of services and 

equipment” (“Memorandum in Support of Application,” 1995). As a consequence of the 

merger, there will be one emergency department to meet the needs of the local citizens 

and rural residents from the surrounding locale. 

The expected census of the merged emergency department will be greater than that 

seen at either facility previously. The most likely result of this increased patient load is a 

longer waiting time for patients with non-urgent conditions, as those with higher acuity 

are given priority. This extended waiting time may contribute to a prolonged length of 

stay for patients with non-urgent conditions. A prolonged length of stay may result in 

patient dissatisfaction as many patients in the emergency department base their satisfaction 

entirely on length of stay (Hildeman & Ferguson 1990; Thompson, Yamold, Adams & 

Spacone, 1996). 

Minimizing length of stay and maximizing patient satisfaction are necessary for the 

merged entity for the following reasons. First, despite a significant amount of public 
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opposition, the merger took place. Consumers may be increasingly critical of any delay in 

services received at the consolidated emergency department. Maximizing consumer 

satisfaction by keeping length of stay to a minimum will help to increase the public image 

of the consolidated emergency department. 

Second, having sought state approval for the merger the consolidated entity must 

submit quarterly and annual reports to the state Department of Public Health and Human 

Services (DPHHS). This process was initiated because the merger not only eliminated 

competition but also eliminated choice for the consumer. These reports are aimed at 

measuring the quality of care that is delivered to patients at Benefis Healthcare. Among 

the standard set of measurements examined by the quality assurance division of the 

DPHHS is the average length of time patients wait for care in the emergency department. 

Patient satisfaction will also be monitored by the DPHHS as each year the hospital will be 

required to send to the state satisfaction surveys filled out by patients (Bradley, 1996). 

Use of a nurse practitioner staffed fast track or minor emergency area (MEA) 

within the emergency department may be a means to assure prompt quality care for those 

patients with non-urgent problems. Fast track and minor emergency area are two terms 

used interchangeably in the literature and refer to places specifically designed to care for 

patients with non-urgent conditions. By providing quality care exclusively to the non¬ 

urgent patient in the emergency department the nurse practitioner may not only decrease 

waiting times for the non-urgent patient, but also allow the emergency department 

physician to focus care toward the more critically ill. In this way a nurse practitioner 
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staffed fast track or MEA may contribute to increased customer satisfaction. 

Implementation of a fast track or minor emergency care area may require additional space 

and ancillary staff within the emergency department. Although both are important 

considerations, examination of these issues is beyond the scope of this project. 

Definition of Terms 

The terms triage, emergent, urgent, non-urgent, fast track, and minor emergency 

area may be unfamiliar or ambiguous to the reader. Triage is a method of placing patients 

into categories for care based on the seriousness of their condition. The three categories 

used to describe these conditions are emergent, urgent, and non-urgent. In addition, the 

terms fast track and minor emergency area pertain to locations where the needs of non¬ 

urgent patients are met. For the purpose of further clarification, interpretation of these 

terms is identified as follows. 

The word triage is derived from the French verb trier which means to sort. 

Triage, as applied to the emergency department, is the “process that places the emergency 

patient in the right place at’the right time to receive the right level of care” (Sheehy, 1992, 

p. 67). 

Emergent is the term applied to those conditions which are life-threatening. These 

conditions require immediate medical attention and expend numerous resources within the 

emergency department (Kitt & Kaiser, 1990). Examples of emergent conditions include 
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cardiopulmonary arrest, major trauma, open chest wounds, chest pain, pulmonary edema, 

and major bums (Kitt & Kaiser, 1990; Sheehy, 1992). 

Urgent conditions are illnesses or injuries which require treatment within 20 

minutes to 2 hours. Patients with urgent conditions “have stable vital signs and in some 

cases treatment may be delayed for. several hours without impairment to the patient” (Kitt 

& Kaiser, 1990, p. 25). Complicated or extensive lacerations, open fractures, bums, and 

chronic illnesses such as diabetes, and cancer are examples of urgent conditions (Kitt & 

Kaiser, 1990; Sheehy, 1992). 

Non-urgent conditions are illnesses or injuries for which care can be delayed for 

longer than two hours without detriment to the patient (Sheehy, 1992). Simple closed 

fractures, sprains, strains, lacerations, sore throats, rashes, and chronic low back pain are 

examples of conditions which fall into the non-urgent category (Kitt & Kaiser, 1990; 

Sheehy, 1992). 

The terms fast track and minor emergency area are use interchangeably in the 

literature to denote areas within or adjacent to an established emergency department. 

Patients with non-urgent conditions are triaged to these areas for care. Nationally, many 

emergency departments are using nurse practitioners to care for the patients with non¬ 

urgent conditions (Hooker & McCaig, 1996). The goal of many fast track/minor 

emergency areas is to keep the patient’s length of stay to a minimum. Patients who 

require extensive diagnostic tests or a long observation time are not appropriate for a fast 

track/minor emergency area (Buchanan & Powers, 1996). 
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The term fast track can have negative connotations if one interprets “fast” as 

applying to the care received. It should be noted that the term fast track applies only to 

the quantity of time spent in the area, not the quality of care received. Because of the 

potential for misinterpretation, the term minor emergency area (MEA) will be used 

henceforth in this project to denote the concept of fast track/minor emergency area. 

Purpose and Scope of the Study 

According to the American Hospital Association (as cited by Dowling & Dudley, 

1995) use of emergency departments nationally increased 106% from 1980 to 1990. This 

trend is expected to continue in the Great Falls area as well. An increased census is 

anticipated in the consolidated emergency department at Benefis Healthcare due to the 

merger of the two hospitals. Also, according to the emergency department manager at 

Benefis Healthcare, an increase in patient referrals to the emergency department from 

local immediate care centers and facilities in outlying rural areas is foreseen (J. Hickethier 

RN, personal communication, January 9,1997). 

The establishment of ME As and utilization of the nurse practitioner role are two 

approaches utilized nationally to meet the challenge of rising emergency department 

census (Dowling & Dudley, 1995). The purpose of this project was twofold. First, this 

project explored the plausibility of a nurse practitioner staffed MEA within the 

consolidated emergency department of Benefis Healthcare. Emergency department census 

data from a six month period was collected from the emergency departments of Columbus 
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Hospital and Montana Deaconess Medical Center. These data were combined to 

represent data from a merged emergency department. Using a triage algorithm the 

number of non-urgent conditions which could potentially be treated by a nurse practitioner 

in a MEA was determined. A secondary purpose of this project was to discover the times 

of increased patient census. Utilization of a nurse practitioner during these periods may 

decrease patient length of stay thereby increasing patient satisfaction. Utilization of a 

nurse practitioner during these times may also represent a cost savings to the department 

as double physician coverage will not be necessary. Exploration of methods to pass this 

cost savings to the consumer, though a necessity, is beyond the scope of this project. 

Background and Significance of the Project 

The emergency “room” was initially developed as a source of care for major and 

life threatening conditions. Today, emergency “rooms” have become emergency 

“departments” which not only continue to care for the critically ill or injured, but also have 

become 24-hour walk-in clinics for an increasing number of people with non-urgent 

complaints. According to Dowling and Dudley (1995), national emergency department 

census studies report that 60% to 80% of today’s emergency department patients present 

with non-urgent or minor problems. Convenience, accessibility, and policies which require 

the provision of care regardless of ability to pay remain powerful incentives for the 

continued use of emergency departments by people with non-urgent health conditions. 

People may also present to the emergency department with non-urgent health conditions 
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because they lack a primary care provider or do not have health care insurance (Padgett & 

Brodsky, 1992). 

Approximately 40 million people in the United States have limited or no access 

to health care due to their lack of health insurance or to their inability to pay at the time of 

service. According to Padgett and Brodsky (1992), the indigent and uninsured often 

depend on the emergency department as their source of health care. In Cascade County, 

which includes Great Falls, there are 11,000 people or 14% of the population with 

incomes which are below the poverty level. In Cascade County, 37% percent of the 

population is below 200% of the federal poverty index. One must be above 200% of the 

federal poverty index to be able to purchase adequate health care insurance. Eighteen 

percent of the population in Cascade County has no health insurance coverage (1990 US 

Census data). There is a large potential for non-urgent visits to the emergency department 

from this population group. No data exist at this time to determine the exact numbers of 

patients using the emergency department because of a lack of health care insurance or 

primary care provider. 

The emergency department also serves a rural agricultural area in addition to the 

citizens of Great Falls. Rural people base their concept of health on their ability to work 

(Long, 1993). Rural working people seek medical attention when a condition 

advances to the point that it prevents them from working. Often their health problems are 

episodic or catastrophic. As a result, rural people may be very ill when they present to the 

emergency department. The acuity of their care maybe high and require swift and 
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continuous attention by emergency department staff. With staff attention directed toward 

the critically ill, waiting time for non-urgent care increases. 

Delivery of quality comprehensive care for non-urgent health problems in an 

environment designed for emergency care can be less than optimal. Non-urgent patients 

are given low priority status in the emergency department. In a busy emergency 

department, patients with non-urgent complaints often receive only a brief exam by the 

emergency department physician who addresses the main complaint. Due to time 

constraints and lack of a comprehensive focus in the emergency department, other 

questions and concerns may not be adequately addressed for non-urgent patients. The 

essence of primary holistic care is frequently missing in emergency departments simply 

because emergency departments were not designed to meet those needs (Brook & 

Stevenson, 1970). This concept continues to be evident today. Because an increasing 

number of people are using the emergency department as a substitute for a family doctor, 

integration of disease prevention and health maintenance issues into emergency 

department care becomes important. 

Many emergency departments are developing MEAs to efficiently meet the needs 

of non-urgent patients. In a recent national study of 56 comparative emergency 

departments, Nollman & Colbert (1994), reported that 58% had opened a ME A and 25% 

were considering opening a MEA. Seventeen percent had not considered opening a MEA. 

Reducing length of stay, improving patient satisfaction, decreasing emergency department 
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congestion, curtailing walk-outs, and maintaining market share are goals of opening a 

MEA (Nollman & Colbert, 1994). 

According to the manager of ambulatory care at Montana Deaconess Medical 

Center, three of the four emergency departments in Montana that are comparable in 

patient volume to the consolidated emergency department at Benefis Healthcare have 

implemented a MEA within the last two years (S. Dieziger RN, personal communication, 

August 7, 1996). According to the emergency department manager at Kalispell Regional 

Medical Center, the MEA within the Kalispell emergency department staffed with a nurse 

practitioner was successful in decreasing length of stay and improving satisfaction of the 

non-urgent patients who received care (M. Boehm RN, personal communication, January 

16, 1997). The implementation of a nurse practitioner staffed MEA would positively 

impact patient care and satisfaction in the consolidated emergency department at Benefis 

Healthcare. 

Objectives 

Most patients in Great Falls and the surrounding area, including those with non¬ 

urgent conditions, typically receive almost immediate attention upon arrival in the 

emergency department The community has grown to expect instantaneous emergency 

medical care as a standard (“Emergency Department Survey,” 1995). 

Minor emergency areas have historically improved care of the non-urgent patient 

while allowing the emergency department physician to focus attention on more acutely ill 
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patients. Providing care for patients with non-urgent conditions in MEAs is well within 

the scope of practice of a nurse practitioner. The nurse practitioner is not only able to 

diagnose and treat the condition but also is able to provide extensive patient education 

related to specific diagnosis, primary prevention issues, and follow-up. This approach is 

likely to increase patient satisfaction with the care received. Listed among the benefits of 

staffing a MEA with a nurse practitioner are increased quality, cost effective patient care, 

and increased patient satisfaction (Dowling & Dudley, 1995). 

It is intended that this project will provide a model to guide the scheduling and role 

development of a nurse practitioner in the emergency department. The triage algorithm 

developed for use within this project may also become a prototype for use within 

emergency departments. 
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CHAPTER 2 

REVIEW OF THE LITERATURE 

In order to create a better understanding of emergency medicine as a part of the 

nation’s health care system, the literature was explored in the following domains. The 

history of the emergency department was explored, along with its current role in the health 

care delivery system. The role of the nurse practitioner as it applied to the emergency 

department was investigated. Finally, the development and use of minor emergency areas 

within emergency departments was examined. 

The Emergency Department 

History 

Initially, emergency departments were small ‘rooms’ near the delivery entrance to 

the hospital where ambulances, usually operated by the local funeral home, would bring 

the critically ill or injured for treatment. Management of true emergencies took place in 

the incipient emergency room. Beginning in the 1950s this situation began to change. 

Large numbers of patients began visiting emergency departments as self referred 

“walk-ins”. Emergency ‘rooms’ became actual hospital departments with dedicated staff 

According to Padgett and Brodsky (1992), “between 1955 and 1970 ER [emergency 

department] visits in the United States increased 312%” (p. 1189). Factors which 
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contributed to this growth include advances in medical technology and rising acceptance 

of hospitals and medical care in general. Also during this period federally mandated 

legislation such as the Hill-Burton Act and the Consolidated Omnibus Reconciliation Act 

(COBRA) was enacted. This legislation required emergency departments to provide care 

to patients regardless of their ability to pay. The enactment in the mid 1960s of Medicare 

and Medicaid enabled millions of people to have access to health care (Cross, 1992; 

Padgett & Brodsky, 1992; Sheehy, 1992). An equally important trend has been the 

declining number of family physicians and general practitioners as more and more 

physicians limit their practice to specialty areas (Grumbach, Keane & Bindman, 1993; 

Kelly, 1992). As a result more people are without a source of primary health care 

services. Emergency departments have become a prime source of health care for people in 

need of medical attention. 

Non-urgent Patients in the Emergency Department 

Emergency departments continue to provide entry into the health care system for 

millions of Americans. In addition to providing the critical crisis oriented treatment of life 

threatening illness or injury, emergency departments today are a source of primary care for 

many patients (Middleton & Whitney, 1993). According to the American Hospital 

Association (1995) emergency departments treated 106% more patients in 1990 than 

1980. A 1993 General Accounting Office (GAO) study reported that most of these visits 

(83%) were either non-urgent (43%) or urgent (40%) rather than emergent (17%). This 
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same study found that emergency departments in rural areas reported that more than half, 

and in one case 93%, of the visits were for non-urgent problems (GAO, 1993). 

The literature yields some insight into the expanding use of emergency 

departments for non-urgent problems. This evolution can be related to the lack of 

available primary health care services .(Baker, Stevens & Brook, 1994; Grumbach et al., 

1993; Hayward, Bernard, Freeman & Corey, 1991; Oilman, Block & Stratmann, 1975). 

“For the rural and urban poor lack of access to a family doctor ... means that care is often 

obtained in an emergency room” (Kelly, 1992, p. 125). 

In a study by Grumbach et al. (1993) nearly half (45%) of patients with non-urgent 

problems cited access barriers to primary care as their reason for using the emergency 

department. These barriers were placed into three categories. The first category 

consisted of people who lacked an accessible alternative to the emergency department. 

Included in this category were patients without a primary care provider or who did not 

have insurance to pay for medical care. The second category included people who 

identified the emergency department as the best place to receive care because of easy 

access. The third category was comprised of patients who had been instructed to go to 

the emergency department by their physician. 

Similar results were found in a study done by the General Accounting Office 

(GAO, 1993). This study revealed that of the non-urgent patients using the emergency 

department nationally, 43% had no primary care provider, 19% were referred to the 

emergency department by their provider, 18% were using the emergency department 
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because it was after hours or a weekend, and 18% were at the emergency department 

because it was a convenient place to receive care. 

Incentives for use of the Emergency Department 

The poor and uninsured commonly use the emergency department for non-urgent 

problems due to access barriers to primary care (Dowling & Dudley, 1995; Padgett & 

Brodsky, 1992). Insurance coverage alone does not guarantee appropriate use of the 

emergency department. Sheehy (1992) stated that many insurance plans favor paying for 

emergency department visits over visits to a physician’s office. This may act as an 

incentive for use of the emergency department. In addition, once insured people may 

make different choices about health care services as compared to when they were 

uninsured. This concept is known as moral hazard (Tinkler & Kovner, 1993) and may 

contribute to indiscriminate use of the emergency department. Baker et al. (1994) 

identified that having Medicare or private insurance increased the proportion of 

emergency department visits as compared with all physician visits by 52%. Though it is 

not known which portion of these visits were for non-urgent problems, the over-all 

increase contributes to the reliance on emergency departments for health care. 

Factors related to health care access also provide incentives for increased use of 

the emergency department. These circumstances include limited after hours and weekend 

care by primary providers, lack of primary providers who will accept Medicaid, and 

insufficient provision for unscheduled visits by primary providers (Rask, Williams, Parker 

& McNagny, 1994; Sheehy, 1992). Emergency departments also provide access to many 
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on site services such as laboratory, radiology, and respiratory care that are not as readily 

available at a physician’s office (Kellermen, 1994). 

The emergency department may be the source of non-urgent care for many people. 

Although multiple factors contribute to this trend, the literature cites access to primary 

care, lack of a primary health care provider, and inadequate health care insurance as 

common explanations for this tendency. In addition, Padgett and Brodsky (1992) suggest 

that non-urgent visits to the emergency department represent a behavioral endpoint that is 

based on the influence of social, cultural, and psychological factors. For a variety of 

reasons, numerous patients coming to the emergency department may not require 

emergency services, however all have health care needs that deserve to be met. 

Redirection of Non-Urgent Patients 

In an environment designed for treatment of life-threatening illness and injury the 

non-urgent patient has often been labeled as inappropriate (Bellavia & Brown, 1991; 

Crouch & Dale, 1994; Foroughi & Chadwick, 1989). However, Dr. Arthur Kellerman 

(1994) asked “Is it fair to label non-urgent visits to the ER [emergency department] 

inappropriate when many patients have no where else to go?” (p. 1953). Because 

non-urgent patients are considered inappropriate users and add to congestion in the 

emergency department, several strategies have been employed to deal with the burden of 

non-urgent visits to the emergency department. These include diversion of the non-urgent 

patient to a primary care clinic or to their primary care provider, refusal of care, and 
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reeducation of the public concerning appropriate use of the emergency department. These 

methods have met with limited success and are fraught with problems as discussed below. 

Diversion of patients or refusal of any type of care may present financial and legal 

risks to the institution due to federal legislation. First, in order for an institution to receive 

federal Medicare and Medicaid reimbursement, the Hill-Burton Act mandates that care 

cannot be refused to anyone. Second, the Consolidated Omnibus Reconciliation Act 

regulates that all patients who present to the emergency department be medically screened 

before being transferred or diverted elsewhere for care. The medical screening exam 

requires that the patient be examined by medical personnel and may consume resources 

similar to those which would be utilized providing care for the non-urgent patient. 

Furthermore, the identification of non-urgent patients for diversion to places outside the 

hospital may have legal implications. A study by Derlet and Nishio (1990), determined 

that it was possible to identify non-urgent patients who could safely be diverted or refused 

care. However, other studies found that a disturbing number of patients with serious 

conditions had been misclassified as non-urgent (Bimbaum, Gallagher, Utkewicz, Gennis 

& Carter, 1994; Gill, Reese & Diamond, 1996; Lowe, Bindman & Ulrich, 1994). 

Reeducation of the public concerning appropriate use of the emergency 

department must employ very liberal guidelines. Not only has reeducation met with 

limited success because of these broad guidelines (Crouch & Dale, 1994; 

Kellerman, 1994) but it also may create a negative image of the organization if interpreted 

by the public as discouraging their business. 
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Another issue in diverting non-urgent patients from the emergency department is 

that sending patients away decreases the institution’s revenue and market share. 

“Emergency physicians argue that non-urgent patients help keep the total costs for 

emergency services lower” (“Emergency Services,” 1996, p. 6). Though many patients 

with non-urgent problems are uninsured and do not contribute to the financial stability of 

the organization there is a significant portion who do have adequate health insurance 

(Baker et al., 1994; Covington, Erwin & Sellars, 1992; Dowling & Dudley, 1995). 

Traditionally, non-urgent patient volume has subsidized the infrequent critical care patient 

and assisted in generating income for the institution (Dowling & Dudley; “Reform May 

Not Drown Your ED,” 1994). Diversion of these paying customers away from the 

emergency department may cause an increase in overall emergency department costs and 

may ultimately result in a loss of revenue for the institution. 

Emergency Department Care of Non-urgent Patients 

For reasons previously discussed, use of the emergency department for non-urgent 

care is a trend that is expected to continue. As a result, many emergency departments are 

becoming overcrowded with non-urgent patients. This congestion may lead to a less than 

optimal experience for the non-urgent patient. Many non-urgent patients encounter 

considerable delays in assessment and treatment in the emergency department and have 

only their most pressing problems addressed by the medical staff (Buchanan & Powers, 

1996; Middleton & Whitney, 1993; Wilson, Farrell & Bove, 1994; Wright, Erwin, Blanton 
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& Covington, 1991). The consequences of these inconveniences as they apply to the 

patient and the institution are discussed below. 

The emergency department was designed to care for the critically ill and injured. 

As a result non-urgent patients are given low priority and face extended waiting periods 

while care is triaged toward the more critically ill. Waiting may occur at multiple points 

during an emergency department visit. Patients wait to be triaged for care, wait to see a 

physician, wait for results of diagnostic studies, and wait to be discharged (Thompson, 

Yamold, Adams & Spacone, 1996). For the non-urgent patient, delays may occur in any 

one or all of these areas causing an extended length of stay in the emergency department. 

As waiting time and length of stay increase some patients may become angry and 

belligerent towards staff (Kelly, 1994), some patients may leave the emergency 

department without receiving care (Baker et al., 1994;Grumbach et al., 1993;) increasing 

the potential of a worsening health condition, and some patients may become increasingly 

dissatisfied (Buchanan & Powers, 1996; Thompson et al.). Patient dissatisfaction results 

in increased litigation, reduced compliance with discharge instructions, and decreased 

clinical outcomes (Mundinger, 1994; Rosenzweig, 1993). In addition “waiting too long 

for service (whether real or perceived ) very often adversely affects a hospital’s 

reputation” (Simoneau & McCall, 1982, p. 37). 

Patients who are dissatisfied often convey their dissatisfaction to others in the 

community (Finkler & Kovner, 1993; John, 1992). This not only decreases the hospital’s 

public image but it may also decrease the market share of the institution. Finkler and 
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Kovner (1993) estimated that each dissatisfied patient may cost a hospital $400,000. As 

health care becomes more competitive and more closely scrutinized by the comsumer, 

emergency departments cannot afford dissatisfied patients and poor public relations. 

Patient satisfaction has become an important quality improvement issue. 

Satisfaction comes from meeting or exceeding patient expectations (Mowen, 

Licata & McPhail, 1993). In accordance with increasing consumer involvement in their 

health care many patients are expecting more than a brief episodic exam from their 

emergency department visits. Many patients also want preventative health care (Ventura, 

1996). Equally important, preventative measures in the emergency department become an 

issue when one considers that many uninsured patients have not received neither cancer 

screening nor other health care maintenance services and the emergency department may 

be their only contact with the health care system (Grumbach et al., 1993). In their 

position statement on measures to deal with emergency department overcrowding, the 

American College of Emergency Physicians (ACEP) recognizes that “often the most 

cost-effective approach to controlling serious illnesses and injuries is to prevent them from 

occurring in the first place” (ACEP, 1990, p. 144). Dr. Joycelyn Elders, former surgeon 

general of the United States, (1994) encourages emergency medicine to take a more 

organized approach to the detection of, brief intervention for, and referral of preventable 

conditions. 

“Emergency medicine practitioners [should] provide preventative services such as 
immunizations, treatment of sexually transmitted diseases, mammography, and Pap 
smears. Such primary care/prevention interventions have become prudent because 
emergency departments may be the only sites where some people, especially the 
most disenfranchised, seek medical care” (p. 203). 
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However, in a busy emergency department with resources directed towards the more 

critically ill, the exam for a non-urgent patient is often brief and limited to the chief 

complaint (Middleton & Whitney 1993). Due to time constraints the issues of disease 

prevention and health promotion are not addressed. This may contribute to patient 

dissatisfaction by having unmet health care needs. 

In order to decrease the overcrowding caused by the influx of non-urgent patients 

and to increase their satisfaction, emergency departments will be forced to find a way to 

provide efficient, quality, comprehensive care for the non-urgent patient. The 

establishment of MEAs and the use of nurse practitioners are two approaches used 

nationally to address this challenge (Brebner, Ruddick-Bracken, Norman & Page, 1995; 

Buchanan & Powers, 1996; “Emergency Services,” 1996; Wilson et al.,1994). 

The Effects of Health Care Reform on the Emergency Department 

There is much debate in the literature concerning the effects of health care reform 

on the emergency department. Some suggest that once primary care is available and 

universal health insurance becomes a reality non-urgent visits to the emergency 

department will decrease (Elders, 1996; Weil, 1992). However, Kellerman (1994) 

suggests that it will not be easy, as universal health insurance does nothing to decrease the 

social access barriers to health care that exist for many people. Kellerman (1994) also 

states that “current systems which provide ready access to outpatient care rely on EDs 

[emergency departments] to meet their patients needs” (p. 1954). Likewise, Weil (1993) 

predicts a potential increase in emergency department use. His rationale is based on the 
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Canadian system. Canadians presently have a higher level of primary care physicians and 

government funded health insurance similar to that proposed by health care reform 

legislation. However, Canadians have almost twice the number of emergency department 

visits per capita per annum as persons living in the United States. “A plausible explanation 

for these differences is that the Canadians view their EDs [emergency departments] as 

their entry point to seek relatively prompt care at the patient’s convenience and at no out- 

of-pocket expense” (Weil, 1993, p. 118). Hence, there are indications that the emergency 

department may not be as affected by health care reform as originally perceived. 

In the transition period to health care reform, managed care and capitation are 

becoming the norm (Dunham-Taylor, Marquette & Pinczuk, 1996). In this environment, 

emergency departments need to position themselves to keep their patients satisfied and 

control a full spectrum of services. Many emergency departments have opened minor 

emergency areas which offer efficient quality care along with primary prevention programs 

to keep their hold on the market share and decrease overall cost (“Boost Staff 

Performance with Criteria for Quality,” 1994; Elders, 1994; “Reform May Not Drown 

your ED,” 1994). 

Nurse Practitioners 

Nurse practitioners (NPs) were introduced into the health care system over 30 

years ago to provide increased accessibility to health care due to a shortage of trained 

primary health care physicians (Koch, Pazaki & Campbell, 1992; Sellards & Mills, 1995). 
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In today’s environment of health care reform with emphasis on health maintenance and 

primary prevention utilization of NPs may be a method of increasing access to a broader 

scope of primary health care. 

Scope of Practice 

The focus of primary health care is on managing current health problems, 

preventing future problems, and the referral of complex cases to other providers or 

specialists as appropriate. The scope of practice for nurse practitioners emphasizes their 

primary health care role. The scope of practice established by the American Academy of 

Nurse Practitioners (AANP) formally defines the professional role as follows. 

“Nurse practitioners are primary health care providers. As advanced practice 
nurses they provide nursing and medical service to individuals, families and groups, 
emphasizing health promotion and disease prevention, as well as the diagnosis and 
management of acute and chronic diseases. Services include but are not limited to 
ordering, conducting and interpreting appropriate diagnostic and laboratory tests, 
prescription of pharmacologic agents and treatments and non-pharmacologic 
therapies. Teaching and counseling individuals, families and groups are a major 
part of nurse practitioners’ activities” (AANP, 1993). 

NTs are granted a license to practice by the state. However, whether NPs may 

practice independently or in collaboration with a physician is regulated by state legislation. 

Currently in Montana, the Board of Nursing has sole authority in scope of practice and 

there are no requirements for physician collaboration or supervision (Pearson, 1997). 

Montana NPs can prescribe medications, including controlled substances, independent of 

any physician involvement. In order to obtain this prescriptive authority, NPs must have a 

quality assurance program in place with a defined process of referral. A certain 
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percentage of NP charts must also be reviewed by a physician. New NP applicants must 

have 15 hours of pharmacy continuing education credits in addition to their degree 

program before application. Continuing education credits are also required for renewal of 

prescriptive authority every two years (Pearson). 

Quality of Care Provided bv a NP 

The quality of health care services provided by NPs as well as the accessibility and 

cost effectiveness of those services has been studied extensively. A review of the findings 

from notable studies follows. 

In a review of 26 studies comparing patient perception ofNP and physician 

performance Prescott and Driscoll (1980) reported that NPs received higher evaluation 

than physicians in several areas. These areas include the amount and depth of discussion 

regarding health care, preventative health and wellness issues, amount of advice given to 

patients, therapeutic listening and support offered to patients, completeness of history and 

follow-up on history findings, completeness of physical examination and interviewing 

skills, and patient knowledge about the proposed management plan. 

In a review of 15 studies Record and Schweitzer (1981) determined that between 

75% and 80% of adult primary care services and up to 90% of pediatric primary care 

services could be performed by NPs. Through this review, they concluded that many 

patients could be cared for by a NP without the need for physician consultation or referral. 

The US Congressional Office of Technology Assessment (USOTA, 1986) reported 

that the quality of care provided by NPs was comparable to that of physicians in both 
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resolving patient’s problems and prescribing practices. In addition the USOTA study also 

found that patients were more satisfied with NPs because of the comprehensive nature of 

their exams. The USOTA study concluded that NPs are more adept than physicians at 

providing services that depend on patient communication and “within their areas of 

competence, .NPs provide care whose quality is equivalent to that of care provided by 

physicians” (p. 5). 

Similarly, Brown and Grimes (1995) conducted a meta analysis of 50 studies for 

the American Nurses Association and found that NPs provided a quality of care equal to 

that of physicians. In addition, because NPs spend more time with their patients, patients 

treated by NPs also reported higher levels of satisfaction and had better compliance with 

the treatment plan. This concept can be demonstrated locally by a survey of patient 

satisfaction with NP care. This survey of care provided by D. Stimac, MSN, RNCS, FNP 

revealed that 98% of her patients rated time spent with them as good to excellent. In 

addition, 98% of her patients had an overall feeling of confidence in her care and felt that 

instructions were adequately explained (Great Falls Clinic, LLP, 1996). 

The preceding studies, with the exception of the study done by the Great Falls 

Clinic, LLP, have come under scrutiny by the American College of Physicians (ACEP). 

ACEP criticizes the methodology of these studies citing, among others, lack of 

generalizability and non-randomized study design (Sox, Ginsburg & Scott, 1994). 

However there are several studies, conducted by independent researchers, which 
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withstand this criticism concerning study design. These studies also address the quality of 

care and patient satisfaction provided by NPs. These studies are discussed below. 

The Burlington randomized trial on health outcomes of patients (Spitzer et al., 

1974) was one of the earliest studies conducted to address the issues of the effectiveness 

and appropriateness of NP care. According to DeAngelis (1994) this study remains one of 

the best designed and recorded studies of its kind. The study involved 1598 families each 

randomly assigned to a NP group or a physician group. The quality of care provided was 

quantitatively assessed. Results of the study showed that NPs were able to safely and 

effectively manage 67% of their patient visits without physician consultation. The 

remaining 33% of the patients were appropriately referred to physicians. 

Recent studies also compare NP and physician practice. A study by Hall (1990) 

indicated that NP’s performance was comparable or superior to that of a physician. In 

addition, NPs were more cost effective in their care and were more likely to consider 

psychosocial aspects of the patient’s lifestyle in their treatment regimes (Avron, 1991; 

Salkever, 1992). 

Since the inception of NP practice much research has been done nationally 

concerning the quality and effectiveness of their care along with the level of patient 

satisfaction. Research continues to show that NPs provide quality cost effective care, 

have a high level of patient satisfaction, and are able to recognize and appropriately refer 

complex conditions to a physician ( Fitzgerald, Jones, Lazar, McHugh & Wang, 1995; 
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Mundinger, 1994). Nurse practitioners continue to increase access to primary care 

wherever they are utilized (Fitzgerald, et al.). 

Education 

Physician assistants (PAs) and NPs are utilized in emergency departments across 

the country as a cost effective strategy for improved emergency services (Hooker & 

McCaig, 1996). It is appropriate here to promote an understanding of the differences 

between NPs and PAs. 

According to Osterweis and Garfmkle (1993) the tasks described and roles 

performed by PAs and NPs are more similar than different in many ambulatory practice 

settings. However, the NP approach to patient care differs fundamentally from that of a 

PA. Physician assistants are educated under the medical model, a practice focused on 

disease. As such their focus is in pathophysiology and acute care medicine (USOTA, 

1986). Physician assistants come from a variety of backgrounds before entering the PA 

program. Most PA programs offer a bachelor’s degree upon completion, although some 

offer a certificate of completion, associate degree, or a master’s degree. Physician 

assistants in Montana must be certified by the National Commission of Certification of 

Physician Assistants and be registered with the state for malpractice purposes (American 

Academy of Physician Assistants, as cited by Curry, 1994). 

Nurse practitioners are educated under a holistic nursing model which incorporates 

the patient’s psychological, social, spiritual, as well as medical needs into the plan of care. 

Nurse practitioner programs are based on health promotion models and include patient 
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assessment, diagnosis and intervention as well as health education and promotion: “NPs 

evaluate the illness differently, placing an emphasis on why a patient is at a specific risk 

[for the disease]” (Mudinger, 1994, p. 213). All NPs must have a nursing background. In 

order to practice in Montana NPs must successfully complete a national certifying exam 

and, as of 1995, must be prepared at the master’s level in their specialty (Pearson, 1997). 

Currently there is not a national certification exam for emergency nurse 

practitioners (ENPs). Nurse practitioners who work in emergency departments are 

certified as adult, family or pediatric nurse practitioners. Family nurse practitioner 

programs educate nurses to care for 80% to 90% of typical emergency department cases. 

The other 10% to 20% can be included in courses on emergency department skills which 

may be conducted after hire (Pustejovsky, 1996). 

Nurse Practitioners in the Emergency Department 

The provision of care to non-urgent patients is well within the scope of practice for 

the NP. In a national study of 90 million emergency department visits. Hooker and 
v 

McCaig (1996) found that “NP emergency department visits were similar to total ED 

visits with respect to age,.gender, reason for visit and medication prescribed” (p. 247). 

Otitis media was the most common diagnosis treated followed by treatment of wounds, 

sprains, and strains. Similar results were found at the emergency department at the 

University of Virginia Health Sciences Center in Charlottesville where a NP has provided 

high quality care for their adult non-urgent emergency department population for 18 years. 

Approximately 21% of the adult visits in 1994 were seen by the NP. The most common 
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diagnostic categories were contusions, sprains, and fractures, followed by eye problems, 

ear problems, dental problems, throat problems, and lacerations (Buchanan & Powers, 

1996). 

Incentives for use of NPs in the Emergency Department 

The role of the NP in the emergency department evolved because of a growing 

number of non-urgent patients and an increasing consumer demand for efficient quality 

care in the emergency department (Hayden, Davis & Gore, 1982). These same incentives 

hold true today and with the addition of health care reform issues, the cost effectiveness of 

care also becomes important (Hooker & McCaig, 1996). 

“Staffing fast tracks or minor emergency areas in the ED with nurse practitioners 
can reduce waiting times, save the department money, and ensure more 
comprehensive care to patients seen by NPs. Not only are NPs clinically qualified 
to assess and care for patients who are not suffering from emergent conditions, 
they have the benefit of a nursing background” (“Nurse Practitioners: Save Time 
and Money,” 1994, p. 157). 

NPs can offer efficient, quality, cost effective care as well as provide disease prevention, 

health promotion, patient education, and follow-up to the non-urgent patient. These 

issues are discussed below. 

Satisfaction Non-urgent patients constitute a growing number of emergency 

department visits, however non-urgent care is not often comprehensive and waiting 

periods may be extensive. Because of this many non-urgent patients are dissatisfied with 

their emergency department visit. One way to improve services to patients in the 

emergency department is to use nurse practitioners to care for the non-urgent patient 



29 

(Powers, Jalowiec & Reichelt, 1984). Because the NP’s primary responsibility is to the 

non-urgent patient, a comprehensive exam including issues of health promotion and 

disease prevention can be provided. The NP also has the expertise to thoroughly explain 

discharge instructions to patients. This may increase their compliance and decrease the 

chance that they will return with additional questions (Cardello, 1992; “Nurse 

Practitioners: Save Time and Money,” 1994). These measures of efficient quality 

comprehensive care may increase patient satisfaction. 

Powers, Jalowiec, and Reichelt (1984) conducted a study of 62 non-urgent 

emergency department patients to compare satisfaction and compliance between those 

patients cared for by an NP and those cared for by a physician. The results of this study 

showed no significant difference in satisfaction between patients cared for by the NP and 

those cared for by the physician. However, a greater number of patients cared for by the 

NP rated their care as completely satisfactory. Both groups had a high rate of compliance 

but the NP’s patients felt that procedures and instructions were more thoroughly 

explained. Rhee and Dermyer (1995) conducted a similar study and found that “ED 

patients are as satisfied with the care provided by a NP as with that provided by a 

physician” (p. 131). 

Three studies of emergency departments that employ NPs were reviewed in the 

literature. Each study indicated overwhelming satisfaction with the NP as follows. 

Wilson et al. (1994) of the AllantiCare Medical Center, Lynn, MA, report that flow of the 

non-urgent patients through the department had improved, fewer patients were leaving 
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without being seen, and non-urgent patients received better care sooner because of the 

NP. Wright et al. (1992), of the emergency department at Vanderbuilt University Medical 

Center, Nashville, TN, discovered that of 117 patients polled at discharge 96.6% felt that 

the service provided by the NP was either good or excellent. In addition, 93.9% felt that 

the discharge instructions given by the NP were excellent or very good. Buchanan and 

Powers (1996) of the emergency department at University of Virginia Health Sciences 

Center, Charlottesville, VA, indicated that patients were satisfied with NP care and that 

overall patient complaints were very rare for patients seen by the NP. 

Cost effectiveness The cost effectiveness of NPs may be applied to three areas. 

First, many non-urgent patients are uninsured or underinsured and have limited access to 

health care services. Often they seek health care services in the emergency department for 

acute and episodic illness (Baker et al. 1994). ANP can offer a comprehensive exam as 

well as primary prevention services and health promotion education to the non-urgent 

patient. In addition, patients seen by a NP tend to be more compliant in following 

discharge instructions (Wilson et al. 1994). These measures may promote health and 

prevent the occurrence of serious illness and hospitalization in the future. 

Second, non-urgent patients often face extended waiting periods while care is 

triaged toward the more seriously ill (Baker et al. 1994). Some patients may chose to go 

elsewhere for non-urgent care because of dissatisfaction with extended waiting periods. 

These patients have the option of choosing another source of care because most are 

insured or have adequate financial resources. Use of a NP for non-urgent patients may 
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improve patient flow and decrease waiting times (Wilson et al.1994). With shorter 
r 

waiting times fewer people may choose to go elsewhere for care. Utilization of a NP for 

care of non-urgent patients in the emergency department may therefore contribute to an 

increased market share and stable increase in revenue for the hospital. 

Third, NPs can deliver quality care and are more economical to employ (Safriet, 

1992). The rising numbers of non-urgent patients in the emergency department do not 

need the advanced life saving skills of a physician (Powers, as cited by ED Management. 

1994). “The physician will always be the primary professional providing diagnosis and 

treatment in complex cases and managing critical and unstable medical conditions” 

(Mundinger, 1994, p. 213). However in the areas of equal competence, such as the non¬ 

urgent patient, the nurse practitioner is the more cost effective provider (Mundinger). 

When the patient population does not support a second physician, a NP may be a cost 

effective option. “EDs [emergency departments] have substantial fixed costs that may be 

difficult to reduce without a change in staffing mix” (Hooker & McCaig, 1996 p. 248). 

Follow-up It has been demonstrated that patients forget almost half of the 

instructions given to them, therefore health care providers may also wish to provide 

reinforcement both verbally and in writing (Powers et al., 1984). The utilization of a NP 

would provide a method of consistent follow-up. The NP can place follow-up phone calls 

to non-urgent patients to check on their condition, review instructions, and clarify any 

questions. In one emergency department a NP sends out a letter to every child who has 

required sutures. The letter designed for children contains a review of discharge 
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instructions and a “stay well” wish with stickers and a picture puzzle included (Cardello, 

1992). The NP is also able to follow-up on positive culture results to insure adequate 

treatment was received. In addition, the NP may be able to facilitate referral to other 

providers when necessary for the non-urgent patient (Cardello; Rakowski, Groskopf & 

Walsh, 1994). 

Potential Barriers to Nurse Practitioners in the Emergency Department 

Patient acceptance of the NP role A conceivable barrier to NP practice in the 

emergency department is acceptance of the NP role by the patient population. Widhalm 

and Anderson (1982) conducted a study to determine NP acceptance by emergency 

department patients. Results of this study showed acceptance of the NP role by 89.4% of 

the patients. Similarly a study by Rhee and Dermyer (1995) showed that NPs “will be well 

accepted by patients in the ED settings today” (p. 132). Andrechak (1996) conducted a 

study of 100 emergency department patients in Great Falls, MT to determine their 

acceptance of the NP role. This study revealed that 91% of the patients would be 

interested in being treated by a NP in the emergency department. One respondent 

commented “I am completely at ease with the skills of the NP,.. .it would decrease time 

spent in the ER, and the patient would go away feeling informed and helped, not just 

another dollar in the doctor’s pocket; NPs talk to you” (p. 44). These results indicate that 

the NP role may be accepted by patients in the emergency department. 
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Physician acceptance of the NP role Acceptance of the NP by the emergency 

department physician may also be a barrier to practice. Many physicians see NPs as 

invading their “turf’ (Fitzgerald et al., 1995). Cairo (1996) commented on this issue 

saying that “nowhere is this more apparent than in the emergency department where 

physicians have always had the responsibility and authority to control all aspects of patient 

care” (p. 412). Cairo’s study concerned the attitudes of emergency physicians toward 

practice with a NP. This study revealed that a limited knowledge of the NP role by the 

physician contributed significantly to lack of acceptance of the NP role. Fitzgerald et al. 

suggest that a preceptorship may be a good way to establish a relationship with a NP. The 

increased contact between a NP and physician during the preceptorship could potentially 

foster a better understanding of the role. Such efforts may enable the NP and physician to / 

work together as a collaborative team that focuses not on their differences, but on 

“promotion of positive patient outcomes and improved health care for all consumers” 

(Cairo, 1996, p. 416). 

Reimbursement Reimbursement issues can also be possible barriers to NP 

practice in the emergency department. Some third parties pay the same amount for NP 

services as for a physician, others reimburse at a lower rate but most pay 80% of the 

amount paid to the physician (Fitzgerald et ah, 1995). State and federal standards for 

reimbursement of NP services are inconsistent and fragmented (Buchanan & Powers 

1996). 
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In Montana NPs have third party reimbursement for all areas and services for 

which a policy would reimburse a physician. Blue Cross/Blue Shield reimburses the NP 

80% of the physician payment. Medicaid reimbursement at 80% of the physician payment 

has been available since 1986. Medicare reimbursement consistent with the federal 

guidelines is currently in effect (Pearson, 1997). Services provided by NPs are paid for 

under a provision in Medicare that covers services that are furnished incident to those of a 

physician and billed by the physician. “Incident to” payment is widely utilized to cover 

services furnished by non-physician providers in outpatient settings and physicians’ offices. 

However, Medicare will not cover or pay seperately for “incident to” services that are 

furnished in a hospital setting, whether they are furnished on an inpatient or outpatient 

basis (American Nurses Association, 1997). 

While “incident to” payment for NP services is not currently available in the 

emergency department, it is inaccurate to say that these services are not covered under 

Medicare. Medicare does not pay for NP services on a fee-for-service basis, but covers 

the cost of providing those services as part of the Medicare payment to the facility. Even 

though NP services do not generate a separate bill, hospitals are being paid for providing 

the service (American Nurses Association, 1997). 

Hopefully, collaboration with emergency department physicians and hospital 

administrators regarding reimbursement issues will facilitate NP practice in the emergency 

department. Telephone follow-up, reassurance, family counseling, and referral are all part 

of the NP role but are hard to capture for reimbursement (El-Sherif, 1995). The cost 
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effectiveness of NPs should be emphasized, as well as the indirect savings that NPs 

provide through patient education and promotion of healthy life styles. 

Minor Emergency Areas 

As previously defined, minor emergency areas (MEAs) are places specifically 

designed for the care of non-urgent patients. With the influx of non-urgent patients many 

emergency departments are opening MEAs to provide accessible efficient quality care to 

the non-urgent patient (Buchanan & Powers, 1996; Cardello, 1992; Dowling & Dudley, 

1995; Nollman & Colbert, 1994). Reducing length of stay, improving patient satisfaction, 

decreasing patient walk-outs, and maintaining market share are goals for opening a MEA 

(Nollman & Colbert). A discussion of how MEAs attain these goals is outlined below. 

An examination of three MEAs within Montana is also included. 

Location 

MEAs can be located either in an area adjacent to an established emergency 

department or within the emergency department itself. There are advantages and 

disadvantages to either design. 

One advantage to a MEA located adjacent to the emergency department is that 

congestion is decreased because non-urgent patients are removed from the main 

emergency department. In addition, non-urgent clients may feel uncomfortable being 

within sight and sound of patients undergoing emergency care. An MEA located adjacent 

to the emergency department may alleviate these client concerns by segregating client 
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populations (Nollman & Colbert, 1994). A disadvantage to the ME A located adjacent to 

the emergency department is that this can be a high cost undertaking as facilities and staff 

are somewhat duplicated (Nollman & Colbert). 

Alternately, MEAs can be located within the emergency department. An 

advantage to the MEA located within the emergency department is the ability to share 

staff and facilities making this a more cost effective option. Another advantage to this 

arrangement is that if a patient’s condition worsens while in the MEA transfer to the main 

emergency department is easily facilitated (Covington et al.,1992). A disadvantage to this 

arrangement is that it does nothing to decrease congestion in the emergency department. 

Furthermore, unless the MEA is assigned specific rooms, it may be forced to close if the 

main emergency department becomes busy (Cardello, 1992). 

Staffing 

Many MEAs are staffed with PAs or NPs as reimbursement from the patient 

population usually will not support a second physician per shift (Wilson et al., 1994). 

Also, PAs and NPs are more cost effective in this area as the population of clients in an 

MEA does not require a provider trained in advanced life support and emergency 

resuscitation techniques to care for their needs (“Nurse Practitioners: Save Time and 

Money,” 1994). Minor emergency areas may or may not be staffed with technicians to 

assist the provider. In those MEAs that do not provide extra staff the provider may need 

to perform not only the examination but also any patient treatment required. This may 
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cause some delay moving from one patient to the next and indirectly impact patient length 

of stay (Cardello, 1992). 

Triage of Patients to MEAs 

The key to decreasing length of stay and waiting times is triage of appropriate 

patients to the MEA. Patients with problems requiring extensive diagnostic testing or a 

long observation period are not appropriate for MEA care (Buchanan & Powers, 1996; 

Covington et al., 1992). Ideal patients for the MEA have injuries or illnesses which can be 

easily assessed and treated. Appropriate patients include those with contusions, sprains, 

simple fractures, simple lacerations, rashes, urinary track infections, soft tissue infections, 

or follow-up visits. Patients with headaches or abdominal pain are examples of patients 

who are not appropriate for a MEA because they may require a more extensive work-up. 

Many MEAs have developed triage protocols for use in determining those patients who 

can be cared for in a MEA (Buchanan & Powers; Cardello, 1992; Wright et al., 1992). By 

application of triage criteria the MEAs reviewed in the literature decreased waiting times 

by 20%-50%, had an average length of stay ranging from 60-90 minutes, decreased 

patient walkouts, and saw an average of 30% of their emergency department’s patient 

volume (Buchanan & Powers; Cardello; Wright et al; Purnell, 1995). 

Benefits of an MEA 

With the more serious and emergent patients triaged to the main emergency 

department, attention can be focused on the non-urgent patient in the MEA. A more 
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comprehensive exam which not only addresses the presenting problem but also includes 

health education, disease prevention, and an in-depth explanation of discharge instructions 

can be offered. MEAs can offer better follow-up care to patients as more time is allowed 

to facilitate referral to primary providers or other health care resources. Rechecks can be 

triaged back to the MEA for care (Cardello, 1992; Covington et al.,1992). 

Efficient MEAs can provide quality service, decrease length of stay and increase 

patient satisfaction (Cardello, 1992; Covington et al., 1992). This increase in satisfaction 

can have a positive impact on the hospital’s reputation and may increase market share. 

“Satisfied clients may become repeat clients and effective hospital marketing agents” 

(Nollman & Colbert, 1994, p. 486). Patient satisfaction may be a vital economic concern 

for hospitals as patients are assuming increasingly active roles in their health care. The 

availability of a MEA may not only protect existing market share but also may provide 

leverage to attract new clients in competitive markets (Nollman & Colbert). Indeed, one 

MEA was opened because the hospital was experiencing a decline in emergency 

department volume. Investigation determined the cause of the decrease in census to be 

patient dissatisfaction with waiting times. Since the inception of the MEA this emergency 

department has experienced a 7% increase in census. The increase is attributed to the 

MEA (Cardello, 1992). 

MEAs in Montana 

Three institutions, all similar in size to the merged hospital in Great Falls, have 

developed MEAs with in the last two years (S. Dieziger RN, personal communication, 
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August 7, 1996). MEAs have been implemented at Kalispell Regional Medical Center, 

Missoula Community Hospital, and Deaconess-Billings Clinic Health System. Through 

personal communication with each respective department manager it was discovered that 

these MEAs were all established because of patient dissatisfaction with long waits and 

increased length of stay for the non-urgent patient. 

According to M. Boehm, emergency department manager, Kalispell Regional 

Medical Center the MEA was opened for a trial period during their busiest time of the 

year. It was thought that this would decrease the burden on the emergency department 

and decrease the “turn around time for non-urgent patients”. The MEA in Kalispell was 

open, staffed by a NP, June through September, 1996 on Friday, Saturday, and Sunday 

from 5:00-9:00 p.m. Patients were triaged to the MEA by a RN using established 

guidelines. There was no difference in cost between the main emergency department and 

the MEA. The MEA, though open only three months, was a huge success according to 

M. Boehm. “Patients were very satisfied with their care and length of stay”. Because the 

trial period was so successful, the emergency department is attempting to find a way to 

implement the MEA year round (M. Boehm, personal communication, January 16, 1997). 

According to K. Powell, emergency department manager, Missoula Community 

Hospital, the MEA was opened one year ago to decrease the length of stay and emergency 

department cost for those patients presenting with minor illnesses or injury. Originally 

staffed with an MD, the MEA is now staffed with a PA and a NP who alternate shifts. 

Hours of operation were 3:00-11:00 p.m. on weekdays and 11:00 a.m.-l 1:00 p.m. on 
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weekends. However, due to increasing patient volume the hours of operation will soon be 

changing to 8:00 a.m.-12:00 a.m. seven days a week. Patients are triaged to the MEA by 

n RN using an established protocol. At Missoula Community Hospital the cost for a visit 

in the MEA is less than that for the main emergency department. Approximately 26% of 

the total patient volume is triaged to the MEA. A recent satisfaction survey revealed very 

high satisfaction ratings from patients seen in the MEA. Accordingly, Missoula 

Community Hospital emergency department has experienced a 32% increase in patient 

census since opening the MEA. This increased census is attributable to the MEA 

(K. Powell, personal communication, January 24, 1997). 

According to C. Christiansen, acting emergency department manager at 

Deaconess-Billings Clinic Health System, the emergency department was receiving an 

increasing amount of complaints from dissatisfied customers because of long waiting 

periods and extended length of stay. Because of these complaints a MEA was opened two 

years ago. The MEA at Deaconess-Billings Clinic Health System is open from 1:00-l 1:00 

p.m. seven days a week and is staffed with PAs. Roughly 20% of the emergency 

department volume is seen in the MEA with triage done by RNs using established 

protocols. There is no cost savings to the patient when they are seen in the MEA. 

Average length of stay is 60 minutes. Since opening the MEA fewer complaints have been 

received. “The patients like the fact that they are in and out quickly”. (C. Christiansen, 

personal communication, January 31, 1997). 
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MEAs in Montana have opened for the same reasons as cited in the literature. All 

were successful in meeting patients needs and increasing their satisfaction. Each MEA is 

staffed with a PA or NP and has become a positive marketing tool for it’s respective 

institution. MEAs do indeed fill a health care need in Montana. 

Summary 

Emergency departments provide a vital link to primary health care in today’s health 

care system. For a variety of reasons an increasing number of patients are using the 

emergency department for their primary health care needs. These patients often have 

problems that are triaged as non-urgent upon arrival in a busy emergency department. As 

a result they often face extended waiting periods and are provided with an exam which 

addresses only the chief complaint. Many non-urgent patients are dissatisfied with their 

emergency department visit due to extended waiting periods and lack of a comprehensive 

focus. In order to increase patient satisfaction and decrease length of stay many 

emergency departments are utilizing a NP in a MEA to care for the non-urgent patient. 

Care of the non-urgent patient is well within the scope of practice for a NP. In a 

MEA designed exclusively for serving the health care needs of non-urgent patients the NP 

is able to provide a comprehensive visit and offer disease prevention and health promotion 

services. Utilization of a NP staffed MEA may provide efficient, quality, comprehensive, 

cost effective care to the non-urgent patient. Methodology utilized to determine whether 

a NP staffed MEA would be feasible at Benefis Healthcare emergency department is 

described in chapter three. 
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CHAPTERS 

METHODOLOGY 

An overview of project design and data collection procedures for the study is 

outlined below. Formulation of the triage tool utilized for this project is described. The 

chapter closes with a discussion of data analysis techniques. 

Project Design 

The study was a retrospective descriptive survey of emergency department visits to 

determine the proportion that could be classified as non-urgent. These visits occurred 

between April 1, 1996 and September 30, 1996 at Columbus Hospital and Montana 

Deaconess Medical Center in Great Falls, MT. The International Classification of 

Diseases, 9th Revision, Clinical Modification (ICD-9-CM, 1996) codes for each patient 

visit, based on physician diagnosis, were used to identify those patients who could be 

treated by a NP in a MEA. Anonymity and confidentiality of individual patients were not 

considered issues as names were not associated with the data obtained. Human Subjects 

Review Committee was not contacted as there was no method of tracing the data back to 

the individual patient. 
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Data Collection 

Permission for data collection and utilization was obtained from Mary Jo 

Mattocks, RN, PhD Vice President of Acute Care Services at Benefis Healthcare 

(Appendix B). Data for this study was based on the physician’s diagnosis of the patient’s 

condition. A diagnosis was placed on the patient’s emergency department chart by the 

attending physician. This chart was then sent to medical records where the physician’s 

diagnosis was classified by medical records personnel according to the ICD-9-CM (1996) 

code. This classification resulted in an ICD-9-CM code for the patient’s condition which 

correlated with the physician’s diagnosis. These ICD-9-CM codes were then entered into 

the hospital’s computer data base. The respective medical record department managers at 

Benefis Healthcare East Campus and West Campus used the Report Writer program for 

the hospital’s Meditech computer system to generate the data used for this project. ICD- 

9-CM codes for each patient visit between April 1 and September 30, 1996 were retrieved 

from both hospital campuses. The corresponding age category, day of the week, and 

month of the year were also retrieved with each ICD-9-CM code. The time of day the 

visit occurred was not available using this computer program. The data were then 

combined to represent that from a merged emergency department. 

Development of the Triage Tool 

Triage criteria identify parameters for the triage nurse to use in making decisions 

for assigning patients to the MEA. Triage criteria have been developed into triage tools 
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and are utilized in MEAs nationwide. Triage is based on the presenting complaint not on 

the ICD-9-CM code. Presenting complaint data were not amenable for use in this project, 

therefore, two triage tools currently used in MEAs were reviewed and adaptated for use 

with ICD-9-CM codes in this project. 

The triage tool currently in use at Vanderbuilt University Medical Center 

Emergency Department was reviewed (Appendix A). It was determined that this triage 

tool was too subjective for adequate use with ICD-9-CM codes. For example from an 

ICD-9-CM code of 382.9 otitis media, it is difficult to determine whether there was any 

associated dizziness or vertigo. Similarly from an ICD-9-CM code of 525.9 dental 

disorder, it is difficult to determine whether a fever was present. A triage tool with 

broader categories was needed. 

The triage tool currently in use by the Emergency Medical Services at University 

of Virginia Health Sciences Center was examined. This triage tool presented 25 very 

broad categories (Appendix A). Most of the categories used in this triage tool adapted for 

use with ICD-9-CM codes. Some categories did not provide enough guidelines to use 

with ICD-9-CM codes. For example category #5 - lacerations is very broad and does not 

provide enough limitations on wound location and size to warrant appropriate use with 

ICD-9-CM codes. It would be inappropriate in an MEA designed to keep length of stay 

to a minimum for a NP to suture an extensive laceration such as ICD-9-CM code 881.10 

open wound of forearm complicated, or ICD-9-CM 881.22 open wound of wrist with 

tendon. Use of the University of Virginia Health Sciences Center Emergency Services’ 
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triage tool without guidelines would place both above ICD-9-CM codes into the MEA. 

Therefore, it was decided to develop a triage tool for use with this project which was a 

combination of both the above tools. The broad categories of the University of Virginia 

tool were used with limitations, as appropriate, from the Vanderbuilt University tool. 

Permission to adapt the tool utilized at the Vanderbuilt University Medical Center 

Emergency Department, was obtained from Dr. Seth Wright (Appendix B). Permission to 

adapt the triage tool utilized by the Emergency Services at University of Virginia Health 

Sciences Center was obtained from Leslie Buchanan, MSN, ENP (Appendix B). The 

resulting Jackson Triage Tool® developed by L. Jackson and utilized for this project is 

outlined in Appendix A. The reliability and validity of the developed triage tool has not 

been established. However, daily use of both original tools in successful ME As currently 

in operation does reflect content validity. 

Data Analysis 

Data generated by the medical records computer system consisted of ICD-9-CM 

codes with each visit for that code recorded by date of the visit and age group of the 

patient. The data were analyzed in two steps. First the ICD-9-CM codes were correlated 

to the triage categories in the triage tool. The patient visits for ICD-9-CM codes which fit 

the categories in the triage tool were then counted as non-urgent visits. The age category, 

day of the week, and month of the year were then recorded for each non-urgent visit. All 
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ICD-9-CM codes which did not fit into a triage category were classified as 

emergent/urgent and not included in the study. 

A conservative approach to assignment of ICD-9-CM codes to triage categories 

was used. The ICD-9-CM code of fever was felt to be too vague to assign to a triage 

category so was included in the emergent/urgent classification. Migraine headaches and 

headaches were also included in the emergent/urgent classification as it was difficult to 

determine the severity of the initial symptoms from ICD-9-CM codes. Similarly all 

fractures were included in the emergent/urgent classification as it was difficult to 

determine if vascular compromise or excessive deformity was present. It is expected that 

some patients from each of these ICD-9-CM classifications could have been triaged as 

non-urgent. 

Second, after categorization utilizing the triage tool all non-urgent visits were 

further analyzed. The most common overall triage category was determined as well as the 

most common triage category for each age group of pediatric, adolescent, adult, and 

geriatric. The percentage of non-urgent visits which occurred by day of week and month 

of year was determined. This information may be helpful in determining scheduling and 

staffing requirements for NPs. 

In addition, a time study done previously at each emergency department by 

Hickethier (1996) was examined to determine the busiest time of the day. This study was 

helpful because it provided additional information regarding emergency department visits 

for April, May, and June 1996, three of the six months examined by this project. Though 
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the time study did not differentiate between emergent, urgent, and non-urgent visits, it 

examined overall patient numbers per hour of the day in the emergency department. This 

information also may be helpful in determining scheduling needs of the NP. It is during 

the busiest times that a NP could be utilized to relieve congestion in the emergency 

department by caring for the non-urgent patient. 
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CHAPTER 4 

PROJECT OUTCOME 

The purpose of this project was to explore the plausibility of a NP staffed ME A 

within the consolidated emergency department at Benefis Healthcare. Data were collected 

over a six month period and examined to determine the number and characteristics of non¬ 

urgent patient visits to Benefis Healthcare emergency department who could potentially be 

triaged for care to a NP in a MEA. 

A report and discussion of the research findings along with consideration of the 

limitations of the project are presented below. In addition, a discussion of the implications 

for practice and suggestions for further study are included. 

Report of Research Findings 

Time Study Results 

Data from the time study of emergency department use (Hickethier, 1996) is 

included here because it provides additional information regarding emergency department 

visits. This study, though it did not differentiate between non-urgent and emergent/urgent 

patient visits, contributed information regarding the frequency of emergency department 

visits by hour of the day. The hours from 12:00 p.m. to 12:00 a.m. were consistently 

identified each month as the time period in which the majority of emergency department 
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patient visits occurred. In April 1996, 67% of the emergency department patient visits 

occured between 12:00 p.m. and 12:00 a m. During May 66% of the visits occured 

between 12:00 p.m. and 12:00 am., and during June 70% of the patients were seen 

between these hours. 

Patient Visit Characteristics 

A total of 12,009 patient visit ICD -9-CM codes were reviewed (N=l2,009) for 

the period from April 1 to September 30, 1996. Of these visits 6095 (51%) were 

classified into a non-urgent triage category utilizing the developed Jackson Triage Toof’. 

5914 (49%) visits were not appropriate for classification into the non-urgent triage 

categories and were defined as emergent/urgent. The proportion of non-urgent versus 

emergent/urgent patient visits is presented in Figure 1. 

Figure 1. Non-urgent versus Emergent/urgent patient Visits 
April 1, 1996 to September 30,1996 
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Non-urgent Patient Visit Characteristics 

The characteristics of the non-urgent patient visits were determined with regard to 

the frequency of visits by day of the week and month of the year. This information may be 

helpful in the determination of staffing patterns. In addition, the frequency of non-urgent 

visits by age group was discovered which may be helpful in determining which specialty 

certification of the NP, family, pediatric, adult, or geriatric is best utilized in the 

emergency department. The most common non-urgent triage category for all patient visits 

was determined as well as the most common triage category by age group. This 

information may be helpful in determining whether additional courses would be required 

for specific emergency department skills. 

The most frequent days of the week that non-urgent visits occurred were 

determined to be Saturday, Sunday, and Monday, with 17% of the total visits occuring on 

Saturday and 17% occuring on Sunday. 15% of the non-urgent visits occured on 

Monday. A minimum number of patient visits occured on Tuesdays and Wednesdays with 

12% of the total non-urgent visits occuring on each day. 14% of the non-urgent visits 

occured on Thursday and 13% occured on Friday. There was an overall change of only 

5% between the highest and lowest day of the week. The distribution of non-urgent 

patient visits by day of the week is presented in Figure 2 on page 51. 
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Figure 2. Distribution of Non-urgent Patient Visits by Day of Week 
April 1, 1996 to September 30,1996 

The number of patient visits changed from a low of 909 in September to a high of 

1132 visits in July, indicating an overall change of only 4% between the highest and lowest 

months. June, July, and August were determined to be the most frequent months for non¬ 

urgent patient visits with 18%, 18.5%, and 16.5% of the visits occuring respectively. The 

number of non-urgent patient visits for April, May, and September were relatively similar 

to each other, with 16% of the total non-urgent visits occuring in both April and May and 

15% occuring in September. The distribution of non-urgent patient visits by month of the 

year is presented as Figure 3 on page 52. 
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Figure 3. Distribution of Non-urgent visits by Month of Year 
April 1, 1996 to September 30.1996 

Persons between the ages of 19 and 64 most frequently visited the emergency 

department for non-urgent reasons. This age group accounted for 57% of the total 

non-urgent patient visits. This was an expected result as 19 to 64 represented a broad 

range of patient ages. The data did not allow for age groups to be divided equally as age 

group was determined by computer program and a specific patient age was not given for 

each visit. 23% of the non-urgent patients were between the ages of 0 to 12 years of age. 

Those between the ages of 13 to 18 years of age, a five year age span, accounted for 11% 

of the total non-urgent visits. Elderly persons, those over the age of 65, accounted for 

only 9% of the total non-urgent patient visits. The frequency of non-urgent patient visits 

by age group is presented in Figures 4 and 5 on page 53. 



53 

Figure 4. Number of Non-urgent Patient Visits by Age Group 
April 1, 1996 to September 30, 1996 

3444 

Figure 5. Age Distribution of Non-urgent Patients by Percentages 
April 1,1996 to September 30, 1996 

In order to ascertain the type of non-urgent patient visits which occurred, the most 

common triage categories were determined. Lacerations and isolated extremity injuries 

accounted for 37% of the total non-urgent patient visits with lacerations accounting for 
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21% and isolated extremity injuries accounting for 16%. Soft tissue injury was the third 

most common category accounting for 11% of the non-urgent patient visits. The 10 most 

common overall triage categories are presented in Figure 6. 

Figure 6. Top 10 Triage Categories for All Non-urgent Patient Visits 
April 1, 1996 to September 30,1996 

The most common triage categories for each age group were identified. Findings 

for each age group were similar to the overall triage categories. Lacerations were the 

most common type of injury in all age groups except the 19-64 year age group where they 

were second to isolated extremity injuries. In the 0-12 year age group ear problems were 

second to lacerations as the most frequently seen triage category. Insect bites, eye 

problems, and minor burns appeared among the top 10 triage categories in the 0-12 year 

age group however were not included among the 10 most common overall categories. 
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Lacerations, isolated extremity injuries, and soft tissue injuries were the top three triage 

categories for the 13-18 year age group. Eye problems and vaginal complaints appeared 

among the 10 most common triage categories for the 13-18 year age group but were not 

seen among the most common overall categories. Isolated extremity injuries, lacerations, 

and mechanical back pain were the three most common triage categories for the 19-65 

year age group and the over 65 year age group. Eye problems and skin infections 

appeared among the 10 most common triage categories in both the 19-64 and the over 65 

year age group however, were not seen among the 10 most common overall triage 

categories. The 10 most common triage categories by age group are presented in figures 

7-10 on the following pages. 

Figure 7. Top 10 Non-urgent Triage Categories for the 0-12 year Age Group 
April 1, 1996 to September 30, 1996 
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Figure 8. Top 10 Non-urgent Triage Categories for the 13-18 year Age Group 
April 1, 1996 to September 30,1996 

Figure 9. Top 10 Non-urgent categories for the 19-64 year Age Group 
April 1, 1996 to September 30, 1996 



57 

Figure 10. Top 10 Non-urgent Triage Categories for the 65 year and over Age Group 
April 1, 1996 to September 30, 1996 

The results of this project indicated that 51% of the total emergency department 

visits during the six month study period could be classified as non-urgent. This is slightly 

above the national average of 43%. Two possible explanations for this difference follow. 

One conceivable explanation is that the area served by the emergency department 

at Benefis Healthcare is a rural area. Non-urgent visits to emergency departments tend to 

be more frequent in rural areas. A second potential explanation is the project examined 

data which included the summer months, a period of increased travel and outdoor activity. 

Great Falls is located on Interstate 15 a major North-South thoroughfare for many people 

traveling to Canada or Glacier National Park. The hospital emergency department may be 
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the only identifiable source for medical care for these summer tourists. Lacerations and 

isolated extremity injuries were identified as the most common type of injuries. These 

types of injuries are often associated with an increase in outdoor activity. 

Nevertheless, the factors presented in these explanations are not prone to 

modification and the large number of non-urgent visits is expected to continue. The 

patient visit ICD-9-CM codes were conservatively placed into the non-urgent triage 

categories identified by the developed Jackson Triage Tool®, and 51% remains an 

appropriate estimate of the non-urgent patient visits. The results of this project support 

the development of a MEA for care of the non-urgent patient as approximately half of the 

emergency department patient visits were for non-urgent conditions. The outcome of this 

project also supports the utilization of a family nurse practitioner as the health care 

provider for non-urgent patients. Related issues are discussed below. 

The majority of non-urgent patients (57%) were adults, 34% of the non-urgent 

patients could be considered pediatric. Only a small portion of the non-urgent patients 

were over 65 years of age. This may reflect the fact that many elderly patients have 

chronic conditions and that most chronic conditions were triaged as emergent/urgent 

patient visits. Howerver,the data were not analyzed to determine the proportion of 

emergent/urgent patients who were elderly. Another possible reason for the low 

percentage of non-urgent emergency department use by the elderly may be that because of 

their chronic conditions many have an established primary care provider. The elderly may 

also be from an era when emergency departments were emergency “rooms” which treated 
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only the severely ill or injured who where taken there by the local ambulance service. The 

age group distribution is appropriate for a family nurse practitioner as family nurse 

practitioners are prepared to care for all age groups pediatric through geriatric. 

In addition, many non-urgent patients utilize the emergency department for their 

primary care needs. Family nurse practitioners are educated as primary care providers. 

The most common non-urgent conditions identified in this study are well suited to the 

scope of practice of a family nurse practitioner. A significant body of prevention and 

health maintenance strategies pertains to many of the common non-urgent conditions 

identified in this study. The utilization of a family nurse practitioner to provide a 

comprehensive patient exam for the non-urgent patient will allow time for discussion of 

health maintenance and disease prevention strategies. In addition, the utilization of a NP 

will offer the emergency department physician more time to assist in providing care to the 

acutely ill patient in the emergency department. 

Utilization of a family nurse practitioner to care for non-urgent patients may also 

constitute a cost savings to the institution. It was determined that the majority of 

non-urgent patients visit the emergency department on the weekend and Monday. The 

busiest time period in the emergency department is between 12:00 p.m. and 12:00 a.m., as 

illistrated in the time study by Hickethier (1996). A second health care provider may 

decrease congestion in the emergency department during these periods of increased 

volume. However, with 51% of patients seeking care for non-urgent conditions which do 

not require the specialized training and skill of a physician, a family nurse practitioner 
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would be an appropriate choice for a second health care provider. A nurse practitioner 

commands a much lower salary than a physician. While Medicare reimbursement for NPs 

remains an issue it would seem inapt to utilize the higher salaried physician simply to 

obtain reimbursement from a population that represents only 9% of the non-urgent patient 

volume. The primary payer for the non-urgent elderly patients was determined from the 

data since it is known that those over 65 years of age are covered by Medicare. The payer 

mix for the other age groups was indeterminable from the data because information 

concerning payer source specifically pertaining to the emergency department is not entered 

into the computer data base. 

Limitations 

Limitations related to data analysis were identified as follows. First, the validity of 

the developed Jackson Triage Tool® has not been established. The Jackson Triage tool® 

has implied validity because it was developed by combining criteria from two established 

triage tools which are currently utilized in successful MEAs. Also, the developed Jackson 

Triage Tool® was reviewed by two emergency department triage nurses with many years 

of experience who concurred with the triage criteria. Second, the use of ICD-9-CM codes 

as triage criteria presented some challenges in classification of patient vsits. ICD-9-CM 

codes are based on the physician’s diagnosis of the condition. Triage is done on the 

presenting patient complaint or condition which may present differently than the final 

diagnosis. This issue is common in many MEAs as patients initially triaged into the main 
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emergency department are redirected into the MEA. The reverse also occurs as a few 

MEA patients are redirected to the main emergency department with urgent conditions 

which were initially triaged as non-urgent. Close proximity of the two departments 

facilitates these transfers. 

During the data analysis for this project the ICD-9- CM codes were compared to 

the triage criteria one by one. The guidelines of the Jackson Triage Tool® were followed 

in placing each ICD-9- CM code within a triage category. When judgments were 

necessary in areas not specifically coverd by the Jackson Triage Tool® or with ICD-9-CM 

codes which were vague the decision was always made toward the conservative side in 

determining whether the ICD-9-CM code could be classified as non-urgent. 

The results of this study are generalizeable only to regions with a similar medical 

and geographical environment and population mix. Differing proportions of non-urgent 

patient visits may be found in studies done in other areas. 

Implications 

The merged emergency department will experience a higher patient volume as 

compared to either independent emergency department prior to the merger. Increased 

patient volume often leads to increased congestion in the emergency department. This 

congestion may lead to a less than optimal experience for the non-urgent patient in the 

emergency department (Middelton & Whitney, 1993; Wilson, Parrel & Bove, 1994; 

Wright, Erwin, Blanton & Covington, 1991). Non-urgent patients often are triaged as 
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low priority in the critical care environment of the emergency department, and encounter 

delays in assessment and treatment. These delays contribute to patient dissatisfaction 

(Hildman & Ferguson, 1990). 

Significant findings from this study indicate that over half of the patient visits to 

the emergency department were for non-urgent conditions and were within the scope of 

practice for a family nurse practitioner. Increasing use of the emergency department is a 

national trend which is expected to continue (Kellermen, 1994; Weil, 1993). With patient 

satisfaction and emergency department length of stay under scrutiny at Benefis Healthcare, 

by both the consumer and the DPHHS, a method to provide quality efficient health care to 

the non-urgent patient population must be explored. 

Minor emergency areas have been demonstrated to efficiently meet the needs of 

the non-urgent patient while decreasing emergency department congestion (Cardello, 

1992; Dowling & Dudley, 1995; Nollman & Colbert, 1994). Nationally, MBAs have been 

shown to reduce length of stay, decrease patient walk-outs, and increase patient 

satisfaction. Regionally, MEAs have had a positive influence on patient satisfaction and 

have contributed to an increased market share for institutions. The volume of non-urgent 

patients identified in this study supports the development of a MEA within the emergency 

department at Benefis Healthcare. 

The greatest advantage in terms of cost savings for the institution and quality 

patient care would be to staff the MEA with a NP. Fifry-one percent of the patient 

volume was determined to have non-urgent conditions. Care of these conditions does not 
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require the advanced life support skills and specialized training of a physician. Nurse 

practitioners command much lower salaries than do physicians and are educated to care 

for 80% to 90% of typical emergency department cases (Pustejovsky, 1996). Nurse 

practitioners in Montana are licensed to practice without physician supervision. They 

possess advanced education and expertise that allows them to independently establish 

diagnoses, order and interpret diagnostic studies, and perform and monitor therapeutic 

procedures. The most common non-urgent conditions identified in this study are well 

within the scope of practice of a NP. A family nurse practitioner would be the most 

appropriately qualified NP to care for the wide range in patient age distribution found 

during this study. Family nurse practitioner training provides education which prepares 

NPs to provide health care to pediatric, adult, and geriatric patients. 

Not only are NPs qualified to care for the non-urgent patient but patient 

satisfaction with their care has been documented in several studies (Buchanan & Powers, 

1996; Wilson, Parrel & Bove, 1994; Wright, Erwin, Blanton & Covington, 1992). Nurse 

practitioners are able to offer a comprehensive exam to non-urgent patients which includes 

the issues of disease prevention and health promotion. This thorough exam is a source of 

satisfaction for many patients and facilitates patient education and compliance with 

discharge instructions. Satisfaction with NPs has been demonstrated by two local studies. 

The satisfaction survey of patients cared for by D. Stimac, MSN, RNCS, FNP, (Great 

Falls Clinic, LLP, 1996) revealed overwhelming satisfaction with care provided. A survey 

of emergency department patients by Andrechak (1996) revealed that 91% would be 
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willing to be examined by a NP in the emergency department. Scheduling a NP to care for 

patients with non-urgent conditions during the busiest times in the emergency department 

would optimize satisfaction and improve flow of patients through the emergency 

department. 

The emergency department at Benefis Healthcare may improve patient care by 

scheduling a NP from 12:00 p.m. to 12:00 a.m. Thursday through Monday. Utilization of 

a NP to care for non-urgent patients during these peak hours may allow the emergency 

department physician to focus care toward those patients who are more critically ill. In 

this fashion, the services of a NP may complement the services of the physician. .The 

optimal design for the emergency department with 49% of the patient load 

emergent/urgent and 51% non-urgent may be collaborative practice. In this structure, 

NPs would assume responsibility for the diagnosis and management of uncomplicated 

illness and provide the education and counseling necessary for health promotion and 

disease prevention. Emergency department physicians would always be the primary care 

provider for complicated and critical conditions and would serve as consultants and 

sources to facilitate patient referral for the NP. This collaborative type of practice allows 

both professionals to utilize their strengths and talents to positively impact patient care. 

The volume of non-urgent patients identified in this study demonstrates that there 

may be a need for a MEA at Benefis Healthcare. The age distribution of these non-urgent 

patients and the triage categories of their complaints support the utilization of a family 

nurse practitioner as the most cost efficient health care provider. 
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Suggestions for Further Study 

Additional exploration in four domains would be beneficial to the establishment 

and success of the MEA. These issues are identified and discussed below. 

First, further research is needed to determine reasons patients are utilizing the 

emergency department at Benefis Healthcare for their non-urgent needs. Many patients 

utilize the emergency department because of access barriers to primary health care. It 

would be of interest to know what these barriers are in Great Falls, MT. Knowing the 

kinds of access barriers non-urgent patients face would allow staff of the MEA to provide 

more effective patient centered care. In addition, knowledge of the reasons patients utilize 

the emergency department may help to identify the role of the emergency department 

within the health care system in Great Falls. 

Second, additional study is needed regarding the type of payers used by emergency 

department patients. There is a large Medicaid population in Great Falls. It would be 

helpful to determine if the proportion of Medicaid patients who utilize the emergency 

department for non-urgent reasons is similar to the proportion of Medicaid recipients in 

the city and county. Knowledge of the payer mix may assist with cost and reimbursement 

analysis over time. Presently, many self-pay and insured patients may chose to go 

elsewhere for care because of the possibility of extended waiting periods for non-urgent 

care in the emergency department. It would be beneficial to determine if the establishment 

of an MEA would affect the number of emergency department visits for insured patients 

or contribute to a stable source of revenue for the hospital. 
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Third, emergency department records should be reviewed to determine the average 

length of stay for non-urgent patients in the emergency department prior to the merger. 

Emergency department records should then be reviewed for this same information after 

the merger takes place. This information may determine the effect of the merger on 

patient length of stay. In order to ascertain the impact of a MEA on patient waiting times 

and length of stay this information may be needed to serve as reference data. 

The fourth issue involves the direct cost of NP care to the patient. A nurse 

practitioner is able to deliver quality patient care and can be employed by the institution at 

a considerable cost savings compared to a physician. As consumers of health care become 

more cost conscious efforts to pass this cost saving to the consumer must be investigated. 

Summary 

Emergency departments across the country are experiencing an increase in the 

number of non-urgent patient visits for a variety of reasons. A nurse practitioner staffed 

MEA is a cost effective method to efficiently and effectively meet the health care needs of 

this patient population. 

Emergency departments across Montana which are similar in size and volume to 

the emergency department at Benefis Healthcare have successfully implemented ME As to 

meet the needs of the non-urgent patient. These MEAs have been favorably received by 

the patients they serve. Institutions which established a MEA have reported an increase in 
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patient satisfaction after implementation. One institution not only reported an increase in 

patient satisfaction but also an increase in market share as a result of the MEA. 

With all patient visits redirected to one emergency department, as a result of the 

merger, the new emergency department may soon face the challenges presented by 

increased patient volume. The establishment of ME As is an effective method utilized both 

nationally and regionally to decrease the burden of increased non-urgent patient volume. 

Establishment of a NP staffed MEA at Benefis Healthcare is a feasible approach to 

providing efficient quality care for 51% of the emergency department patient visits. A 

nurse practitioner staffed MEA may facilitate comprehensive care and increased patient 

satisfaction for the non-urgent patient. Increased patient satisfaction may result in a 

positive public image for Benefis Healthcare and may position the emergency department 

to be competitive in the market for the growing number of patients seeking non-urgent 

health care. 
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Jackson Triage Tool® (1997) 

Triage Criteria for Non-urgent Patients 

Category #1. Eye problems 
YES: Injury and infection 
NO: Foreign bodies, periorbital cellulitis, 
obvious globe injury 

Category #2. Ear Problems 
YES: Injury and infection 

Category #3. All throat problems 
NO: Respiratory distress 

Category #4. All dental problems 

Category #5. Lacerations 
YES: 5cm. Or less to trunk or extremities; 
2.5cm. or less to face; suture removal 
NO: Facial laceration below level of eye brows; 
injury to nerves, tendons, arteries 

Category #6. Urinary Tract Symptoms 
(UTI) 
NO: Elderly, associated with vomiting or 
hypotension 

Category #7. Sexually Transmitted 
Disease (STD) 

Category #8. Upper respiratory 
infection (URI) 
YES: including cough, cold, sinusitis, bronchitis 

Category #9. Skin and soft tissue 
infections 

Category #10. Insect bites and stings 

Category #11. Animal Bites 

Category #12. Rashes 

Category #13. Burns 
YES: Restricted to one body part 
NO: Third degree 

Category #14. Soft tissue injuries 
YES: including puncture wound and needle 
sticks 

Category #15. Hemorrhoids 

Category #16. Insect/mite infectations 

Category #17. Mechanical back pain 
NO: result of direct trauma 

Category #18. Vaginal complaints 
YES: itching, lesions, discharge, foreign bodies 

Category #19. Nasal Injuries 

Category #20. Isolated minor trunk 
injuries 
YES: musculoskeletal complaints, isolated rib 
injuries, muscular strain 

Category #21. Isolated extremity 
injuries/pain 
NO: open fractures, femur fractures, 
neurovascular compromise 

Category #22. Prescription 
refills/immunizations 

Category #23 Other 
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Jackson Triage Tool® 

ICD-9-CM Codes assigned to Triage Categories 

Category #1. Eye problems 
364, 370, 370.24, 370.8-.9, 372, 372.03, 372.5, 
372.14, 372.30, 372.39, 372.72, 373, 373.9, 373.11, 
377, 379.91, 918.1-.2, 918.9, 921.2, 996.59 

Category #2. Ear Problems 
380.10, 380.31, 380.4, 381.01, 381.81, 381.4, 382.9, 
388.7,388.9,708.81,931 

Category #3. All throat problems 
034.0, 112,462,463,464,464.1,464.4,472.1, 
473.3,475,478.29,740, 784.1, 935.2, 936, 940.2-.4, 

Category #4. All dental problems 
520.6, 521, 522.4-.5, 523, 523.3, 524.62, 525.8-.9, 
528.9, 873.63 

Category #5. Lacerations 
873, 873.42, 873.8, 877, 881, 881.01, 881.02, 882, 
883, 884, 891, 892, V58.3 

Category #6. Urinary Tract Symptoms 
(UTI) 
595, 597.8, 599, 599.7,604.99,607.2-.3, 607.9, 
788.1-.2,788.41 

Category #7. Sexually Transmitted 
Disease (STD) 
99.4, 608.9,616.10 

Category #8. Upper respiratory 
infection (URI) 
79.99.460.461.461.9.465.9.466.466.1.472.9, 
478.1,490,786.2 

Category #9. Skin and soft tissue 
infections 
54.6, 110,110.5,111.9, 526,5, 526.9, 527.8, 528.2, 
528.5, 528.9, 680.2, 680.5, 681,681.02,681.1, 
681.11,682, 682.2-7,684, 685, 685.1,686.9, 706.2, 
707, 707.1,771.7, 996.59, 997.62, 997.69, 998.5 

Category #10. Insect bites and stings 
911.4, 914.4-.5, 915.4, 916.4-.5, 917.5, 919.4, 920 

Category #11. Animal Bites 
Category #12. Rashes 
52.1, 52.9, 53.1, 53.9, 54.9, 57, 57.9,74.8, 78.19, 
111, 112.3,228.01,282.61, 690.11, 691,692.4, 
692.9, 693,693.1, 695.2,695.9, 696.3,698.9,700, 
701.9,705.83,706.1,708, 708.9,709.8, 782,782.1, 

Category #13. Bums 
692.71, 942.23, 943.11, 943.2, 943.21, 944.15, 
944.16,944.18, 944.20, 944.21, 944.22, 944.24-.26, 
944.28, 945.22, 945.24, 945.26 

Category #14. Soft tissue injuries 
454.9,611.71, 703, 704.8, 782.2,784.2, 785.6, 836, ' 
836.2, 836.3, 836.5, 840.4, 840.9, 841.9, 879, 879.2, 
880.02-.03, 880.09, 892, 893, 910, 910.4, 910.6, 
910.8, 911, 911.2, 912, 912.6, 912.8, 913, 913.1, 
913.6, 913.8, 914, 915, 915.6, 915.8, 916, 916.1, 
916.6, 917.1, 917.3, 917.6, 918, 919, 920, 923, 
923.03, 923:09-. 11, 923.2-.21, 923.3, 923.8, 924.1, 
924.11, 924.2, 924.3, 924.4, 924.5 

Category #15. Hemorrhoids 
455.2.455.3.455.4.455.5.455.6, 958.2 

Category #16. Insect/mite infectations 
127.4, 132, 132.2, 133 

Category #17. Mechanical back pain 
720.2.721.3, 723.4, 723.5, 724,724.02, 724.2, 
724.3, 724.4, 724.5, 724.6, 724.79, 724.8, 847.2, 
847.9 

Category #18. Vaginal complaints 
112.1, 616.3, 618,623.8,624.9, 625,625.3, 625.9, 
626, 626.2, 626.8,646.63-.64, 648.93-.94, V25.8 

Category #19. Nasal Injuries 
802, 932 

Category #20. Isolated minor trunk 
injuries 
807, 807.01, 807.02, 807.03, 807.04, 848.3, 959.1 

Category #21. Isolated extremity 
injuries/pain 
274.274.9, 354, 355.9,714, 715.95, 716.93-.94, 
716.96-.97, 719.06-.07,719.12,719.41-.44, 
719.46-.47,719.49, 726.10,726.12, 726.32-.33, 
726.6, 726.65, 726.9,727.05-.06, 727.09, 727.51, 
728.85,729.1,729.2,729.5,729.81, 729.89,733.2, 
810, 810.02, 812, 812.01-.03, 812.09, 812.21, 812.4, 
812.41-.44, 812.49, 813.02, 813.04-.06, 813.21-.23, 
813.4, 813.41-.44, 813.83, 814, 814.01, 814.08, 815, 
815.01-.04, 816, 816.01-.03, 817, 822, 823, 823.20, 
823.21, 823.8, 823.82, 824, 824.2, 824.4, 824.8, 825, 
825.2, 825.21, 825.23, 825.25, 826, 834, 834.01-.02, 
836.02, 842, 842.1, 842.12-.13, 843.8, 843.9, 844, 
844.1, 844.8, 844.9, 845, 845.1-.12, 845.19, 846, 
846.9, 848.8 

Category #22. Prescription 
refills/immunizations 
656.13, V04.5, V05.3, V06.5, V68.1 

Category #23 Other 
774.6,779.3, 780.52,783.3, V54.8, V55.1, Y55.6, 
V58.49, V58.81, V67, V67.59, V67.9, V70.4, VI5 
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Triage Tool in use at Vanderbuilt University 

L HEENT 
A. Head 
No: Headaches, dizziness, or vertigo 
B. Minor head injury 
Yes: Adult or child with no loss of 
consciousness, vomiting or altered mental 
status. 
C. Earache 
Yes: infection, foreign body with out bleeding 
No: Dizziness or vertigo 
D. Toothache 
Yes: Most 
No: toothache with fever 
E. Eyes 
Yes: Corneal abrasions, local 
infections;conjuctivitis, stye 
No: foreign bodies, chemical splashes, vision 
impairment or loss, periorbital celulitis, obvious 
injury to globe 
F. Nose 
No: nose bleed, intranasal foreign bodies 
G. Throat 
Yes: Sore throat with or without fever 
No: Stridor 
IL CHEST 
A. Cardiovascular 
No; chest pain, regardless of age or other 
complaint, congestive heart failure, hypertension 
(BP systolic > 180 or 
BP diastolic > 120) 
B. Pulmonary 
Yes: Cough with or with out fever, mild asthma 
or COPD (if heart rate < 100 & if respiratory 
rate < 30) 
No: shortness of breath 
C. Trauma 
Yes: Mild musculoskeletal complaints, 
incomplicated rib injuries, muscular strain 
HL ABDOMEN 
A. Gastrointestinal 
No: vomiting, diarrhea, indigestion, abdominal 
pain regardless of other symptoms 
B. Genitourinary 
Yes: urinary frequency, urgency, or dysuria with 
out abdominal pain or fever, male or female, 
penile discharge, vaginal discharge 
No: Abnormal uterine bleeding, abdominal or 
pelvic pain, kidney stones, testicular complaints 

IV. BACK PAIN 
Yes: acute minor strain or injury, no neurologic 
deficit able to ambulate independently 
No: History of severe direct trauma or chronic . 
back trouble, neuorlogic deficit, fever 
V. EXTREMITIES/MUSCULOSKELETAL/ 
INTEGUMENT 
A Lacerations 
Yes: 5cm. or less to the trunk or extremities, 
2.5cm. or less to face, suture removal, wound 
checks 
No: facial lacerattions below level of eyebrows, 
patients requesting or needing plastic surgeon, 
obviously infected wounds, obvious injury to 
nerves, tendons, or arteries 
B. Extremity trauma 
Yes: extremity injury without deformity or 
neurovascular compromise, puncture wounds, 
needle sticks, minor contusions/abrasions, 
minor, superficial foriegn body removal, modest 
joint edema with history of trauma, blood and 
body fluid exposure 
No: extremity deformity, vascular compromise, 
swollen joints with out history of trauma 
C. Bums 
Yes: first and/or second degree to less than 3% 
of the total body surface area 
No: any third degree bum, any circumferential 
bum of hand or digits, facial bums greater than 
first degree 
D. Skin 
Yes insect bites without systemic symptoms, 
local cellulitis without fluctuance or fever, rash 
without fever or other systemic symptoms 
No: skin reactions with fever, shortness of 
breath or petechiae, abcess incision and 
drainage 
VL PEDIATRICS 
Yes: Patients who fit triage criteria may be seen 
in Fast Track 
No: infants less than four months of age, fever 
greater than 104°F 
VIL GENERAL CONSIDERATIONS 
1. Psychiatric patients will not be evaluated 
2. Fast Track patients must be able to ambulate 
independently 
3. Patients who require subspecialty consultation 
should not be triaged to the Fast Track 
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Triage Tool in use at University of Virginia Emergency Medical Services 

Patient Complaint/Problem to be Triaged to The Minor Emergency Area 

1. Eye problems: injury and infection 

2. Ear problems: injury and infection 

3. Ail throat problems unless in 
respiratory distress 
4. All dental problems 

5. Lacerations 

6. UTI symptoms inless elderly, vomiting 
or hypotensive 

7. STDs: symptomatic and asymptomatic 
exposures 

S.URIs: incliding cough, Cold. Sinusitis, 
bronchitis 

9. Skin and soft tissue infections 

10. Insect bites and stings 

11. Animal bites 

12. Rashes 

13. Burns: restricted to one major body 
part 

14. Soft tissue injuries 

15. Hemorrhoids 

16. Puncture wounds including 
needlesticks 

17. Insect/mite infestations 

18. Mechanical back pain unless resulting 
from direct trauma 

19. Vaginal complaints: itching, 
discharge, lesions, foreign bodies 

20. Nasal injuries and epistaxis 

21. Isolated minor trunk injuries 

22. Isolated extremity injuries: excluding 
open fractures and femur fractures 

23. Prescription refills 

24. Advice only requests 
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APPENDIX B 

APPROVAL LETTERS 
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Lauri L. Jackson 
4001 5th Ave. North 
Great Falls, MX 59401 
March 1, 1997 

Mary Jo Mattocks, RN, PhD 
Vice President of Acute Care Services 
Benefis Healthcare 
110126th St. South - 
Great Falls, MX 59401 

Dear Ms. Mattocks, 
Xhis letter is in follow-up to our previous telephone conversation in which your 

verbal permission was given to obtain emergency department census data for examination 
in my professional project. 

As you will recall, I am a graduate nursing student pursuing a Master of Nursing 
degree. Family Nurse Practitioner option at Montana State University. In partial 
fulfillment of the requirements for the degree I am completing a professional project which 
explores the use of nurse practitioners in the emergency department for the care of non¬ 
urgent patients. ICD-9-CM codes will be examined for all emergency department visits 
from April 1, 1996 to September 30, 1996 to determine the proportion of non-urgent 
visits during that time period. Xhe most common triage category for non-urgent visits will 
be discovered along with the frequency of non-urgent visits per age group (pediatric, 
adolescent, adult, geriatric), day of the week and month of the year. Xhis data will be 
used specifically for my professional project and no other reason unless authorized by 
myself. 

Data will be compiled according to ICD-9-CM codes by medical records personnel 
using a computer data base. As only ICD-9-CM codes will be available there is not a 
method of tracking visits back to specific patients. 

Your signature below provides written confirmation of permission to use the data 
as outlined above. 

Xhank you for your support of this project. 

       . 9 

Permission is granted for Lauri L. Jackson to utilize emergency department census 
data from April 1, 1996 to September 30, 1996 in her professional project as outlined 
above. 
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Lauri L. Jackson 
4001 5th Ave. North 
Great Falls, MX 59401 
March 1,1997 

Seth W. Wright, MD 
703 Oxfordhouse 
Department of Emergency Medicine 
Vanderbuilt University 
Nashville, TN 37232 

Dear Dr. Wright, 
This letter is in follow-up to our previous telephone conversation in which your 

verbal permission was given to adapt the triage tool that you published for use in my 
professional project. This triage tool was published in your article entitled “Fast Track in 
the Emergency Department: A One-Year Experience with Nurse Practitioners” in the 
Journal of Emergency Medicine. Vol. 10, 1992. 

As you will recall, I am a graduate student pursing a Master of Nursing degree. 
Family Nurse Practitioner option at Montana State University in Bozeman, Montana. I 
am completing a professional project which explores the use of nurse practitioners in the 
emergency department for the care of non-urgent patients. This project will examine 
ICD-9-CM codes for all emergency department visits at Benefis Healthcare Great Falls, 
Montana from April 1, 1996 to September 30, 1996. Portions of your triage tool will be 
utilized to categorize patient visit ICD-9-CM codes to determine those visits which were 
non-urgent. 

Your signature below provides written confirmation of permission to utilize the 
triage tool as outlined above. 

Thank you for your support of this project. 

/I/O 85/0 

Laun L. Jackson, RN; BSN 

Permission is granted for Lauri L. Jackson to utilize the published triage tool in her 
professional project as outlined above. 

Seth W. Wright, MD 
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Lauri L. Jackson 
4001 5th Ave. North 
Great Falls, MX 59401 
"March 1, 1997 

Leslie Buchanan, MSN, ENP 
Health Sciences Center 
Box 10014 
University of Virginia 
Charlottesville, VA 22908 

Dear Ms. Buchanan, 
This letter is in follow-up to our previous telephone conversation in which your 

verbal permission was given to adapt the triage tool that you published for use in my 
professional project. This triage tool was published in your article entitled “Establishing 
an NP-Staffed Minor Emergency Area” in Nursing Management Vol. 27, 1996. 

As you will recall, I am a graduate student pursing a Master of Nursing degree. 
Family Nurse Practitioner option at Montana State University in Bozeman, Montana. I 
am completing a professional project which explores the use of nurse practitioners in the 
emergency department for the care of non-urgent patients. This project will examine 
ICD-9-CM codes for all emergency department visits at Benefis Healthcare Great Falls, 
Montana from April 1,1996 to September 30, 1996. Portions of your triage tool will be 
utilized to categorize patient visit ICD-9-CM codes to determine those visits which were 
non-urgent. 

Your signature below provides written confirmation of permission to utilize the 
triage tool as outlined above. 

Thank you for your support of this project. 

/6A3 BSA) 

Lauri L. Jackson, KN, BSN 

Permission is granted for Lauri L. Jackson to utilize the published triage tool in her 
professional project as outlined above. 

Leslie Buchanan, MSN, ENP 
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Lauri L. Jackson 
4001 5th Ave, North 
Great Falls, MX 59401 
April 1, 1997 

Denise G. Stimac MSN, RNCS, FNP 
Great Falls Family Practice Center 
1220 Central Ave. 
Great Falls, MX 59401 

Dear Ms. Stimac, 
Xhis letter is in follow-up to our previous conversation in which your verbal 

permission was given to use a survey, conducted by the Great Falls Clinic, LLP, 
concerning patient satisfaction with care they received from you. 

As you will recall, I am a graduate student pursuing a Master of Nursing degree, 
Family Nurse Practitioner option at Montana State University in Bozeman, Montana. I 
am completing a professional project which explores the use of nurse practitioners in the 
emergency department for the care of non-urgent patients. Your results from the patient 
satisfaction survey will be helpful in determining acceptance of the nurse practitioner role 
in the Great Falls community. 

Your signature below provides written confirmation of permission to utilize your 
results from the patient satisfaction survey. 

Xhank you for your support of this project. 

^A) SSA) 

Lauri L. Jackson, RNTBSN 

Permission is granted for Lauri L. Jackson to utilize my results from the patient 
satisfaction survey conducted by the Great Falls Clinic, LLP. 

Denise G. Stimac MSN, RNCS, FNP 


