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ABSTRACT

EMERGENCY DEPARTMENT VISITS TO A SOUTHWESTERN CHILDREN’S
HOSPITAL, 2011-2014

By DEBRA J BALDAUFF

Dissertation Director:

Dr. Jeffrey R Backstrand

Despite a nationwide increase in the number of pediatric patients visiting the
emergency department (ED) for nonurgent and mental health issues, there is a lack of
nationally comprehensive studies that examine the epidemiology of routine and mental
health related visits to the ED, and even less attention has been spent on specialty
populations such as pediatric patients. This study examined both the most common ED
presentations and the mental health visits to a particular children’s hospital in the
Southwest. Descriptive epidemiology was used to describe ED use in terms of person,
specifically looking at age, gender, race/ethnicity and insurance status; place, by
geocoding the physical addresses of all visitors and time, by looking at visit history by
month and year. The study design was a retrospective chart review of all visits to the ED

between January 1, 2011 and December 31, 2014.

Overall, there were similarities in patterns of both nonurgent visits and mental health
visits. Visits for both increased steadily over the four-year study period and the increase

was the result of individuals making multiple visits in one year. Boys were more likely to



visit the ED than girls except during adolescence when more visits were made by girls.
Twice as many patients visited the ED for these complaints in the winter months as
compared to the summer months and both groups of patients lived within 20 miles of the

hospital.

This research underscores the complexity of ED use for both nonurgent and mental
health complaints. There is no single determining factor that drives use. However,
constructing a demographic profile of who is most likely to visit the ED by age, gender,
race/ethnicity and insurance status is a necessary first step. Educational tools and
strategies to minimize overreliance on the ED will not be effective if we do not know or

understand the target audience.
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Chapter 1

Introduction

Overview

Hospital emergency departments (EDs) around the country are facing a crisis. A
growing number of patients who visit the ED do not require the specialized level of care
provided by an ED. This overutilization leads to overcrowding, which in turn triggers a
cascade of more serious consequences including impaired access to care due to
ambulance diversion, reduced quality of care due to treatment delays and adverse patient
outcomes such as morbidity/mortality.! Caught in the crosshairs of this crisis are
disenfranchised children. Arizona is the only state in the country without a children’s
health insurance program (CHIP). Underinsured and uninsured children, left with no
alternative, turn to the ED for care. Or, do they? Is a lack of insurance a prohibitive factor
for patients to seek care for certain conditions? The purpose of this study was to identify
ED use for both the most common ED presentations, termed “nonurgent,” and for the
mental health presentations to a particular children’s hospital in the Southwest.
Descriptive epidemiology was used to describe ED use in terms of person, specifically
looking at age, gender, race/ethnicity and insurance status; place, by geocoding physical
addresses of all visitors and plotting them on a map and, time, by looking at visit history
by month and year. While a descriptive study does not determine cause and effect, it is

helpful in revealing patterns and connections. Patterns that otherwise may go unnoticed.

Caught in the crosshairs of this crisis are disenfranchised children. Arizona is the only

state in the country without a children’s health insurance program (CHIP). Underinsured



and uninsured children, left with no alternative, turn to the ED for care. Or, do they? Is a
lack of insurance a prohibitive factor for patients to seek care for certain conditions? The
purpose of this study was to identify ED use for both the most common ED presentations,
termed “nonurgent,” and for the mental health presentations to a particular children’s
hospital in the Southwest. Descriptive epidemiology was used to describe ED use in
terms of person, specifically looking at age, gender, race/ethnicity and insurance status;
place, by geocoding physical addresses of all visitors and plotting them on a map and,
time, by looking at visit history by month and year. While a descriptive study does not
determine cause and effect, it is helpful in revealing patterns and connections. Patterns

that otherwise may go unnoticed.

Background and Significance

Nonurgent Use

Scientific, technological, economic and societal changes have all served to transform
the hospital emergency department (ED) from an inconsequential room at the back of the
hospital to its current standing as the crux of the U.S. healthcare system. The ED provides
a full range of medical services to ill and injured patients irrespective of the presenting
complaint or ability to pay. In so doing, EDs have become the safety net for the most
complicated public health problems. Despite hospital closings and reductions in services,
visits to the ED have increased, continuing to grow at a rate of about 3.2 percent per year?
to a total of 136.1 million visits in 2009.® With this increase in use came an increase in

public expectations that convenient, effective medical care be rendered in a timely



manner. But, EDs instead became overcrowded, leading to concerns over compromised
healthcare quality and patient safety. Much of the volume increase has been attributed to
those patients presenting with nonurgent complaints.** The National Hospital
Ambulatory Medical Care Survey found that total ED visits classified as nonurgent
increased from 10 percent in 1997 to 14 percent of visits in 2005.> Using the ED for a
nonurgent condition as opposed to a physician’s office or urgent care center, leads to
excessive healthcare spending and unnecessary testing and treatment.® A 2010 study
projected $4.4 billion in annual savings if nonurgent ED visits were cared for in clinics

and urgent care centers during the hours these facilities are open.®

However, over the years, there have been dramatic changes in practice, both within
and outside the hospital. ED providers who once admitted patients with concerning
symptoms to the hospital for diagnostic workups, now complete these workups in the ED
to justify the need for hospital admission.” This significantly adds to the complexity and
cost of ED evaluations. Primary care physicians, once the “gatekeepers” of the hospital
system, today deliver more preventive and chronic disease care and less acute care. With
tight schedules, it is much safer and expedient for a private practice to direct an
unscheduled patient with an urgent condition to the ED.” As a result, less than half of
Americans see their primary care doctor for an acute health problem.” That leaves ED
physicians, who represent four percent of U.S. physicians, to provide 28 percent of all
acute care treatment and 11 percent of all the outpatient treatment, as well as, 50 percent
of acute care management to Medicaid and Children’s Health Insurance Program (CHIP)
beneficiaries and over 66 percent of all acute care treatment to the uninsured.>” And,

despite many studies demonstrating that providing high-quality primary care reduces ED



visits, the most common diagnoses for pediatric visits to the ED include fever, ear
infections and viral infections, conditions that can all be easily managed by primary care

providers.®

In fact, 25 percent of all ED visits are for children.2 Several studies have detailed the
inverse relationship between positive customer satisfaction reviews and clinical
outcomes.® White patients tend to rate their ED experience as favorable, but receive
decidedly worse care. In one study, White children, in comparison to Black and Hispanic
children were over-admitted when not severely ill. This practice not only increases health
care costs and creates iatrogenic risk for the admitted children but also for the unadmitted
child because delay in hospitalization can result in inadequate treatment and greater
demand for more intensive services at higher costs in the future.® Other studies found
that White children, compared to Hispanic and Black children, received unnecessary
computerized tomography (CT) scans of the head following a head injury*® and found
that White patients were more likely to receive unneeded antibiotics for asthma
exacerbations when treated in the ED.** Additionally, treatment in the primary care
setting as opposed to the ED has been shown to eliminate redundancy of testing, reduce

medical errors and minimize fragmentation of services.®

Of course, EDs serve a crucial function for those seeking medical attention after
regular business hours, weekends and holidays and for the underinsured. Children
covered by public insurance such as Medicaid and CHIP are six times more likely than
those with private insurance to be denied an appointment for specialty care and if they are
lucky enough to find a provider, can wait up to three weeks longer for an appointment.?

In order to circumvent this obstacle, providers admit to referring these children to the ED



in an effort to expedite receipt of specialty care.® Yet, while the uninsured and
underinsured may be dependent on the ED for care, statistics show that between 1995 and
2008, privately insured people accounted for around 60 percent of the overall increase in

ED use compared to nine percent of the increase attributed to the uninsured.*

The Association of American Medical Colleges estimates that the U.S. faces a
shortage of more than 91,500 physicians by 2020- a number expected to exceed 130,600
by 2025.12 Although America’s medical schools are increasing their enrollment to meet
this shortage, residency training programs are in shorter supply due largely to a
Congressional cap on federally funded residency training programs imposed in 1997 as
part of the Balanced Budget Act.*? There are two main reasons access to primary care
physicians is expected to worsen. First, the over-65 population will grow to 80 million by
2025.%2 The longevity of elders with complex health and social conditions is expected to
further strain primary care resources. Second, the Patient Protection and Affordable Care
Act (PPACA) is projected to provide 32 million more Americans with health insurance,
increasing the demand for doctors, exacerbating the physician shortage which in turn will
drive ever more people to use the ED for primary care services.'? However, researchers
argue that with the right team and right processes in place, healthcare organizations can
serve more patients better with fewer physicians. A shift toward patient-centered medical
homes and nurse-centered health centers requires major reallocation of staff duties and
cultural changes among physicians and other clinicians but, properly implemented, these

structural changes could cut the physician shortage in half by 2025.%3

Mental Health



Mental illness is not only one of the five most common causes of morbidity, mortality
and disability in childhood,* but the World Health Organization claims that four of the
10 most disabling diseases in the developed world are mental illnesses, with their initial
onset commonly occurring in childhood.*® In fact, mental health issues in children and
adolescents now account for more morbidity and mortality than do physical diseases and
disorders.*® To put this in numeric terms, the Surgeon General’s 1999 report claimed that
mental illness afflicts one in four children.*” That translates to 15 million children and
adolescents in the United States living with a behavioral, psychological and/or emotional
problem severe enough to cause some degree of functional impairment.r” While this
statistic may seem high, there is speculation that the true magnitude of the problem may
be underestimated?® and it has been projected that the prevalence will increase from the
current rate of 10 to 25 percent of children and adolescents living with significant
emotional and behavioral issues to 50 percent by 2020.% If those statistics aren’t
staggering enough, it has been estimated that 70-80 percent of children and adolescents
with mental health issues do not receive any kind of treatment.*® 2° This is not only
damaging to the child’s emotional and cognitive development: there is a societal cost.
While the cost of treating those who do seek treatment is estimated at nearly $12 billion,*
the cost of untreated mental health issues has been estimated to be as high as $150 billion

annually.??

The main reason there are so many unidentified and untreated children and
adolescents is that the United States is facing a shortage of child psychiatric specialists
and inpatient and outpatient resources so severe the Surgeon General’s report called it a

“health crisis.”*® With few alternatives, families are forced to turn to the emergency



department (ED) for their child’s mental health needs. Hospital EDs, however, are ill-
equipped to effectively care for these patients.?*5 A shortage of pediatric-trained mental
health specialists, extended length of stays,? high recidivism patterns among mental
health patients?® and ED overcrowding? are just some of the contributing problems. Yet,
rates for pediatric mental health concerns handled in an ED setting range from 3-5
percent 282 up to 25 percent® of total pediatric visits. Despite the increasing number of
children and adolescents accessing the ED, hospital admission rates remain stable.®* This
finding correlates with a previous six-year study that also analyzed rates of pediatric
mental health visits to the ED and found an overall increase in visits but saw no change in
the number of “emergent” -suicide attempts, self-injury or psychosis- cases.®? ED visits
for non-urgent mental health issues have not only become the largest contributors to the
increase in pediatric emergency visits®*>* but, as Sills and Bland (2002) discovered,
increases in these visits are considered disproportionate to increases for other chronic
diseases.® Those children who do require hospitalization often become “boarders” in the
ED, waiting hours, and in extreme cases, days, for a bed on a psychiatric unit to become
available.”

Researchers analyzing data from 279 million pediatric visits to EDs around the
country found that mental health complaints rose a modest six-tenths of a percent from
1997-2007.3 This small fraction, however, has big consequences as it represents
hundreds of thousands of additional psychiatry-related ED visits every year.?! Children
and adolescents without health insurance or with public health insurance were the ones
most likely to seek care in an emergency setting,® and as EDs are required by law to

provide a medical screening examination to all patients presenting themselves for care,



they are faced with an unfunded mandate to safeguard this vulnerable population.s 24
This added cost puts an additional strain on the ED’s already constrained resources.
According to the national average, 74 percent of ED visits are compensated and 26
percent are uncompensated. Rotarius and colleagues (2002) found that this resulted in
Boston hospitals providing $400 million in uncompensated care.*

Underinsured children accounted for as many as 54 percent of the psychiatric
emergencies in 2007, up from 46 percent in 1999.3! The uninsured are turning to the ED
because they have no other place to go. No study illustrates this better than the 2011 audit
study by Bisgaier & Rhodes.®” This study investigated whether it was more difficult for
children with private or public (Medicaid-CHIP) insurance to obtain medical specialty
appointments and found that psychiatry offices in the study scheduled appointments for
51 percent of those callers posing with private insurance and 17 percent of callers posing
with public insurance. Among the seven medical specialties surveyed, psychiatry had the
worst access to care; not just for the publicly insured child but for all children.®’

The uninsured, sadly, are not the only group with limited access to mental health care.
Studies show that race matters. A child’s race affects not only his/her access to care but
the quality of care he/she receives.?’ 3 Minority children are one-third to one-half as
likely to receive mental health care as White children and adolescents®® 3 and when they
do seek treatment, studies show that providers spend less time with them, are quicker to

make a diagnosis and are less likely to discuss treatment options with them.

Statement of the Problem



With the pediatric population accounting for more than 20 percent of total ED visits
and over half of those visits being for nonurgent reasons,* policymakers have become
concerned that this high use is contributing to soaring Medicaid costs,** resulting in
overcrowding*? and leading to a decrease in quality of care due to a lack of continuity

with a single provider or group practice.

Additionally, it is estimated that between two and five percent of all pediatric ED
visits are for psychiatric symptoms.*® ED visits for mental health issues are increasing
because of presentation of nonurgent diagnoses (patients presenting with anxiety, somatic
and “other” complaints),3? often secondary to referrals by school or mental health

providers or due to a lack of available outpatient services.

Importance of the Study

This study was a retrospective chart review of pediatric patients visiting one tertiary
pediatric ED between January 1, 2011 and December 31, 2014. Of specific interest is the
frequency by which children and adolescents use the ED for medical and mental health
complaints. Examining these patients contributed to a better understanding of why this

particular ED is used for medical and mental health issues. The study had two foci:

1. The study examined the frequency by which patients use the ED for
medical and mental health issues specifically in the context of
PERSON (age, gender, race/ethnicity and insurance status of those
using the ED), PLACE (neighborhood) and TIME (variation of ED

use rates), and painted a comprehensive picture of the trends and



10

characteristics of the population using this particular pediatric ED.
This information is crucial for the future development of predictive
models of ED use and in planning optimal locations for outpatient

services.

2. The study mapped the geographic pattern of use of the ED. All
Arizona addresses were cleaned and entered in MapWindow GIS
in order to help visualize patterns, trends and relationships of ED
use for medical and mental health issues. The ability to map health
data, identify and formulate hypotheses about spatial patterns and

build models makes GIS a powerful tool.

General Areas of Inquiry

The general domains of inquiry for this study included frequency of visits, diagnoses,

insurance status, admission rates and distance traveled. The analysis provided:

1. A general description of the 10 most frequent presentations to this

particular pediatric ED

2. A demographic description of who visited the ED for these top 10 visit

reasons and how often they came in a year

3. Alook at how often patients were admitted for these top 10 visit reasons

4. A general description of mental health visits to this particular pediatric ED



A demographic description of who visited the ED for mental health

reasons and how often they came in a year
A look at how often patients were admitted for mental health reasons
A visual description of distance traveled to this particular pediatric ED

(a) By children and adolescents who presented with the most common

presentations

(b) By children and adolescents who presented with mental health issues

11
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Chapter 2

Literature Review
"The immediate goal is to make sure there are more people on private insurance plans. |

mean, people have access to health care in America. After all, you just go to an
emergency room." (President George W. Bush, July 7, 2007)

Transformation of Medicine

Eighteenth and 19" century medicine drew from ancient philosophy, Christian
theology, Enlightenment rationalism, and long-established folk practices.* In 1800, for
physicians and the public alike, a healthy body was one with all of its elements “in
balance.” The humors or solids of the body could be thrown out of balance by the
environment and an individual’s moral environment could have as big an effect on health
as could the physical environment. Americans in the 19" century did not understand
diseases to be discreet biological entities, believing instead that they were spread by
“miasma”- bad smells in the air. Disease was seen as a condition- the exact opposite of
health- and like poverty, it was a moral problem. The cholera epidemic that struck New
York in 1832 reinforced this belief. Many people saw the suffering as a divinely
mandated punishment for sin since cholera struck those areas with the dirtiest and most
immoral populations- the African American and Irish districts of the city.*® Lack of
medical knowledge made it difficult to combat disease and apathy toward the welfare of
the poor retarded any political interest in sanitation reform.

During the 19" century, towns grew at a phenomenal rate. The Industrial Revolution
lured people away from the countryside, concentrating them in large urban settlements.

These industrial towns grew rapidly and haphazardly with almost no planning and as a
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result they were overcrowded, dirty and a breeding ground for disease. As diseases began
to attack rich and poor with equal ferocity, peoples’ attitudes began to change. Disease
came to be seen as a societal problem and hence, control and prevention were now seen
as society’s responsibility. Public health workers were among the first to address the
negative consequences of urbanization and industrialization. The federal government
played a very limited role in healthcare at this time, largely due to the very limited
benefits that organized medicine could afford. Even well trained physicians had little to
offer as diagnostic capabilities were primitive and treatments typically involved bleeding
and drugs that induced vomiting and diarrhea, techniques which caused more harm than
good. The onus, therefore, fell on local and state governments who began to take part in
public health services by creating health boards and health departments. These health
departments began to clean up cities with projects such as sewer construction, water
purification and garbage collection. Cleaner cities produced healthier people and,
although their understanding of disease was incomplete, their accomplishments were
significant.

While the breadth of medical knowledge changed little prior to 1850, the economic
interests of physicians was changing considerably. No longer was the medical profession
to be composed of practitioners with varying levels of education, expertise and
credibility. The American Medical Association (AMA), established in 1847, led the cry
for strict medical educational requirements and licensure.*® The AMA, which initially
supported an expanded federal role in healthcare, came to view increased public health
activities as a threat to the economic interests of physicians. Further, allopathic medicine

was facing vigorous competition from eclectics, osteopaths, chiropractors, homeopaths,
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naturopaths and Thompsonians who drove down the cost of medical care and drew away
patients.** The AMA’s Council on Medical Education (CME) was developed to
restructure American medical education by standardizing medical school entrance
requirements and by establishing an “ideal” nationally recognized medical curriculum
that embraced “scientific medicine.”#¢ But, unable to affect change from within, the
AMA’s CME proposed to the Carnegie Foundation a study on medical education with the
hope “to hasten the elimination of medical schools that failed to adopt the CME
standards.”

That study became the Flexner Report that was published in 1910. The Report
recommended adoption of the German model of medicine with scientifically based
training, the strengthening of first-class medical schools and the elimination of a great
majority of inferior schools. As Abraham Flexner put it, “if the sick are to reap the full
benefit of recent progress in medicine, a more uniformly arduous and expensive medical
education is demanded.”*” Recent advances in medicine included the introduction of
antiseptic surgery, radiology, the discovery of microorganisms responsible for several
major diseases and vaccinations to combat a few of those diseases. These scientific
breakthroughs altered societal values placing a new reverence on the power of science
and technology to cure all societal ills.*

Following the Flexner Report, the process of consolidation of medical education
proceeded at a rapid pace as did mergers between schools. By 1915, the number of
medical schools had decreased from 131 to 95 and by 1930 that number had dwindled to
31.% These reforms limited not only the number of medical school graduates leaving a

disproportionate deficit in disadvantaged communities but the type of medical school
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graduate as they kept disenfranchised groups (women, minorities, poor) from pursuing
careers in medicine. Most rural schools and all but two Black colleges were forced to
close, leaving the door for prospective doctors open mainly to wealthy White males, the
only sector able to afford the tuition for the six years of medical school now mandated
and regulated by the AMA and state governments.* This new system increased the
homogeneity of the medical profession as it transformed itself into a cohesive fraternity,
enjoying ever-increasing prestige and income.* By the 1940s the AMA had become a
powerful political force and a major player in shaping U.S. healthcare policy. The AMA
was particularly outspoken toward any proposal designed to extend the role of
government in healthcare, and, until recently, they have been extremely successful at
blocking any major reform efforts. The AMA wields influence, both financial and

political, that few other professional associations enjoy.*

History of the Emergency Department

Hospitals began as charity-oriented organizations and at best, offered minimal care to
those unable to afford medical treatment at home or for those with no family support.
Many who checked in to those early community hospitals never checked out. Hospitals
today are a complex network of highly trained professionals and highly specialized
equipment. The nerve center of the healthcare system is the emergency room (ER).
Originally, the ER was just what its name implies: a room where those with life-
threatening maladies or injuries would go. ERs were typically located in a remote area of
the hospital and staffed by young, inexperienced general practitioners. Since its start in
the 1950s, the “ER” has matured into the “ED” (emergency department) and is now

staffed by specially trained emergency medicine specialists. The public too has changed
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its perception of the ER. No longer is it only for the indigent and the gravely ill and
injured, but it has become a place used by all, regardless of social class or severity of
problem. And, everyone who walks through its doors expects the very best in medical
technology and skill be made available to them.

As the ER began to change so too did discussions about who should be treated in it.
There were those who felt no one should be turned away regardless of problem or
condition and those who argued that opening the door to non-emergencies would divert
from the original intent of the ER. Literature centered on “inappropriate” ER utilization
dates back to a 1958 article.?”- % Although this prescient article saw the growing reliance
by the public on the ER and accurately predicted that more ERs needed to be constructed,
it never could have envisaged the 600 percent® increase that has since occurred.

It is apparent, then, that to the public, the ED is seen as a community medical center.
After all it provides sophisticated diagnostics to anyone in need, any time of day and
every day of the week with no appointment necessary. But, this was not always the case.

Prior to the 1950s, ERs, like all other private healthcare providers, had no legal
obligation to render care and some denied care to the poor altogether. Arizona was in the
vanguard of changing this discriminatory practice. In 1974, the Arizona Supreme Court,
in Guerrero v. Copper Queen Hospital, ruled that all public and private hospitals were
obligated to provide emergency care to everyone including “nonresident aliens.”* The
justices based their decision on the Hill-Burton Hospital Survey and Construction Act of
1946, a largely ineffective law which required hospitals, as a condition of receiving
government funds for construction and modernization, to provide emergency services.

Ten years later, Thompson v. Sun City Community Hospital, Inc. expanded on Guerrero.
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Arizona hospitals must, it mandated, provide all “medically indicated” emergency care,
but “financially ineligible patients” may be transferred “to another appropriate hospital
when, in the judgment of the medical staff or the emergency physician, such transfer can
be effected without subjecting the patient to an unreasonable risk of harm to his life or
health.”*° By the mid-1980s studies began to expose the disturbing nation-wide problem
of people, mainly the poor and uninsured, being transferred from private emergency
rooms to public hospitals at alarming rates.®® 5! Collectively, three studies conducted in
major metropolitan areas, provided the lightening rod to substantiate patient dumping as a

policy issue.

EMTALA

One of the earliest studies, conducted by Himmelstein, et al, in 1984, likened the
practice of patient dumping to performing “social triage.”* Not only did the authors find
that 97percent of the patients in the six-month study period, were uninsured or were
government-insured through Medicare or Medicaid® but they also revealed that race
mattered. In Alameda County, CA, where 33percent of the population identified as “non-
White,” 45percent of all transfers were of minorities. Worse yet, 58percent of the high
risk transfers were of minorities.>! The next major study came out of Parkland Memorial
Hospital, a public teaching hospital in Dallas, TX. Seventy-five percent of patients
transferred to their ED had no health insurance> and when only patients transferred
because of trauma were considered, a staggering 95percent were uninsured.> Cook
County Hospital in Chicago was the site of the last influential study. After the number of
transfers to that hospital increased sharply between 1980 and 1983, Schiff, et al,

examined transfers over a six-week period. Ninety-five percent of the patients transferred
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from private hospitals were either uninsured or government insured and 89 percent were
either African American or Hispanic.>®

The media quickly put faces to these statistics and as the public became more aware
and more outraged by these healthcare inequities, politicians like Representative Fortney
“Pete” Stark and Senator David Durenberger gave voice to the growing problem of
patient dumping. In response, Congress passed the Emergency Medical Treatment and
Active Labor Act (EMTALA) as a part of the Consolidated Omnibus Budget
Reconciliation Act of 1986 (COBRA).** The Act obligates EDs to provide a medical
screening to anyone who walks through its doors and imposes strict penalties for
inappropriate patient transfers or denial of care. Penalties include fines up to $50,000 for
doctor and hospital and the potential loss of the hospital’s Medicare contract.>

EMTALA was enacted to ensure public access to emergency care but as a result, it
placed considerable financial demands on hospitals. VVague by design and absent specific
funding, EMTALA obligates hospital EDs to provide universal access to emergency care
and firmly anchors the ED as the nation’s safety net. As a result, the uninsured, faced
with no alternative, turn to the ED not only for true emergencies, but also for routine
medical care. This presented hospitals with the impractical challenge of accommodating
an increase in uninsured patients seeking routine care at a time when healthcare costs
were spiraling out of control. As a reaction to this unattainable task, hospitals began to
either pass on that increased cost to insured patients* or opted for the permanent solution

of closing their ED doors. Seven hundred hospitals closed their doors in the 1980s.5°

Spiraling Health Care Costs



19

The United States government finances health benefits for certain special populations,
including government employees, the elderly (age 65 or over), the disabled (read: “the
worthy poor”)%¢ and the very poor. Medicare is a federally administered entitlement
program providing health benefits to the elderly and disabled regardless of income.
Funding comes primarily from the federal government and beneficiary co-payments and
deductibles. Medicaid is a collection of state-administered programs providing health
benefits to low-income residents, 70 percent of whom are women and children. Funding
is by the federal government and the states.>” The principal distinction between the two
programs, Medicare is an entitlement program whereas Medicaid is a federal assistance
program, is the mainspring of moral and political debate. Seniors are, generally speaking,
a well-connected, vocal constituency who feel an “earned right” to Medicare, although
they “have never paid enough in payroll taxes to earn their insurance coverage.”*®
Conversely, Medicaid recipients lack a vocal advocacy group and, like welfare recipients,
are often stigmatized and perceived as undeserving of the benefits afforded them.

The introduction of these two programs in 1965, decried by the AMA as socialized
medicine,>® has appreciably impacted the health care industry. Medicare and Medicaid
accounted for slightly more than 6 million patient admissions to general medical and
surgical hospitals and paid for $5 billion of their hospital charges in 1970.%° By 1993
Medicare alone paid $76.3 billion in inpatient hospital charges making it, only two years
later, the largest single insurer in the United States, covering 14 percent of the entire
population.®? Total Medicaid program costs had reached $117.9 billion by 1993.53

Although the institutionalized and people with chronic illness and disability represent
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only 30 percent of Medicaid recipients, they account for 70 percent of the expenditures
making Medicaid the principal financier of nursing homes.®*

Hospital costs increased more than 50 percent between 1980 and 1991.%° “Health costs
grew so much faster than the economy as a whole that the healthcare sector jumped from
9.3 percent to 13.6 percent of GDP.”*® The reason for this increase was multifaceted. By
1980, most full-time employees at large companies enjoyed generous health insurance
through their employers and fee-for-service by physicians and third-party payment
insurance plans was the norm. This encouraged people to seek more medical attention
without significant out of pocket cost. Healthcare was virtually free at the point of access,
setting off an explosion in healthcare costs. People began to demand not just an
overabundance of services but also the highest quality and most technologically advanced
medical care available.

Congress, recognizing that the current retrospective system of actual fee-for-service
lacked incentives for hospitals and patients to control costs, instituted the Prospective
Payment System (PPS) for Medicare recipients.> Under the PPS system, payment is
based on the DRG (diagnostic-related groups) system developed by Yale researchers in
the 1970s. Essentially, DRGs are a derivation of classifying the ICD-9-CM system into
23 major diagnostic categories and then further breaking those categories into 467
distinct groupings. All patients in the same DRG are expected to present with clinical
responses which, on average, will result in approximately equal use of hospital resources.
Because prices will be fixed at the beginning of the year, costs must be managed within

the limits of available revenues.2
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Hospitals now began to find themselves under intense pressure to lower costs. Fixing
payments created an incentive for hospitals to shorten the patient’s length of stay (LOS)
in hospital. This not only meant that patients were discharged before making a full
recovery but also that the bar was raised for what conditions required hospitalization. As
a result, many patients who would have been hospitalized were now being seen on an
outpatient basis. Between 1983 and 1991, hospital admissions declined by 13.3 percent
while average hospital occupancy rates declined by 63.5 percent.®® This change in
reimbursement practice was in direct conflict with doctors who, until this point, had been
paid for each day of service. Making rounds in hospital was no longer lucrative for the
family doctor. Instead, the family doctor now found it necessary to see more patients in
office to turn a profit, forcing the relinquishment of the decades old role of “gatekeeper”
of the hospital system. A new field of medicine emerged from this shift in power,
hospital medicine, and with that came a new brand of physician, the “hospitalist.”®
Hospital EDs now assumed the role as “gatekeeper,” as they became the first point of
access to the hospital system.®*

Hospitals also found themselves competing, not only against one another, but against
physician groups, clinics and other healthcare providers offering services on an outpatient
basis at a lower cost.>® Advances in technology allowed treatment, previously available
only in hospitals, to be offered on an outpatient basis and, in a struggle to survive
financially, large hospital groups acquired smaller hospitals and medium-sized hospitals
merged with each other forming networks of healthcare systems. This was especially true
from 1996-1997 when 300 hospitals per year were engaged in some form of merger or

acquisition effort.%°
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Workers, for a time, remained unaware of how health insurance premiums were
affecting their paycheck as economic prosperity allowed businesses to absorb the extra
cost. But soon, large manufacturing companies, once the bedrock of the U.S. economy,
faced with foreign competition to produce cheaper goods, began, in the 1980s, to close
their doors. As employment in the manufacturing industry dwindled, employment in the
service and retail industries flourished. This employment boon, however, fast became the
reason that increasingly more people were finding themselves uninsured. The service and
retail industries, in part because they were not unionized, did not typically provide health
coverage, and with soaring costs they were not about to start. In a tight labor market, like
that seen during World War 11, linking health insurance to employment was a neat way to
both entice new workers and foment loyalty. But, by the 1990s, with skyrocketing health
insurance premiums, this ineluctable connection became the albatross around the neck of

corporate America.

HMOs

Another transformation in the practice of medicine is managed healthcare. President
Nixon introduced the term “health maintenance organization” in 1971 but the idea was
already in practice, most successfully by Kaiser Permanente, the largest healthcare
system in California.>® The Health Maintenance Organization (HMO) Act was passed in
1973, despite strong opposition from the AMA who denounced it as socialized
medicine.%® In an effort to expand health coverage and control costs, the Act was a federal
program designed to promote and encourage the development of HMOs. The Act

authorized $375 million over five years for grants and loans as start-up funding for
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HMOs and ensured access to the employer-based insurance market by requiring
businesses with more than twenty-five employees to offer at least one HMO as an
alternative to conventional insurance if one was available in the area.®®

Facing rapidly escalating health insurance premiums, many employees felt they had
little choice but to turn to managed care. Continued healthcare cost escalation and the re-
emergence of health insurance reform as a major national issue helped the managed care
industry to grow. Over the past decades, HMOs have assumed an important role in the
healthcare system and the number of such organizations grew from 174 in 1976 to 651 in
1997.%" The percentage of privately insured Americans who had a managed care contract
leapt from 27 percent in 1988 to 93 percent in 2001.6” Concomitantly, by 1998,
approximately 94 percent of physicians had at least one managed care contract.®’ But,
rather than help contain health care costs, managed healthcare has contributed to the

skyrocketing cost of healthcare.®”

Clinton Health Reform

Higher premiums led many workers to opt out of buying coverage even when it was
made available to them. Others never even had the chance. In fact, the dissolution of job-
based health coverage was the main reason that 40 million people found themselves
without health coverage by the start of the 1990s.%8 The majority of the newly uninsured
were hard working people, sometimes working several part-time jobs to make ends meet.
But, just as low insurance premiums and a tight labor market once galvanized employers
to offer decent coverage for their workers, now high insurance premiums and a

competitive labor market dissuaded employers from providing coverage.
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It is not surprising then that a 1991 Gallup poll revealed that 91 percent of the
American people believed there was “a crisis in the health care system.”®® Healthcare
ranked just below the economy as the most important governmental issue to be addressed
by the time President Bill Clinton took office in 1992.7° Riding this seeming tide of
constituent support, Clinton proposed his plan for healthcare reform. But, while there was
overwhelming agreement that there was a problem, there was no agreement as to how to
remedy the problem. Polls revealed that when the Clinton team began work on revamping
the healthcare system, they enjoyed a 71 percent approval rating.”* However, interest
groups began pumping millions of dollars into persuasive anti-healthcare reform
advertisements and by April 1994, when that proposal evolved into the Health Security
Act, that lead dropped to 41 percent.”* Resistance came from several sources: the health
insurance industry, corporations fearing tax increases, conservative members of Congress
opposed to any increase in government involvement and voters apprehensive about a
reduction in health coverage.®® 2 It soon became clear that Americans supported reform
as long as they didn’t have to change a thing. When media reports suggested that reform
might affect which doctor they could see or what hospital they could go to or that a
modest tax increase might be required to help defray costs, surveys revealed that support
plummeted. Most American’s believed that ineptitude, greed and corruption were the
main reasons health care costs were so high. Simply target those nefarious practices and
the money saved could then be reinvested with no personal sacrifice or additional cost
necessary.’

The defeat of Clinton’s healthcare plan resigned liberal interest groups to pursuing a

more gradual tack. As a result, the 1990s saw both Medicaid enrollment jump from 25
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million to 43 million and bipartisan support develop for a federally mandated, state
administered program earmarked for children.>® Created by the Balanced Budget Act,
Congress enacted the State Child Health Insurance Program (SCHIP) in 1997. This
program provided states with just over $40 billion over a 10-year period to provide health
insurance coverage for targeted low-income children under age 19 who are not Medicaid
eligible and who are in families with incomes below 200 percent of the federal poverty
line. Within broad federal guidelines, each State determines the design of its program,
eligibility groups, benefit packages, payment levels for coverage and administrative and
operating procedures. SCHIP provided a capped amount of funds to States on a matching
basis for Federal fiscal years 1998-2007.72 The reauthorization and expansion of SCHIP
was passed and signed by Obama in 2009, after two vetoes by George W Bush.”? Less
than 1 million children were enrolled in SCHIP in 1998. Today, more than 7 million

children are enrolled.”

Nonurgent Use

Hospital EDs are caught in the nexus of two problems: lack of access to primary care
for millions of people and spiraling healthcare costs. The 1980s saw the ED become a
catchment for those seeking nonurgent care in large part because they had no alternative
place to go.>® Research in the late 1970s and 1980s largely zeroed in on nonurgent
problems from a cost containment perspective.” By the mid-1980s, policymakers and
managed care organizations had latched onto those figures and shifted the focus from
how to control charges to how to control patients’ access to emergency services.?” ® The
General Accounting Office (now known as the Government Accountability Office)

published an oft cited report in 1993 targeting the uninsured as one group responsible for
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the increasing number of patients in the ED, as well as, asserting that 43 percent of ED
patients presented with nonurgent conditions.>® These two statistics served as a
springboard for discussions about “inappropriate” ED use that dominated the literature
for the next two decades. But, absent a consistent definition of “nonurgent,”
quantification became problematic.”-"> Estimated rates of nonurgent ED visits range
from 20 percent to 80 percent.’® 7" Researchers began to parse the semantics of terms
such as “inappropriate” and “nonurgent”. The trouble that many authors pointed out is
that “nonurgent” is a subjective term and they challenged the term “inappropriate” as
stigmatizing and, simply put, inappropriate. The consensus now is that while
inappropriate visits may be nonurgent, not all nonurgent visits are inappropriate.””
Nonurgent ED visits are defined as those visits in which a delay of several hours would
not increase the likelihood of an adverse outcome.®

There were nearly 130 million® visits to EDs across the United States in 2012, up from
90 million just a decade before.” It has been estimated that one-third of total ED visits
are for nonurgent problems.*° In pediatrics, where 90 percent of children have private or
public insurance and most have a primary care practitioner, upwards of 82 percent of
pediatric ED visits are for nonurgent problems.’® 8 Babies under 12 months old had the
highest visit rate at 88.5 visits per 100 infants.8! Less than four percent of pediatric ED
visits nationally result in admissions although that number is higher for children’s
hospitals where admission rates are estimated at 10-25 percent.®? Explanation for ED use
IS determinant on two criteria: a patient’s symptoms upon presentation to the ED and a
patient’s diagnosis upon discharge from the hospital. Policymakers have focused on the

latter, tagging diagnoses as evidence that many ED visits are unnecessary. But
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researchers caution that nonurgent does not always mean unnecessary. Just because
pediatric patients are mostly insured and their conditions nonurgent, does not mean that a
hospital visit is inappropriate. Pediatric patients may present with symptoms that are
easily treatable, but with limited hours of operation and limited medical equipment at
their disposal, primary care physicians are often ill-equipped to diagnose and treat these
minor cases.”

Between 1994 and 2004, hospitals experienced an 18 percent increase in annual ED
visits while the number of hospitals with 24-hour EDs declined by 12 percent,* 8 leading
to a situation in which demand outpaced capacity. Overcrowding became a serious
problem as it resulted in longer wait times, ambulance diversion and possible
compromised care for all patients. The media portrayed EDs as “clogged with uninsured
patients seeking routine charity care,”® policymakers began pointing the finger at
Medicaid patients’ heavy reliance on the ED as the problem?® and studies linked the
increase in nonurgent use to the ever-present issue of overcrowding.8 8" One by one
those portrayals are being challenged.

Insurance, demographic, socioeconomic and health factors are all strong determinants
of an individuals’ ED use, but some of the research findings run contrary to popular
belief. Cunningham found that communities with the highest levels of ED use did not
necessarily have the highest numbers of uninsured, low-income, racial/ethnic minority or
immigrant residents.*® Communities with high ED use had a higher percentage of African
Americans than low-ED-use communities had, although low-ED-use communities had
much higher levels of Latinos and noncitizens compared to high-ED-use communities.*°

A number of studies have found that the recent growth in ED use is driven by people with
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private insurance, higher incomes and a private physician as their usual source of care.**
8-9 ED visits by the privately insured increased by 24 percent between 1996-1997 and
2000-2001, as compared to a 10 percent increase for uninsured patients.®® However, in
public hospitals that see a disproportionately high number of uninsured patients, this
increase in visits could contribute to overcrowding.?’

ED visits have increased among the insured as well as the uninsured. Nonurgent use of
the ED, therefore, is seen as evidence that primary health care services are not adequately
accessible to the uninsured,®! the underinsured® and, increasingly, the privately
insured.® In an attempt to cut costs, some states have passed legislation to deny or limit
Medicaid payment if the patient’s diagnosis on discharge from the ED appears to reflect a
“non-emergency” condition. While this may seem like a sound way to reduce healthcare
spending, the literature suggests otherwise. A 2005 article found that, for children,
enrollment in managed care was associated with a reduction in ED utilization.>” Another
study designed to promote the use of primary care facilities among Medicaid children and
decrease ED utilization found that while ED utilization was significantly lowered, the
diversion program offered no cost benefit.** Further, distinguishing accurately between
urgent and nonurgent conditions can prove difficult for people. One study found 82
percent of nonurgent patients considered their condition to be urgent.®® Attempting to
discourage patients from using the ED on the likelihood that they will have
nonemergency diagnoses risks sending away patients who require emergency care.

Hospitals have begun to look carefully at the gaps in the system that lead to
overcrowding. The input, throughput and output model introduced by Asplin has been

used extensively in the literature for categorizing the causes for, and potential measures
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of, overcrowding.®* Input factors include why more people are presenting to EDs,
throughput focuses on the actual operations of the ED and output factors include the
ability to transfer or discharge ED patients. Many studies, including a 2003 U.S.
Government Accountability Office report countering its own 1993 report, are asserting
that overcrowding is not a result of an increase in nonurgent patients but a problem with
output; it’s due to delays of moving admitted patients to inpatient beds.* 8 87.94

Still, providing nonurgent care in the ED is problematic for several reasons. Overhead
costs are much higher in the ED than they are in a clinic due to the expensive equipment,
the additional staff needed and because they are always open. Additionally, unlike the
clinic, there is no patient familiarity and therefore, no continuity of care. ED staff must
take a new medical history, perform a full examination and order new, often repeat,
laboratory tests with every visit. That said, however, there is debate in the literature as to
whether providing nonurgent care in the ED is cost-effective and there was a belief that
significant cost savings could be achieved by diverting nonurgent patients from the ED.%

To some extent, EDs welcome the revenue generated by nonurgent visit. A study by
researchers at the University of California calculated that by closing the ED, a hospital
would lose one-third of its inpatient admissions.®® Inpatient admissions, they contend,
account for an estimated average profit of $1,220 per person.®” And, even if these
nonurgent visits do not result in an admission, patients may require inpatient or other
“profitable” hospital services in the future.*® Williams (1996) explained that many of the
costs in the ED are fixed.® He suggested that by looking at the “marginal” costs of
treatment of nonurgent care in an ED, the true cost of nonurgent care is actually

“relatively low,” and potential savings from diverting patients to a private physician may
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be much lower than commonly believed.®® The marginal costs are the extra costs that
would be incurred for an additional office visit. That is, the cost of opening a primary
care or similar facility off hours. The results of this study indicate that ED costs are
similar to those of an office visit.*® It is also widely assumed that emergency care
consumes a large portion of the health care dollar. However, in the United States, over
120 million people a year are treated in an ED accounting for only three percent of
healthcare spending.8* Limiting access to this care would not result in substantial cost
savings.

Critics counter, that while Williams’ assessment may be right, because ED care is
fragmented and uncoordinated, it should not serve as a substitute for comprehensive
primary care. Although using emergency facilities for primary care makes perfect sense
to a patient with no alternative, patients and society pay more and get less when such care

is rendered in the ED.

Universal Healthcare

The U.S. Constitution created a federal system in which authority is dispersed and
divided between the federal and state governments. The controversy over whether power
and authority should be centralized in the federal government or decentralized in state
and local governments is an ongoing debate in American politics. Thus, despite the
increased role of the federal government in the healthcare field starting in the 1960s,
overall authority over health policy remains divided and shared among the federal, state
and local governments.

It is impossible to discuss the topic of universal health coverage without getting

entangled in a philosophical debate about whether healthcare is a right or a privilege.
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Those who believe it to be a right argue that it should be made available to everyone
regardless of age, race, sexual orientation or socio-economic status. And, as a right, the
government would be obligated to fund it and ensure healthcare access to all as it would
be inexcusable for any person to do without. On the other side of the aisle, opponents to
universal health care argue that healthcare needs to be limited to a “negative” right.
These persons viewed healthcare as the responsibility of the individual and see too many
undeserving people on the government dole, which signifies a gross mismanagement of
taxpayer dollars.

While most democratic nations have interpreted their constitutions as guaranteeing
healthcare to their residents, the United States stands alone in its inability to recognize
basic healthcare as a fundamental right. Only prison inmates are guaranteed a
constitutional right to healthcare in this country. In Harris v McRae, 1980, the Supreme
Court expressly held that U.S. citizens are not endowed with a fundamental right to
healthcare and the government is in no way obligated to provide healthcare.®® That said,
however, piecemeal legislation, most notably, Medicaid and Medicare is moving toward
universal healthcare for its enrollees. Ironically, EMTALA, originally designed to protect
Medicare and Medicaid patients, was soon extended to all patients becoming the first
piece of legislation to actually guarantee an affirmative right to treatment. The problem
with EMTALA is that it is largely unfunded.

Basic health care is recognized as essential to human dignity under international
human rights law, alongside shelter, food and education. Internationally, healthcare was
first recognized as a right in the 1946 Constitution of the World Health Organization

(WHO) whose preamble reads, “the enjoyment of the highest attainable standard of
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health is one of the fundamental rights of every human being without distinction of race,
religion, political belief, economic or social condition.”®® The Universal Declaration of
Human Rights (UDHR), spearheaded by Eleanor Roosevelt, and generally supported by
the United States, was adopted by the United Nations in 1948. Article 25 of the UDHR
states, “everyone has a right to a standard of living adequate for the health and well-being
of himself and of his family...and the right to security in the event of unemployment,
sickness, disability, widowhood, old age or other lack of livelihood in circumstances
beyond his control.”*% Again in the 1966 International Covenant on Economic, Social
and Cultural Rights, the right to health was recognized as a basic human right.*® The
United States remains the sole industrialized democracy not to have ratified this
Covenant in which Article 12 provides for the right of everyone to “the enjoyment of the
highest attainable standard of physical and mental health.”0

Interestingly, every presidential administration, Republican and Democratic, since
1912, has pushed for some type of healthcare reform. And, every major attempt at reform
has summarily been met with strong opposition from labor unions or special interest
groups representing powerful organizations, such as the AMA.2%2 Franklin Delano
Roosevelt wanted to add a health insurance provision to the Social Security Act of 1935
but fearing that opposition from the AMA would derail the legislation entirely, dropped
the idea.'® During the Truman administration, Senators Robert Wagner of New York and
James Murray of Montana and Representative John Dingell of Michigan introduced a
national health insurance bill, modeled on the same principle as Social Security in which
employees and employers contribute to a common fund. Truman supported the proposal,

but a conservative turn in Congress dashed any chance of reform. Truman revisited this
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bill in 1948 after making national health insurance a central issue in his bid for reelection.
But, fierce opposition arose, most notably, from southern congressional representatives
and the AMA, who attacked the proposal as “socialized medicine.”2% A catchphrase that
tapped into a collective fear in American politics that began in the New Deal era and
continues on to the present.

In the 2008, World Health Organization’s World Health Report, the argument was
made that universal health coverage was necessary in order to promote health equity.** Of
the thirty-four countries participating in the Organization for Economic Cooperation and
Development (OECD), only Mexico, Turkey and the United States are without universal
coverage. The Report goes on to describe the “technical challenge” of moving towards
this goal by elaborating on three objectives referred to as the breadth, depth and height of
coverage.* Universal health coverage is considered effective when protection is
expanded to the uninsured (breadth), when the range of services covered is expanded
(depth) and when payment is reduced at the time service is rendered the “height” of
coverage is expanded.

Cost is an oft cited argument against healthcare reform. Opponents claim that
providing health coverage for all Americans is simply too expensive and cannot be done.
But, what many Americans fail to realize is that under our present system, the insured are
carrying the cost of those 50 million uninsured citizens.®® When the uninsured go to
private hospitals, the cost of their health care simply gets added to the bills of privately
insured patients which are then ultimately paid for by the insured patients and by their
employers in the form of higher premiums and higher deductibles.®® When the uninsured

go to public hospitals, those costs are paid for by taxpayers through state and county
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spending on indigent health care services.®® Americans are adamant in their determination
not to pay a formal tax for healthcare but seem to have no problem paying the same
amount, if not more, in an indirect manner.

Working people account for a significant portion of the 50 million uninsured. In 2011,
one in seven full-time employees was uninsured, representing over 15 percent of the U.S.
full-time workforce.®> Many of these workers found themselves ineligible for public
benefits, but with household incomes less than 300 percent of the federal poverty line
they are unable to afford their employer-sponsored insurance, if their employer even
offers insurance. This is not a problem felt by only the lowest socioeconomic class, many
middle-class families find themselves uninsured as well.8® A staggering 32 percent of the
U.S. uninsured population had a household income of $25,000-$49,000 in 2011.%5 This
increase in uninsured among the middle-class is frequently due to the cost of health
insurance escalating faster than salaries.%*

Another 25-45 million Americans are covered by insurance so inadequate that a major
medical event can spell financial ruin.®® Medical expenses are contributing factors in over
62 percent of individual bankruptcy filings'®® and a quarter of all foreclosures filed in
2007 (before the world financial crisis) were the result of the inability to meet mortgage
payments because of medical costs.2%® According to a study released by the Henry J
Kaiser Family Foundation and the Chicago-based Health Research and Educational
Trust, “the average annual premiums for employer-sponsored health insurance in 2012
was $5,615 for single coverage and $15,745 for family coverage.”°” The cost of
employer-based health insurance nearly doubled in the last decade leaving many

households with middle and lower incomes, little choice.%”
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Compared to the 23 countries that belong to the Organization for Economic
Cooperation and Development (OECD), the U.S. has the highest level of payments
directly from patients in the form of co-pays and deductibles.’°” Yet even with these
supposed cost controlling measures, health insurance rates have continued to rise in
America along with the number of uninsured. The high number of uninsured contributes
to escalating healthcare costs because those that are uninsured do not seek primary care
and utilize more expensive routes of care such as the ED when they become ill.108 109
Recent studies indicate that about 33 percent of those without insurance had utilized the
services of the ED or had stayed as an inpatient between the years 2001 and 2005 in
comparison to about 15 percent of those with insurance.' Other studies show that it is
not just the uninsured using the ED as a point of entry for healthcare. Frequent users of
the ED also tend to be those covered by Medicaid and/or Medicare.®® Medicaid requires
no co-pay or deductibles when a person presents to the ED and with declining provider
participation and limited access to primary and preventative care, Medicaid and Medicare
patients are compelled to rely on the ED for all their medical needs.®

As the uninsured population increases each year, so too does the amount of
uncompensated care provided. Uncompensated care is the total amount of healthcare
services, based on full established charges, provided to patients who are either unable or
unwilling to pay. Most of the financial burden of providing medical services to the
uninsured is borne by hospitals, for which no payment is received. A 2008 study found
that less than 50 percent of all hospital ED charges were reimbursed.**® The amount of
uncompensated care provided is not evenly distributed across different types of hospitals.

Community hospitals remain the largest providers of uncompensated care in the United
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States, although nonprofit hospitals are the most common type of hospital. Nationally,
hospitals’ uncompensated costs have jumped from 3.9 billion in 1980 to 41.1 billion in
201111

Every developed nation that approaches the economic level of the United States
provides universal health care for all its citizens with much lower health expenditures.
The U.S. has committed a higher share of its GDP to healthcare than most other nations
since at least the 1970s.1°” Although there were several other countries with comparable
levels in the 1970s and 1980s, the U.S. has far surpassed them with health expenditures
now amounting to 18 percent of GDP, meaning we now spend nearly $1 out of every $5
on health care.'*? Putting that in individual terms, the U.S. spends $8,233 per year per
person, a figure two-and-a-half times higher than most developed nations in the world.!?
Yet, despite paying twice as much, America lags behind the OECD countries in across
the board health results, most notably ranking last out of 16 industrialized countries on a
measure of deaths that might have been prevented with timely and effective care.
Premature deaths are found to be 68 percent higher than in the best-performing
countries.**®* Between 1960 and 2010 life expectancy at birth increased by almost nine
years, lagging behind the OECD countries’ average of over 11 years and far behind
Japan’s increase of over 15 years.** In 2010, the average American lifespan was 78.7
years, compared to the OECD average of 79.8 years.!'#

Not only does there appear to be little connection between how much a nation spends
on health care and the general health of its people, there also seems to be no connection
between how much a nation spends on healthcare and available services. The OECD

average for practicing physicians per 1,000 people is 3.1, the U.S. has only 2.4
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physicians.'** The number of hospital beds in the U.S. also comes in lower than the
OECD average of 3.4 beds.*'* And, most telling, despite the amount of money spent on
healthcare, racial, ethnic and socioeconomic disparities remain pervasive. Literature
reviews find consistent, credible and robust evidence that health disparities based on race
and ethnicity are evident in both diagnostic procedures and therapeutic interventions.**>
116 Qver the decades, Healthy People has intensified their language on this goal from
2000’s “reduce health disparities” to 2010’s “eliminate health disparities” to 2020’s
“achieve health equity.”*’

Unfortunately, past laws and health reform efforts have not eliminated health
disparities and they have not addressed the fundamental causes of rising healthcare costs.
Therefore, the underlying problems with our healthcare system continue to grow. A 2005
joint report of the National Academy of Engineering and the IOM describes the U.S.
healthcare sector as “an underperforming conglomerate of independent entities
(individual practitioners, small group practices, clinics, hospitals, pharmacies, community
health centers, et al) ...”*'8 America has reached a point where change is necessary in
order to reverse the trend of increasing costs with a less than optimal and equitable return
on public health. The wall the U.S. keeps running into, however, is how to care for its
citizens while balancing its political interests of individual choice, free market and

limited government.

The Patient Protection and Affordable Care Act
Both President Clinton and President Obama faced similar pressures: a liberal faction
that demanded universal health coverage and a similarly energized conservative faction

appalled by the idea of a “socialized” healthcare system. And, just as had happened with
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previous reform efforts, “fear and facts would go to war with each other.”s8 A reform
effort that began with the hope of compromise soon devolved into a complete breakdown
of bipartisanship.

Although the U.S. is still without universal healthcare, and healthcare is still not
recognized legally as a right, recent legislation has been passed with the intent of
developing affordable coverage in line with the breadth, depth and height guidelines
described by the World Health Organization. The Patient Protection and Affordable Care
Act (PPACA) was signed into law along with its amendment, the Health Care and
Education Reconciliation Act, by President Obama on March 23, 2010. The PPACA is
being rolled out in stages over an eight-year period and includes reforms such as
prohibiting insurers from denying coverage for preexisting conditions, expanding
Medicaid eligibility, subsidizing insurance premiums and providing incentives for
businesses to provide health care benefits.!!® In order to achieve its goal of affordability,
a deal had to be struck with insurance companies that were long opposed to such reform.
The Congressional Budget Office estimates that by 2019, the PPACA will cover 32
million more people. In exchange for this increase in the insurance pool, insurance
companies agreed to no longer deny, or impose higher rates on anyone with a preexisting
condition. However, without a legislative mandate, people would purchase insurance
only when they were sick and refuse to contribute when they were healthy. Hence, the
individual mandate (a requirement by the U.S. government to either purchase health
insurance or pay a fine), demanded by Republicans in the 1990s and viewed then as a
conservative policy, became the source of vehement opposition a little more than a

decade later by Republicans who threatened to overturn it.58 True to their word, within
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weeks of the bill’s passage, Republican attorneys general in 26 states had filed a series of
legal challenges to the legislation.5®

The PPACA advocates for socioeconomic solidarity, believing the healthy should
subsidize the sick.®® This is the same model employed by other OECD countries. The
current system in the U.S. is designed for the healthy to cover the unpredictably sick but
it does not ask them to pay for the predictably and chronically ill. The PPACA changes
the ballgame with its ban on discriminatory practices toward those with preexisting
conditions. It also changes the current paradigm with its focus on prevention,
encouraging participation in wellness programs and its provisions directed at reducing
obesity and smoking.*® The individual mandate is in place to keep healthy people from
avoiding coverage. For those unable to afford coverage, the government will pay a
certain proportion of their health insurance premiums. The government proposes to raise
the revenue needed to cover this expense through a combination of new taxes, Medicare
and Medicaid cuts and other financial provisions.*2°

No longer will states be allowed to determine who is eligible for Medicaid, the
PPACA will extend Medicaid coverage to all those within 133 percent of the federal
poverty level (FPL), including childless adults, and will provide subsidized coverage for
those up to 400 percent of the FPL.*2° States will receive incentives and funding though
to provide preventive care through Medicaid at community health centers. The PPACA
also encourages states to create health insurance exchanges where uninsured adults or
small businesses can buy insurance from a range of private insurers. Large businesses are
not required to provide insurance for their employees, but they will have to pay penalties

for those who receive subsidized health insurance from insurance exchanges.%® 120
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To succeed, the PPACA needs to be able to contain costs. Patient-centered medical
homes, accountable care organizations, bundled payments and programs to reduce
readmissions and hospital-acquired conditions are all strategies that the PPACA will be
requiring in an effort to control costs. Americans would like to see this cost containment
occur without any reduction in quality or services. The PPACA will not achieve universal
health coverage despite extending coverage to 32 million Americans but in theory, the
more people who do have insurance and the better their access to primary and preventive
care, the less burden imposed on the ED for nonurgent care. However, if the number of
primary care providers does not increase to meet this growing demand, this influx of
newly insured will be met with providers with already full practices or unwilling to
accept Medicaid’s low reimbursement rates. Therefore, the ED may remain the only
option available to them. If Massachusetts’ reform effort can serve as a harbinger of what
to expect with the PPACA, there will be no substantial decrease in the number of persons
seeking care in the ED for nonurgent care.?* Some speculate that the PPACA will
actually accelerate the problem of overcrowding.

Still, the PPACA is a landmark piece of social legislation with the potential to change
the way healthcare is delivered. The compartmentalized approach to healthcare and
notion of “professional autonomy” of the past, may be replaced with a more
heterogeneous model of healthcare delivery dedicated to patient-centered care, expanded
expertise and collective decision-making.t°> These three principles will oblige the
healthcare industry to rethink how best to meet the health needs of its patients which, in

turn, will motivate Americans to reevaluate how they receive care. The PPACA could
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potentially unseat traditional hierarchies within the medical profession while forging new

professional alliances between formal health care workers and community supports.
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Chapter 3

Literature Review

“No country can be strong whose people are poor and sick” (President Theodore
Roosevelt, 1912)

Transformation of Mental Health

Attitudes toward people with mental illness are often a mixture of fear and sympathy.
This emotional contradiction allows people to feel genuine concern for people with
mental illness while simultaneously favoring actions that exclude them from society. In
the late 19th and early 20th centuries, this exclusion was literal. The goal was to separate
the mentally ill from society and, as a result, the construction of monolithic institutions
for the insane began in earnest. These early institutions served a dual purpose: they
provided society a respite from the chaos and upheaval imposed by the insane while
providing the insane a respite or, asylum, from societal pressures and mores.? But,
asylums were more than just mortar and brick, they were the embodiment of a new
paradigm which shifted attention onto the external, social environment. The environment
was believed, at this time, to both cause mental illness and provide the cure for it.!> Thus,
asylums were designed with the conviction that architecture could effect social change.
Scenic views would prove cathartic for the insane and the physical appearance of the
asylum, both inside and out, would exert an important moral influence. Asylums were
originally viewed as restorative communities- they were places where the insane were
provided opportunities for development outside the purview of society*?* and they

became symbolic of an enlightened nation that humanely cared for its insane citizenry.?
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This was the Progressive Era, a time characterized by a public zeal for social reform
and social justice. This fervor arose in response to the economic and social problems left
in the wake of rapid urbanization and industrialization introduced to America in the 19th
century. Progressives believed their predecessors’ use of punishment, incarceration and a
uniform approach toward the mentally ill was primitive.!? Conversely, they recognized
the uniqueness of the individual and were committed to the more advanced goal of
rehabilitation.'® Asylums, like hospitals, were originally built as places of refuge for
those unable to care for themselves and were in large part founded by religious charities.
They were not medical institutions staffed by medical personnel.*?® In the early days, care
for the insane did not require specific medical training and superintendents of asylums
were no more than glorified administrators. But, doctors, finding it difficult to eke out a
living and command respect in an age when bloodletting, blistering and noxious
chemicals were the principal “cures” in their black bags, saw in asylums, an opportunity

for prestige, power and a steady income.*®

In 1844, thirteen superintendents met and formed the Association of Medical
Superintendents of American Institutions for the Insane (AMSAII), thus making care for
the insane the first medical specialty in the United States.'?” Doctors eager to establish
their authority and proprietary stake in the treatment of the insane and legislators eager to
find an inexpensive way to curb the number of deviants roaming their burgeoning city
streets, worked in tandem to medicalize insanity. AMSAII members began to champion
the need for new publicly funded asylums; they excluded non-medical superintendents of
asylums, no matter how influential or respected, from participation in their organization

and they began staffing superintendent vacancies with their assistants and protégés. All of
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these strategies managed to successfully establish in the minds of legislators and the
public that the only and best way to treat the insane was to remove them from society, in

asylums overseen by medical doctors with specific training.’

The Progressive Era, additionally, was marked by tremendous leaps in scientific
knowledge and technological advancements. This fomented American confidence that the
scientific method was the key to solving not only medical but also mental and moral
problems.1% Science either had all the answers or was on the verge of discovering them.
A formidable foe at this time was syphilis- commonly called “the red plague.”*? It was so
prevalent, that all physicians were aware of its myriad presentations and, as Sir William
Osler, oft described as the “Father of Modern Medicine” famously said, “He who knows
syphilis, knows medicine.”*? This was a disease that caused visible medical problems
like “the pox,” as well as, serious long-term health consequences like blindness, it caused
mental problems like insanity and syphilis posed a serious threat to the family as people
were convinced it was the result of an “inherent weakness of character” and lapses in
moral turpitude.'®® But, science was making advancements. In 1906 the microbe that
caused syphilis was identified and soon infusions of mercury which could prove fatal
were abandoned for Ehrlich’s arsenical magic bullet, salvarsan.'?® In 1913, bacteriologist
Hideyo Noguchi, definitively proved that “general paresis of the insane” (dementia) was
a late manifestation of syphilis. Realizing that paresis remained refractory to salvarsan
while anecdotally noting that high fevers did seem to alleviate symptoms, Julius Wagner
von Juaregg of Austria developed malariatherapy. So successful did malariatherapy seem
to be in treating neurosyphilis that Wagner von Juaregg received the 1927 Nobel Peace

Prize, becoming the first and only psychiatrist to ever do s0.1® If a menace like syphilis
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could be identified and crippled, it was only a matter of time before other social ills and

forms of psychoses met the same fate.

This new found belief in the epistemic and moral authority of science had a profound
effect on the way children were viewed and treated, especially in the eyes of the law.
Children and adolescents were now regarded as uniquely malleable individuals in need of
molding before the rigidity of adulthood set in. This was especially true for those
indigent, often immigrant children who seemed to so easily lapse into patterns of
delinquency. So, rather than punish juvenile offenders, an effort was made to identify the
cause of crime, individualize treatment and rehabilitate. Public fear for these children, as
well as, fear of these children, prompted the establishment of child-guidance clinics to
study and treat delinquency.!?® The question of how to care for these difficult young
offenders prompted juvenile courts to seek professional expertise and psychiatrists, keen
to define social uses for psychiatry beyond institutional care of the insane, summarily
positioned themselves as that authority. Between 1899 and 1925, juvenile courts
proliferated across the United States® and the ineradicable link between psychiatry and

crime was forged.

These “child savers” saw themselves as the creators of a benign, non-punitive,
therapeutic enterprise and felt government involvement was crucial to justly implement
these reforms. The doctrine of parens patria meant the state could “act as a parent” and
provided broad authority for the state to assume custody of the mentally ill and children
deemed wayward and delinquent.'?® Because its goal of rehabilitation was considered in
the best interest of the individual, the line between caring for these children and

controlling them blurred. As a result, what took root was an unshakable paternalistic



46

system of social control. Youth did not have a voice nor were all youth treated equal.
Reforms were couched in moralistic terms and poor children, minorities and girls were
subjected to the harshest controls and cruelest treatments.*? For both the mentally ill and
the juvenile delinquent, experts determined the problem, the state determined how best to
treat that individual and hospital superintendents and wardens asserted control over every
aspect of institutional life. With little to gain from discharging them, indeterminate
confinement/custody was not unusual. What began as a system presuming only the best
intentions for the care and rehabilitation of each individual, soon devolved into an
apathetic system with little need to respect the wishes or protect the rights of patients or

prisoners.

End of Asylums

Asylums continued to play a key role in the early part of the twentieth century but by
the 1940s, the combined effects of the Great Depression and World War 11, rendered
asylums underfunded, understaffed, overcrowded and in a state of physical decay.
Budgetary constraints, a changing demographic and a shift in public policy, all helped
reduce asylums from their restorative ideal to overcrowded warehouses.**® However, their
convenience and establishment allowed them to continue well past society’s belief in
their rehabilitative potential. Persons admitted to these state institutions were being
treated ever more aggressively with insulin shock therapy, electroconvulsive therapy and
lobotomy in desperate attempts to cure insanity.®** Despite the effort, patients admitted to
hospitals failed to recover and a need for long-term care arose. Additionally, the aged,
those over 60 years of age, now constituted the single largest cohort. The combination of

chronicity and age meant that most patients would live out the rest of their lives behind
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asylum walls thus signaling a shift toward custodial care. This was a shift that
psychiatrists, trained first as physicians, wanted no part, so much so, that by 1955 more
than 80 percent of the 10,000 members of the American Psychiatric Association had left
asylums to care for “healthier” patients in outpatient facilities and private practice.'?

Asylums had been at the heart of public policy for nearly 150 years but a series of
exposés revealing the deplorable conditions in these facilities fanned the flames of
change and placed mental health on the political agenda. Interestingly, it was out of the
crucible of war that a new treatment priority emerged. A large number of young
physicians were recruited into psychiatry during World War 11 and were trained in a
psychodynamic model that emphasized the importance of life experiences.’*® Military
psychiatrists witnessed how the stress of combat affected one’s mental state, they realized
that psychiatric disorders were more debilitating and pervasive than once thought and
they found that favorable outcomes could be achieved with early intervention in a non-
institutionalized setting.®! Psychiatrists took these lessons into the postwar era by
advocating for community-based care.

In 1946 the National Mental Health Act was passed, which authorized the creation of
the National Institute of Mental Health (NIMH). The Act supported research relating to
the cause, diagnosis and treatment of psychiatric disorders and supported institutional
grants to train mental health professionals.t?” 132 This landmark legislation marked the
first significant federal legislation that specifically addressed the problems of the
mentally ill. Then, only nine years later, the Mental Health Study Act passed through
Congress, appropriating $1.25 million for the Joint Commission to conduct a nationwide

study of the approaches to treating mental illness and to make recommendations for
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improving care and treatment of the mentally ill.**> The Commission was composed of
professional and lay organization representatives who specialized in mental health care
and treatment. The final report titled, “Action for Mental Health” (1961), recommended
that mental health services be developed on the local level.’® This was an attempt to
reduce the size of state mental health hospitals, utilize local, general hospitals and create
community mental health clinics. A renewed hope was once again placed on medical
science to develop effective interventions to ameliorate mental illness. The days of
institutional care were over and championing an enlightened approach toward

mainstreaming individuals back into the community became the new public policy.

Deinstitutionalization

The policy of deinstitutionalization promoted improved access to psychiatric services
by reallocating resources from the centralized psychiatric hospitals to community-based
psychiatric services, located closer to people’s homes.*® The principle behind this
approach presumes that psychiatric hospitals are more expensive to resource and serve
fewer patients than community-based services. In addition, it is believed that people are
more likely to access services that are located in a convenient location. Its aim toward
stimulating local communities to accept responsibility for delivering psychiatric care to
their citizens, was incredibly successful at emptying the asylums. Between 1963 and
1980, the number of patients in state mental hospitals dropped by 70 percent.* Research
converges on three major social and political forces that contributed to
deinstitutionalization during the 1950s, 1960s and 1970s: technological advancements in
drug therapy for treatment of mental illness, economic incentives to shift care for the

mentally ill to community-based outpatient facilities, and changing societal attitudes
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regarding mental illness.12 13¢

Drug Therapy

A series of chance discoveries led to new treatment options for psychoses and had a
profound effect on psychiatric practice. Psychotropic medication could now be used long-
term to help mitigate symptoms, and, more importantly, could abate acute psychotic
episodes, allowing treatment for mental illness to be offered on an outpatient basis.
Institutionalized patients were no longer considered incurable or untreatable and hospital
stays could now be measured in days rather than years.'* The “tranquilizer” effect of
Thorazine was discovered during research on anesthesia and it became the first effective
antipsychotic medication.®* Thorazaine did not provide a cure but it was immensely
effective in controlling the most debilitating symptoms of psychosis, including delusions,
hallucinations and agitation. By 1956, over two million patients had been prescribed
Thorazine and at least 37 states were using it, or a similar antipsychotic medication, in
their state mental hospitals.®** Intractable mental illness suddenly became a manageable
problem. This new therapeutic armamentarium began to shift public policy. Now that a
pill was available, the mentally ill were upraised “to the status of patients in the eyes of
many members of the public.”*** Mental illness was now viewed as a medical condition
and new theories about a biological origin began to emerge. Moreover, pharmaceutical
companies, seeing Smith Kline’s success with Thorazine, hastened to develop new

psychotropic medications.

Economic Incentives
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In February 1963, President Kennedy addressed Congress and urged them to aid those
in need of mental health services. Congress heeded this call and passed the Community
Mental Health Centers (CMHC) Act that year, which called for the construction of 2000
centers.’?” The CMHC had the support of both the political right and left. The right
wanted to close the mental hospitals to save money and the left thought it was “freeing”
prisoners from inhumane conditions. The basic goals of the Act were to 1) make mental
health services available and accessible to the local patient population when needed; 2)
make the services comprehensive and include children, adults and the aged, through
multiservice programs; 3) to ensure the programs were thoroughly coordinated so that
continuity of care would be guaranteed to those seeking treatment; and, 4) emphasize
prevention, as well as, diagnosis and treatment in the overall operation of the CMHC
program. The Act authorized federal matching funds of $150,000,000 to be used over a
three-year period by the states to construct comprehensive mental health centers.® In
many ways, this sanction was an extension of the 1946 Hill Burton construction program,
and was put into effect to assist local communities with building adequate mental health
facilities. The shifting of funds from states to the federal government was a major effect
of this legislation.**

Immediately following the passage of Medicaid in 1965, states began to take
advantage of this initiative designed to provide assistance for a variety of disabled
groups. Specialty psychiatric hospitals were excluded from Medicaid coverage but
nursing homes were not. Thus, states began to transfer elderly patients from mental
hospitals to nursing homes.*?2 Nursing homes did not typically offer psychiatric care but

money became the bottom line. States recognized a significant cost savings if psychiatric
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inpatients were to be transferred there. As a result, during the 1960s, the nursing home
population nearly doubled from 470,000 patients to 928,000 patients.*?? 135 Medicaid and
Medicare became the largest supporters of the mentally ill, without ever being labeled
mental health programs.** Other federal programs, such as Supplemental Security
Income (SSI) and Social Security Disability Income (SSDI), further encouraged states to
shift costs by discharging patients with severe and persistent mental illnesses from mental
hospitals. Under SSI and SSDI, federal funds are provided as income support to people
with mental disabilities living in the community.!22 1%

By 1980, only 482 of the 2000 needed community mental health centers had received
federal construction funds.®*® The CMHCs were intended as the capstone of a progressive
new policy but they failed to meet this promise. Why? First, many state governments
simply did not have the means to match the federal funds. And, second, the CMHCs were
designed with a relatively healthy population in mind and did not account for the specific
needs and sheer numbers of people with chronic and severe mental illness. Many of these
people had no family, and with lack of coordinated services for those who remained
hospitalized or were discharged into the community,'?> 127 integration back into the
community became problematic, leaving many people to slip through the cracks. This
new demographic of young adults with severe or chronic mental illness began to drift in

and out of correctional institutions, psychiatric wards and emergency departments.s

Changing Attitudes
The civil rights movement of the 1960s and 1970s included a growing concern for the
civil liberties of people with mental illness and for those who might be labeled as such.

The zeitgeist of the era placed significant importance on individual freedom and human
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rights. Institutionalization became an affront to these staunchly held cultural values.
Spurred by outspoken writers such as Thomas Szasz, Thomas Scheff, Erving Goffman
and Michel Foucault, psychiatry came under attack. These critics were highly
denunciatory of both the social control elements imposed by the modern day mental
health establishment, and of the use of the medical model to describe and treat “mental
illness.” They cast doubt on the moniker “mental illness,” arguing that it was merely a
cultural construct and the result of an arbitrary decision made by a person of power.3
Psychiatric diagnoses were scrutinized as a form of social control; a means to classify and
label people exhibiting socially undesirable behavior in order to justify confinement.'4
Labeling theory held that a diagnosis of mental illness was simply one possible response
to behaviors that violated social expectations. It was the societal reaction to the
behaviors, rather than any actual medical condition that was considered the determining
factor. A patient, they contended, had little defense against capricious decisions made by
someone acting in an official medical or legal capacity.** 140

Prior to the 1960s, mental health law did not exist. That is not to say there wasn’t the
occasional malpractice lawsuit, but the states had broad authority regarding the
conditions under which people with mental disorders were confined and treated. Civil
commitment laws permitted the indefinite involuntary commitment of a person on the
certification of a physician- not just psychiatrists, but any medical doctor- that the person
had a mental disorder.*** This act, it was argued, stripped away an individual’s liberty
without due process of law. Legal advocates sought reforms restricting involuntary
psychiatric treatment and filed claims in federal court calling for judges to make civil

commitment decisions rather than physicians. Attorneys turned to the Brown v. Board of
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Education lawsuit filed in Topeka Kansas in 1954, which overturned the 1896 Plessy v
Ferguson decision of “separate but equal,” as their legal precedent. The Brown decision
provided the spark necessary to galvanize the nascent civil rights movement into motion
by firmly establishing the federal courts as the forum where groups sought redress for
claims that their constitutional rights had been violated.** In order to argue that civil
commitment was a deprivation of constitutionally protected liberty, advocates made three
claims: 1) psychiatric diagnoses were so imprecise, they could not reasonably be used to
take away a person’s liberty; 2) people who were involuntarily hospitalized suffered great
social stigma, as well as, collateral loss of basic civil rights; and, 3) confining people
indefinitely to the often harrowing conditions found in mental hospitals, based only on an
imprecise medical diagnosis, violated fundamental constitutional rights. 4

The legal strategy for deinstitutionalization centered on the Due Process Clause of the
Fourteenth Amendment and sought 1) to put procedural limitations on involuntary
commitment and treatment; and 2) to guarantee treatment for people confined to state
institutions. While both strategies, on the surface, appear to represent a tremendous civil
rights victory, they did not go far enough.*®! The first argument kept new people out by
making it exceedingly difficult to have someone committed. The trouble was that people
were generally committed to these state facilities because there was no other effective
option for treatment. The doctrine merely kept states from committing people to mental
hospitals, it did not mandate that resources for obtaining alternative mental health
services be made available.’* The second argument was designed to bring conditions in
state hospitals up to acceptable standards. Skeptics worried this legal tack would actually

work against deinstitutionalization turning institutionalization into an individual right and
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therefore a governmental duty, but, instead, it set an unattainable standard of care. Right
to treatment imposed such a financial burden on states that they found it more economical
to not only keep people out, but move those already committed back into the
community.** Again, with no safety net in place.

In institutions a single source supplies an individual’s lodging, delivers benefits,
maintains order and provides treatment but in the community services need to be
coordinated. One source supplies an individual’s lodging (a housing agency), another
delivers benefits (a welfare agency), a third maintains order (the criminal justice system)
and a fourth provides treatment (the mental health system). Lack of coordination is one
factor that led to the serious problems the nation has seen as a result of
deinstitutionalization. As Gerald Grob, a noted mental health historian concluded,
“Ironically, the mentally ill became the victims rather than the beneficiaries of policies

believed to have been designed for their benefit.”%

Deinstitutionalization in Arizona

The “Territorial Insane Asylum at Phoenix, Arizona”, the predecessor to the Arizona
State Hospital opened its doors early in January 1887 for 61 patients.*? Census in the
Arizona State Hospital mirrored national trends. The population nearly doubled in a
decade with a patient population of nearly 2000 by the early 1950s.%* In 1970, in step
with the national trend of deinstitutionalization the Arizona State Legislature passed
Senate Bill 1057.242 This bill required that patients must be dangerous to themselves or
others in order to be confined to the state hospital. As a result, patients, many of whom
had been at the hospital for years, suddenly found themselves without support, and on the

streets of downtown Phoenix. Within a month of the bill’s passage, close to 1700
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patients had been discharged from the Arizona State Hospital without any plan for
continuing care.'*

In 1981, Arizona spent less than any other state or territory in the nation on mental
health services.'*® Phoenix attorney, Charles “Chick” Arnold filed a class-action lawsuit
(Arnold v Sarn) that year against the Arizona State Hospital and Maricopa County for
failure to provide comprehensive community-based mental health services to persons
with chronic mental illness.*®* Maricopa County includes Phoenix and makes up
approximately 80 percent of the state population.*** The case was won at both the trial
and appellate levels and ordered the Arizona State Hospital to establish that all persons
with serious mental illness be entitled to appropriate care and treatment involving
continuum of care.*** Despite the defendant’s pleas of inadequate funds, they were
mandated to fulfill their state-law obligations to provide a unified and cohesive system of
community mental health care.®* The Arnold opinion ended on a note of optimism and
passion: “The moral test of government is how it treats those who are in the dawn of life,
the children; those who are in the twilight of life, the aged; and those who are in the
shadows of life, the sick, the needy and the handicapped”** but, unfortunately, that moral
entreaty was not enough to fix the structural problems that plagued the state’s mental
health system. As a result, in the decades since the suit was filed, it has been the subject
of numerous legal fights and reviews, at a cost of hundreds of thousands (millions, by
some advocates’ estimates) of dollars, as the state struggled to follow court orders and
earlier compliance agreements. The lawsuit took over 30 years to be resolved.

On January 8, 2014, coinciding with the third anniversary of the high profile Tucson

targeted shooting of Gabrielle Giffords, the state reached a settlement agreement ending
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33 years of litigation. Under the agreement the State will provide enhanced and expanded
services to about 21,000 mentally ill people in Maricopa County.***  Although the lawsuit
was specific to Maricopa County, the State will also provide services to several thousand
mentally ill people in Arizona’s 14 other counties. The State has agreed to adopt national
quality standards for treatment, and will conduct annual evaluations of the program’s
effectiveness. In addition to the new housing and jobs programs, crisis intervention and
respite care services, family and peer support and life skills training will be provided for
the mentally ill and their families. More specifically, the State is required to create up to
1500 additional supported housing units, 1250 supported employment placements, 13
ACT teams and 1500 peer support services.* Agencies providing these services must
comply with the Substance Abuse and Mental Health Services Administration
(SAMSHA) fidelity standards for each program model. Using trained and qualified
reviewers, the State must conduct annual evaluations of all agencies providing these
services, and take corrective actions to ensure compliance with these standards. In
addition, the State must conduct annual independent reviews of a sample of class
members to determine if their support needs are being met, as well as separate
independent reviews of the capacity of the service system to meet the overall needs of
persons with serious mental illness in the County. 44

Judge Edward Bassett approved the landmark settlement agreement in Arnold v Sarn at a
fairness hearing on February 27, 2014. If the State complies with its initial obligations,
the case will be dismissed September 2014, pursuant to an order which allows the Courts
to continue its jurisdiction and enforcement authority over the settlement on an indefinite

basis.1*
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Transinstitutionalization

The push behind deinstitutionalization of the mentally ill was economic but the
rationalization was benevolence. The problem was that the tax dollars spent on
hospitalization did not follow the patient into the community. President Kennedy was
assassinated a month after the CMHC Act was signed into law and the Vietnam War was
escalating, and so, resources and attention were diverted elsewhere. Without pressure
from the executive branch, community resistance to placement of the CMHCs in their
“backyards” successfully thwarted progress.® And, despite this failure to build and fund
community-based centers, the foundational phase of the deinstitutionalization process,
the second phase of emptying the nation’s asylums began in earnest. Although the moral
outrage against the confinement and treatment of mentally ill individuals in institutional
care was warranted, the implementation of deinstitutionalization failed to meet its
benevolent promise. As Dr. Robert Reich lamented in the American Journal of
Psychiatry in 1973, “The freedom to be sick, helpless and isolated, is not freedom. Our
present policy of discharging helpless people to a hostile community is immoral and
inhumane.”*** Once released on the streets, societal tolerance was put to the test. Empathy
and compassion for people with mental illness was quickly replaced by fear and anger.
The media helped stoke these emotions. Where, prior to deinstitutionalization, Academy
Award-winning films such as One Flew Over the Cuckoo’s Nest (1975), adapted from
Ken Kesey’s 1962 novel of the same name, served to promote the offenses suffered by
people with mental illness; after deinstitutionalization, the media turned to

sensationalized stories of people with mental illness committing offenses. Soon, persons
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with mental illness were treated with apathy at best, and a punitive, retributive stance was
again expected and accepted by mainstream America.!®

The treatment of choice for these displaced persons fast became our nation’s jails.
Many researchers would argue that deinstitutionalization never took place, it simply
morphed into transinstitutionalization- the transfer of patients from treatment facilities to
“nursing homes and penal institutions.”*# In 1984, it was estimated that 50 percent of
nursing homes were populated by people with a primary or secondary diagnosis of
mental illness.’*® The 12 year period between 1980 and 1992, witnessed a 154 percent
increase in the number of individuals with mental illness in jails.**® Seemingly overnight,
the police became the first responders to psychiatric emergencies.

In 1960, there were 535,000 public psychiatric beds nationwide. That number had
been reduced to 43,318 by 2010.%%7 In 1988 Arizona ranked 53 out of 50 states in per
capita spending on mental health but had improved its ranking to 14" by 2010. However,
despite this increase in spending, Arizona still ranked next to last in likelihood of having
mentally ill individuals in hospitals.'*® The recommended number of beds is 50 per
100,000 people to provide the minimal amount of care for people in crisis. Arizona has
4.1 beds per 100,000 people.’*” The Treatment Advocacy Center found the odds of a
seriously mentally ill person being held in an Arizona detention facility, compared to a
psychiatric hospital were 9.3 to 1 compared to the national average of 3.2 t01.1% 143

In 1991, a class-action lawsuit was filed on behalf of poor children. J.K. v Eden
sought adequate addiction and mental health services for 14,000 Medicaid-eligible
children in Maricopa County.'*® The gravamen of this case was that Arizona had failed to

provide the mental health treatment mandated by Medicaid’s Early and Periodic
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Screening, Diagnosis and Treatment (EPSDT) mandate. The plaintiffs introduced seven
separate reports by independent investigators who found 1) children did not have an
acceptable service plan in two-thirds of the cases reviewed; 2) 56 percent of the children
did not have an adequate assessment of their behavioral health needs; 3) delivery of
services was not timely of competent in 62 percent of the cases; and, 4) in half of the
cases where services were terminated or reduced there was no clinical justification in the
case records.* According to the reports, the system’s performance failed every age
group but was the worst for children 14 years and older.’*® Ten years later, the State
agreed to a fundamental shift in the way it treats children and families. The agreement is
founded on a set of principles that stress treating children and families with respect and

promoting collaboration among agencies.

The Mental Health *“System”

The organization, financing and provision of mental health services remains a
complex, confusing and fragmented mix of nonaligned public and private delivery
systems. Uncoordinated funding streams and differing eligibility requirements make
service delivery even more fragmented for children than for adults and is worse yet for
minority children.®™! Poor and minority youth, despite a higher need for services, often
receive lower quantity and quality of mental health services.***%¢ The Surgeon General
lamented in the first ever report on mental health published in 1999, “Even more than
other areas of health and medicine, the mental health field is plagued by disparities in the
availability of and access to its services. These disparities are viewed readily through the
lenses of racial and cultural diversity, age and gender.”*” Thirteen percent is the number

the National Center for Children in Poverty published in 2006.%%” Only 13 percent of
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children from diverse racial and ethnic backgrounds receive mental health services.'*
Yet, even amongst the highest served group, Whites, only 24 percent of children have
their mental health needs met.*® Meta-analyses substantiate that denizens of cities are at
higher risk for mood disorders, anxiety disorders and schizophrenia, yet two-thirds of
children living in low-income, urban communities who are in need of mental health
services, do not receive them.'® More disturbing, those children most in need of services
in terms of seriousness of mental illness or complexity of social situation, are the least
likely to return for a second visit.'58 15° Research has found that minority parents are less
likely to report mental health problems and more reluctant to have their children receive
and continue mental health services than are White parents.'®® Exacerbating the problem
is that fewer pediatricians, family physicians and psychiatrists practice in inner-city and
low-income areas, where most minority populations live.** But, even when minorities
access care they are significantly undertreated compared to their White counterparts.6?- 162
There are five main systems that work on behalf of, or to intervene in the lives of,
children and adolescents: 1) the primary medical care sector (including primary
physicians and emergency departments), 2) the specialty mental health sector (including
mental health professionals and public and private facilities), 3) the education sector
(including school-based services and counseling), 4) the child welfare sector and, 5) the
juvenile justice sector.1%® However, these systems work independently of one another and
given the distinct lines in state budgets for services, no financial incentive exists to
encourage personnel and administrators to intervene early in a child’s life, averting the
probability that the problem will escalate and be more costly for that agency and society

in the future. When quality community-based services are not available or accessible,
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youth in need of mental health services are bounced around between the various agencies
because no one knows what to do with them. More often than not, they end up
hospitalized or remanded to the child welfare or juvenile justice systems at taxpayer
expense. Lack of community-based treatment has led to a high rate of unwarranted
institutionalization of children who have mild, correctable psychological disorders.*%*
These five systems, as explained below, are all interconnected. With better coordination
of services, better access to services and effective services for all children provided
“upstream,” the cost savings would accrue through fewer emergency room visits, fewer
psychiatric hospitalizations, fewer disruptive crises in school, less need for child welfare

intervention and lower recidivism.

Primary Medical Care Sector

Twenty percent of children have diagnosable mental health conditions.? %165 Ag
would be expected, the highest prevalence of psychopathology can be found in
adolescents (15 percent) but a review of 52 studies revealed a staggering median
estimated prevalence of psychopathology among preschoolers at eight percent.’®® One
study of 3,860 preschoolers in a primary care pediatric setting found 8.3 percent of
children had behavior problems and 21.4 percent showed evidence of an Axis | disorder
(all psychological diagnostic categories except mental retardation and personality
disorder).t*¢ And, childhood mental health conditions don’t end in childhood with
upwards of half of all lifetime cases of mental illnesses beginning by age 14.%" In
children diagnosed with attention deficit hyperactivity disorder (ADHD), one study found
60 percent of them continued to demonstrate mental health problems into adulthood.®

Adolescent depression, as another example, often continues, unabated into adulthood.*®®
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Regardless of age, mental health problems left untreated are associated with increased
medical illness, greater medical health services use, and increased mortality.*® There is
evidence, for example, that depression predisposes an individual to developing
myocardial infarctions, and conversely, myocardial infarctions increase the likelihood of
depression.?®® Only mental illness can impose such profound consequences on a person’s
quality of life. Yet, only one in five children receives treatment.2 17 Most comorbid
conditions require the coordinated and holistic treatment of both physical and mental
health symptoms and research shows that collaboration between primary care physicians
and mental health specialists is necessary if better outcomes are to be achieved.' Since
nearly all children receive pediatric primary health care, this setting is well positioned to
detect problems. But, primary care physicians are not fully trained to diagnose or treat
mental health problems, mental health professionals are not trained to work in primary
care settings and, perhaps most importantly, neither primary care nor mental health
physicians are trained to work as a primary care team. As a result, services become
fragmented and duplicitous and children’s access to care is compromised.

To help confront this problem, the American Academy of Pediatrics developed the
“medical home” as a model of primary care to improve health outcomes and coordinate
services.*”? However, decades later, it is difficult to substantiate the benefits of the
medical home to child, family or provider, because of concept measurement and sample
size issues. Published studies that examine the presence of a medical home and its impact
are limited. To date, most studies have been carried out with non-representative and
relatively small samples that define the medical home concept in differing ways.’*1®> The

main barriers, however, to integration of services are structural problems with



63

reimbursement of mental health treatment. Medicaid provides 55 percent of all public
funding to care for children but only provides mental healthcare in the most desperate
cases. Since states receive Medicaid funding in the form of block grants, they have the
flexibility to determine who is eligible for coverage, how and to what extent the state will
provide mental health services.®* In many private and public insurance plans, behavioral
health services are “carved out” from other health care expenditures. Mental health
services generally require separate coding and billing procedures, prohibit mental health
personnel from billing for services provided in a non-mental health setting, make
pediatricians ineligible to bill for the mental health care services they provide in their
office, and pay at levels below the cost of services provided.*”® While SCHIP has
provided healthcare to over 2 million children who might otherwise go without care, it
still provides less access to mental health care than to medical or surgical care. Even
though states must provide mental health coverage under SCHIP, they can still charge
higher premiums, deductibles and co-payments for such services than for medical or
surgical benefits.’® The Mental Health Parity and Addiction Equity Act of 2008, was
designed to eliminate disparity between physical and mental health services but it failed
to specifically address these financing and reimbursement challenges.

Studies show that patients are more likely to seek mental health treatment in primary
care settings than in specialty mental health settings.’” A 1989 study found that 40
percent of all primary care visits were for physical complaints and yet, after a year of
study, only 10 to 15 percent were determined to have an organic diagnosis.’® The 10
most common presenting symptoms were chest pain, fatigue, dizziness, headache, edema,

back pain, dyspnea, insomnia, abdominal pain and numbness.®* A 2006 study found that
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around 75 percent of patients with depression sought medical attention for physical
complaints.r”® A 2009 study found that patients who had a primary care physician (PCP)
used the ED of an inner-city Level 1 pediatric and adult trauma center only for
psychiatric reasons,*®® suggesting that PCPs refer their patients to the ED instead of
addressing mental health issues in their office or referring out to a mental health
specialist. Yet, for children, PCPs provide the majority of psychotropic prescriptions:®’
and are often the sole providers of brief counseling and treatment of mental health
conditions, especially among underserved, low-income, racial minority populations.&
Families, in fact, state that they are more comfortable discussing mental health issues
with their pediatrician. But pediatricians, in general, are not comfortable talking about
mental health issues with patients, citing lack of training, competence, confidence and
time as barriers to treating or referring children and adolescents.*®? A 2000 survey by the
American Academy of Pediatrics found that while pediatricians felt it was their
responsibility to identify children with a wide range of mental health or substance abuse
disorders, about half felt it was not their responsibility to manage any disorder other than
attention-deficit/hyperactivity (ADHD) disorder.83

The need for pediatricians to treat children with emotional and behavioral disorders
will only continue to increase in the future. The Federal Bureau of Health Professions
estimates that in order to maintain the current utilization rate of psychiatric care, the
nation will need 12,624 child and adolescent psychiatrists in 2020; only 8,312 are
anticipated to be in practice at that time.'®* Additionally, the number of accredited child
and adolescent psychiatry residency programs continues to decrease from 130 in 1980 to

110 today.'®® Given that severe disorders are typically preceded by less severe conditions
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that are not brought to clinical attention, pediatricians have significant opportunity to
identify behavioral health problems and intervene early in order to stave off worsening
symptoms. Colocation of a mental health professional within the primary care setting, has
been shown to reduce psychiatric hospitalizations,’> ¥ be particularly beneficial to
people from ethnic minority groups who, in general, are less likely to use specialty
mental health care®® and helps reduce the overall cost of mental health care.t’2 18
Effective, efficient, patient-centered medical care is dependent on communication and

coordination between health care professionals.

Specialty Mental Health Sector

Mental health problems collectively, are the most prevalent and costly of all children’s
health care needs.'® 1% There are two types of mental health providers for children: those
who can prescribe medication (psychiatrists, some psychiatric nurse practitioners and,
increasingly, pediatricians) and those who can conduct psycho- and behavioral therapies
(psychologists, social workers and counselors).*® Child psychiatrists are the only
professionals who can provide both types of services, putting them in great demand. In
1990, the Council on Graduate Medical Education estimated that the nation would need
30,000 child and adolescent psychiatrists to meet the demand in 2000. In 2000, there
were only 6,300 child and adolescent psychiatrists.'® In addition to this severe shortage
of providers, they are inequitably distributed. Children living in poverty or rural areas are
less likely to have access to child and adolescent psychiatrists.'®* This is especially
concerning because those living in poverty are at greater risk for developing mental

disorders and because the number of children living in poverty is increasing.'*
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Currently, 51 percent (801, 497) of children in Arizona live in low-income families. A
rate higher than the national average of 45 percent.®” In Arizona there are 12 child and
adolescent psychiatrists per 100,000 youth compared to the national average of 16.5 per
100,000.1°2 Additionally, because reimbursements for psychiatric services are lower than
for other types of care, health care organizations that do offer psychiatric services
frequently place obstacles in the way of accessing outpatient psychiatric care and limit
the number of inpatient psychiatric beds they maintain.*®* As a result, demand for
psychiatric services frequently outpaces supply, leaving the nation’s EDs holding the

safety net.

Clearly, there is an immense need for child psychiatrists, but psychiatry remains a
medical outsider despite the abundance of scientific research on mental illness, and the
efficacy of the treatments that exist for an array of mental disorders. As Lois Weithorn
asserts, “More often than not...the mental health component is like a square peg trying to
fit into a round hole within a health care system that tends not to be particularly
hospitable to its presence.”** The artificial division that exists between health and mental
health is both curious and deleterious. Having a health care system that funds and treats
medical and mental health problems as independent services, greatly impedes innovation
in the development and implementation of targeted behavioral health programs in
medical settings. And, studies show, the more targeted the behavioral health intervention
is to the needs of patients with specific medical conditions, the greater the medical cost
savings. Conversely, the more generic the behavioral health intervention, the less medical
cost savings.'® A lack of coordinated biomedical and psychosocial services leaves

families with little alternative but to turn to emergency departments (EDs) to stabilize
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their child’s behaviors and emotions.’” EDs are by far the most non-specialized and most
expensive venue for the delivery of care for psychiatric crises. These children often
require an array of social services and supports, as well as formal, organized coordination

that hospital ED staff are ill-equipped to access or provide.

There is an upward trend in pediatric mental health ED visits nationwide. A six-year
study found that pediatric mental health-related visits to hospital EDs increased by 102
percent.? Although the total number of visits has increased, there has not been an
increase in the number of emergent diagnoses (suicidal or homicidal ideation) indicating
that greater numbers of patients are utilizing the ED for primary mental health care.% 1%
Studies show that parents seek care for their children in EDs to stabilize acute
emergencies related to mental health problems,!’"-197.18 tg request guidance for at-home
child management and to gain access to mental health resources.* Still, admission rates
are reported to be higher for children, as high as 52 percent, who present to the ED for a
mental health crisis as compared to those children presenting with a physical complaint.?:
%177 Furthermore, the average length of stay in the ED for children presenting with
mental health complaints is greater than five hours, significantly longer than adult
psychiatric or pediatric medical visits.'*> A 2001 study found that three times more
children (18.4percent) with mental health visits to the ED were admitted to the hospital
compared to children (6.3percent) with non-mental health visits.'”” Hospital admission is
more likely for repeat ED visits for emergency mental health care (compared to youth
with a single visit).?® 1% Patterns of recidivism appear to be high among psychiatric
patients given a 2006 study which found that among children who frequently used the ED

for mental health services, 50 percent of them were seen again within 2 months.'*> The
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main reasons cited for these discrepancies in extended length of stay and hospitalizations
are lack of pediatric mental health resources both in the hospital and in the community, as
well as, the legal complexity and confusion associated with treating this population.'®
Comprehensive community mental health services for youth that rely on a multi-agency,
multi-disciplinary approach have been found to cut public hospital admissions and

lengths of stays.?®

EDs certainly fill a crucial void by providing assessment, treatment and referrals for
children in crisis but they do so without being monitored, regulated, accredited or
overseen by any agency focused specifically on, or having expertise in, mental health
issues. The licensing and certification agencies that do govern EDs provide incentives for
quick, efficient assessment and disposition. A model that is unrealistic and inappropriate
for proper care and treatment of children presenting with mental health needs.
Additionally, the ED staff who make triage decisions, assess patients and provide
treatment do so, generally speaking, with very little formal mental health training. A
sense of tension can develop around the care of psychiatric patients because, while
psychiatric presentations make up a small proportion of people seen in the ED, they
require time and energy disproportionate to their numbers. They tend to disrupt the
normal flow of the ED, can take much longer to assess and require more resources. ED
staff often feel that they do not have the proper training. Over 75 percent of emergency
medicine and pediatric emergency medicine residency programs report that they do not
require, nor do they provide, formal training in mental health emergencies.?®* Studies of
ED nurses, 90 percent in one study, consistently find that they most dislike caring for

patients in need of psychiatric intervention.?® Yet, the determinations these staff
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members make at every critical stage further strains already scant ED and outpatient
mental health resources and beds and have a profound impact on the lives of those
children. And, again, while there is a tremendous increase in mental health visits to the
ED, there are no guidelines for medical clearance of pediatric patients who present with
psychiatric complaints, nor is there any standardization of evaluation instruments or ED
psychiatric care.®> Having a uniform measure for comparison and analysis of services
across hospitals is imperative for proper identification and evaluation of “best practice”

standards.

Education Sector

Prevalence rates of diagnosable mental disorders in children are as high as 36 percent
202,203 and up to 50 percent of developmental problems in children are not identified until
school entry.™ The literature provides compelling evidence that strong positive
associations exist between mental health and academic success and, conversely, that
emotional and behavioral health problems pose significant barriers to learning?*
predicating that the social and emotional needs of students are just as important as their
educational needs.?® Educators have indicated that the unmet social and emotional needs
of children can overwhelm school resources, making teaching difficult.?® Nationwide,
only a relatively small number of school children exhibit emotional and behavioral
disturbance, but it is by far the most costly disorder for school districts and the most
disruptive to the educational environment and outcomes of all students.?’” This has
prompted policy statements from the federal government” *** and from professional
healthcare organizations'™ 2% to call for schools, especially those located in

disadvantaged, underserved communities, to provide a wide range of preventative and
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clinical mental health services. Moreover, these commissions underscore the importance
of collaboration and partnership between schools and educators and community-based
mental health services and providers.1®: 153 170. 208

This imperative has been challenging given that historically, education and mental
health have been “categorically, fiscally, structurally and scientifically separate.”?® A
2006 study found that teachers who indicated they had taught students with mental health
issues also indicated that they had minimal mental health training, less consultation with
mental health professionals and were less confident in their ability to manage mental
health problems in their classrooms.?° Nonetheless the school system has become the de
facto service provider for children’s mental health issues. While only a small percentage
of children in need of mental health services ever receive any form of intervention or
treatment, of those who do, more than 70 percent receive these services in school.® The
trouble lies in how schools deliver these mental health services and how effective they
are on academic outcomes.?** On one hand, the school provides an ideal setting:
attendance is mandatory, schools are accessible and convenient for children and their
families, there is often a variety of service providers including psychologists, social
workers, crisis workers and counselors, and, they may prove less stigmatizing than
typical mental health service venues. However, the systems of care in place within these
settings are generally inadequate. The majority of school mental health programs rely on
“pull out” services which tend to reach only a small number of children in need of
services, are time and resource intensive, and impede interdisciplinary collaboration
between mental health providers and educators.?'? Researchers and professionals

generally agree that if schools had better coordination of services, students could be
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identified and supported while still in elementary school, improving their chance of
success as they advance. Students often give clues early on that they are in need of
support but inadequate coordination of services, lack of staff training and limited
resources can all contribute to these needs being largely unattended.?*? As a result,
emotional and behavioral problems escalate until they can no longer be ignored. Early
identification and treatment has the potential to decrease out-of-district placements and
special education referrals and increase pro-social behavior and academic achievement
resulting in tremendous cost savings.?*

No doubt schools are playing an increasing role in the provision of mental health
services, however, there remains a tremendous variation in the coordination of these
services. A national survey of school mental health services in 2002-2003 found that one-
third of schools reported exclusive use of school- or district-based staff for mental health
service delivery.?* Another quarter of schools reported exclusive use of outside providers
for mental health services. The remaining schools reported a combination of school or
district staff and outside providers.?® Yet, regardless of affiliation, social workers,
psychologists and counselors are far too often perceived as adjuncts and not vital to the
academic mission of the school.?** Studies reveal that mental health remains isolated from
the mission and structure of schools.?*> Staup (1999) argued that the perceived divide
between the nonacademic interests of mental health providers and the academic interests
of educators has resulted, at best, in coordination of services when what is needed is
integration of services- mental health staff and educators striving toward shared values,
goals and strategies.?** The literature is clear that teacher-student interactions are crucial

to academic and social-emotional development.?*> Rones and Hoagwood (2000)
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concluded that more positive outcomes resulted when mental health programs were
delivered as an integral part of a school curriculum as opposed to as a separate, targeted
lesson.?!! For that reason, many researchers are suggesting that teachers be the initiators
of mental health interventions and that school social workers, psychologists and
counselors act in a supportive role, consulting with teachers as colleagues and essential
members of the mental health team.?!4 26

Unfortunately, the impact of school mental health services on school performance is
not fully understood. Studies of efficacy and effectiveness of prevention and intervention
approaches coming from the mental health field have failed to include school-related
outcome measures®® 214 Qutcome evaluations tend to emphasize the short term impact of
services on individuals.?*” More concerning, Rones and Hoagwood (2000) claim that the
majority of school-based mental health programs are not supported by research and are
not systematically evaluated, which can compromise advocacy and policy enhancing
efforts.?!1: 218 Despite many guidelines and policies, there is no best-practice model for
school-based mental health programs.2* While the consensus is that effective programs
need to include multiple modalities and rely on a variety of personnel to best serve all

children in need,?4 26219 current practices often do not align with this model.

Child Welfare Sector

At any given time, more than half a million children reside in foster care, and more
than 800,000 children pass through the foster care system annually.?® Children who are
involved in the child welfare system are often those who have experienced the most
severe forms of abuse, neglect and other maltreatment at the hands of those charged with

caring for them. They are also more likely to experience high rates of poverty, be
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exposed to pre/post natal drugs, alcohol and toxins, and parental substance abuse.??
Factor in placement instability and it is not surprising that these children have a higher
probability of mental health concerns, social skill deficits and other life stressors.??! The
numbers are staggering with estimates as high as 87 percent of children in foster care
suffering with mental health and behavioral conditions.??? Yet, a national survey of
children and adolescents in foster care found that “three out of four youth in child welfare
who met stringent criterion for need were not receiving mental health care within 12
months after a child abuse and neglect investigation.”??® Foster care placement is also
strongly associated with ED visits. The more placements a child in foster care
experiences, the more ED visits they make.? All this, despite the fact that the majority of
children in care are eligible for Medicaid and therefore are entitled to the Early and
Periodic Screening, Diagnostic and Treatment (EPSDT) services.?* The U.S.
Government Accountability Office found that in 2007, only 58 percent of all Medicaid
children received at least one EPDST check-up for which they were eligible.?* Early
detection and treatment can reduce the need for high-need, expensive services. In the
absence of sufficiently funded, accessible community-based clinics, problems escalate
and waiting lists grow for high-end, expensive services giving the false impression that
more high-end services are what is needed.??

The well-being of children served within the child welfare system requires access to
services most often delivered by outside agencies. The American Academy of Pediatrics
(AAP) reported in a 2002 policy statement that “many child welfare agencies lack
specific policies for children’s physical and mental health services,” further

characterizing the care that children in the welfare system receive as, “often
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compromised by insufficient funding, poor planning, lack of access, prolonged waits for
community-based medical and mental health services, and lack of coordination of
services as well as poor communication among health and child welfare professionals.”2?
Delivering physical and mental health care to children in foster care is often disrupted by
changes in the child’s placement, making interagency communication and collaboration
paramount. However, coordination between agencies is challenging. Child welfare
workers have heavy caseloads and the national turnover rate is reported to be as high as
40 percent annually, with their average tenure being less than two years.??” Further
complications include different organizational priorities, difficulty tracking cases across
organizations and confusion over how services should be funded and who has jurisdiction
over the child.?® This can lead to what Lyons (2004) referred to as “finger pointing”
between systems. More specifically, “different child-serving systems, based on funding
issues, regulations and expertise...[taking] the position that their particular system is not
responsible but that another system should be accountable for the care of the child.”?%
The collaboration that does exist is usually limited to screening and assessment.??’ Both
federal law and local practice reflect an “acute care” treat and release paradigm while all
the evidence sustains child maltreatment to be a chronic condition requiring long-term
support and services. In turn, children in foster care remain much more likely to be sent

to juvenile detention centers.??

Juvenile Justice Sector
Between 1912 and 2003, no comprehensive study had been conducted regarding youth
who were incarcerated unnecessarily while awaiting mental health treatment.'** When

research was done and the results released in 2004, the results were contemptible. The
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Government Accountability Office (GAO) found over 12,700 children, mostly adolescent
boys, had been placed by their parents in the child welfare (3,700 placements) or juvenile
justice systems (9,000 placements) so that they could receive mental health services.?°
The GAO acknowledged that this figure was actually low as “officials in 32 states,
including the five states with the largest populations of children” did not respond to the
survey.?° Following up on this study, a six-month study determined that almost 15,000
detained children remained incarcerated, including children as young as seven, because
they could not afford or access mental health treatment in their communities.1%4 229 231
Sixty-six percent of juvenile detention centers admitted to housing mentally ill
adolescents, often with no charges pending, because they had nowhere else to go.!33 194 231
This means that on any given night, there are close to 2,000 incarcerated youth waiting
for community mental health services.**

Studies show that there is an increasing relationship between a lack of mental health
care and the disproportionate presence of youth, especially minority youth, with mental
disorders in the juvenile justice system.?®! Rather than receive treatment, many children
are sent to juvenile detention centers that are ill-equipped to deal with their mental health
issues.?! An alarming number of Black and Latino youth are entering the juvenile justice
system but Blacks are overrepresented at every stage- arrests, pre-adjudication, the
judicial waiver process and the adjudication phase.?®! Between 1988 and 1997, the
number of Black children detained increased by 52 percent, while the numbers of White
children detained increased by 25 percent.??® Black children only represent 16 percent of
the 10-17 year old population yet account for 37 percent of youth in secure placement

and 58 percent of youth committed to state adult prisons.?®! Seven of every 10 cases
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involving White girls are dismissed, compared with three of every 10 cases involving
minority girls.?®> Additionally, Black children are nine times more likely to have a parent
behind bars than are their White counterparts.??® One reason for minority
overrepresentation in detention facilities is that communities of color lack sufficient
mental health resources.?! When they do receive services, Black adolescents tend to be
diagnosed with more severe disorders, including disorders considered less amenable to
treatment.?® Police are known to conduct “mercy arrests” since it is easier to treat
mentally ill individuals in the juvenile justice system than it is to find space for them in a
community mental health facility.?** Basically, “[p]arents of mentally ill youth can be left
with essentially only three paths: ‘Beat ‘em up[,] [IJock ‘em up[,or] [g]ive ‘em up.””?3

Child abuse and neglect appear to be stronger predictors of delinquent behavior in
girls than in boys.?* so it is not surprising that youth coming from the child welfare
system into the juvenile justice system, are more likely to be female.?*? Although a
significant number of youth in both systems have experienced trauma, maltreatment and
family discord, a greater percentage of girls in the juvenile justice system have been
physically and sexually abused.?!2** One study estimated 71 percent of the victims of
child sexual abuse to be female,?* while in another study, 70 percent of girls had reported
being victims of either physical or sexual abuse.?* This puts girls at high risk for mental
health problems. In general, throughout adolescence, girls have higher rates of depression
than boys and are more likely to attempt suicide but a few studies are showing that mild
to moderate depression in girls may actually put them at even greater risk for antisocial
and delinquent behavior than boys with depression.z2* Additionally, girls are

disproportionately detained and adjudicated for status offenses and technical violations of
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probation and confined for their own safety, not because they pose a safety risk to the
community.?* As a result, as one Oregon study showed, even though girls had fewer
prior offenses, they spent an average of 131 days in detention compared to 72 days for
boys.?* Contact with the juvenile justice system only exacerbates mental health issues.
Girls are often re-traumatized once incarcerated.?? The characteristics of the detention
environment namely, seclusion, staff insensitivity and loss of privacy, can add to the
negative feelings and loss of control girls feel, resulting in suicide attempts and self-
mutilation.=* And, suicide rates in juvenile detention facilities are more than 4 times
higher than for adolescents overall.?*

Lack of coordinated services combined with lack of access and ineffective services for
minority children contributes to a disproportionate number of them entering the juvenile
justice and child welfare systems.'%* ¢ A 2004 Congressional investigation found that the
cost of incarcerating children who await community-based mental health services is
exceedingly high- approximately $100 million annually,?” while consistent evidence
shows that community-based programs can reduce average days of juvenile detention by
approximately 40 percent, and reduce recidivism by 80 percent.?® The significant
correlation between juvenile justice and mental illness should act as a bellwether. Only
by states providing incentives to identify these youth at an earlier stage, intervene and
provide meaningful and effective treatment can they avoid bearing the future social costs
which include crime, homelessness, substance abuse and lost productivity. The price tag
on these social costs already exceeds $113 billion per year in the United States!®* and will

only increase as the rate of mental illness among children increases.

Patient Protection and Affordable Care Act
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Even among the insured, 45 percent of youth with depression, anxiety or behavioral
diagnoses do not receive treatment.?® The very fact that the majority of children in need
of mental health services, receive them at school, is attestation that mental health services
are not at parity with medical services. The Patient Protection and Affordable Care Act
(PPACA) holds the promise of eliminating the disparity in coverage between mental
health services and other medical services by including behavioral health care as one of
the top 10 essential health benefits. No longer are insurers allowed to deny coverage or
charge higher premiums due to pre-existing conditions, including mental illnesses, rather,
they are mandated to offer these services with the same co-pays and co-insurance as
physical health services.?* 2* Numerous payment reform efforts within Medicare,
Medicaid and the private sector are designed to support primary care-based systems of
care. The PPACA gave the secretary of Health and Human Services the authority to take
to scale any innovation developed that measurably improved quality, reduced cost, or
both.?*2 Specifically for children, the PPACA provides funding for CHIP through 2015.
CHIP guarantees that children receive many services not included in the essential health
benefits packages of the exchanges, providing higher quality coverage than is likely to be
available in many states.?*? For providers and health plans, motivation for participation in
these reformed care systems was the promise of enhanced payment for improved
performance through a model of shared savings.?2

The PPACA includes a substantial expansion of insurance coverage for behavioral
health services, which could replace out-of-pocket or direct government payment for
these services.?® This is especially important as studies find Americans to be

significantly less willing to pay for mental health issues as compared to general medical
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issues.?®® 244246 Eyll implementation of the law will greatly expand the Medicaid
population. For youth under the age of 19, an estimated 7.6 million youth will gain access
to mental health benefits.® The entry of these previously uninsured or underinsured
youth into the healthcare system through the PPACA mandated health exchanges, will
result in increased demand for trained mental health professionals. This has the potential
of putting additional strain on an already overstressed system. To address this concern,
the PPACA seeks to transition the current primary care systems model to a patient-
centered interdisciplinary team delivery model. The use of “medical homes” and
*accountable care organizations” with their payment emphasis on the quality rather than
quantity of services provided, are expected to better coordinate patient care, improve
efficiency and decrease ED visits, but PCPs cannot be expected to provide mental health
care without adequate training, infrastructure or assistance and so the PPACA invests in
the expansion and training of the primary healthcare workforce to better integrate primary
care and behavioral health. Where formerly a physician was responsible for a group of
individual patients, now a care team will be responsible for coordinating a patient’s
overall healthcare needs.?*? The law is designed to incentivize physicians and other health
and mental health professionals to work together to care for people across the continuum
of care.

Integrating mental and physical health care makes good practical and policy sense. If
properly trained and supported all involved are ideally positioned to identify children
with mental health problems, to triage for emergencies, to initiate care and to prevent
service gaps and patient dropout, ultimately improving clinical outcomes and reducing

costs. The organizational changes will cast primary care doctors in the leading role of
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coordinating specialized care and ensuring information is disseminated among all the
various health professionals. Colocation of multiple services under one roof helps
mitigate the stigma too often associated with the use of mental health services, as well as,
provide an elegant solution to the problem of poor access by facilitating same-day
appointments with multiple providers.

Through the PPACA the federal government has established concrete measures aimed
at removing barriers to mental health care. The Supreme Court ruling on the PPACA,
allowed states to opt out of the law’s Medicaid expansion, leaving each state’s decision to
participate in the hands of state leaders.?*” Given the fiscal and political climate in many
states, 24 states refused to respond to the incentives and regulations associated with the
new initiatives. This refusal negates the progress that Congress has made to confront the
problem that most vexes our healthcare system: fragmentation. Separating behavioral
health care from primary health care harms the quality and integrity of service. The goal
of the PPACA is to provide people with mental illness access to affordable mental health
care free from discrimination. The PPACA offers many opportunities to promote change
and overhaul our healthcare system. The transition toward a more integrated system of
care, however, requires more than just bringing health and mental health professionals to
the same table, it requires a change in culture both within the medical profession and
society at large. The real and perceived barriers to communication among all healthcare
professionals need to be addressed in a way that makes regular sharing of information
possible. Eliminating the gap in funding streams between mental health and general
health is a positive step toward challenging the specific beliefs that people have about

mental illness and the value they place on treatment. The willingness of health and
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mental health professionals to sit down at the table together is the linchpin to establishing

an effective mental health system.
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Chapter 4

Methods

Understanding the population that accesses the emergency department (ED) for
pediatric healthcare may provide administrators and legislators insight into developing
strategies to reduce costs, decreasing ED overcrowding and improving accessibility to

quality healthcare for all children.
Setting

Data for this study came from Phoenix Children’s Hospital (PCH). The 56 bed ED has
an additional four trauma resuscitation bays and an annual census of approximately
78,000 visits. PCH is an American College of Surgeons-verified Level 1 pediatric trauma
center. The hospital was recognized in 2012 as a “Top Children’s Hospital” as a result of
its ranking in the Leapfrog Group survey, the gold standard for comparing hospitals’

performance on national standards for safety, quality and efficiency.?*®

In addition, PCH has four urgent care centers serving the needs of children and their
families. The Northwest Valley Urgent Care serves children in Glendale and is located
24.4 miles northwest of PCH. The East Valley Urgent Care serves children in Mesa,
Tempe, Chandler and Gilbert and is located 24.5 miles southeast of PCH. The Southwest
Valley Urgent Care serves children in Avondale and is located 17.7 miles west of PCH.
The Scottsdale Urgent Care serves children in Scottsdale and is located 12.9 miles

northeast of PCH. No data from the urgent care centers was used in this study.

The population for this study were all children under the age of 18 who visited the

PCH ED between January 1, 2011 and December 31, 2014. The final data-set for analysis
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included 270,238 visits to the ED made by 143,496 children. All visits to the ED were
categorized and examined in order to construct a general profile of the characteristics of
use (Chapter 6). From there, nonurgent (Chapter 7) and mental health (Chapter 8) visits
were retrieved and detailed. These data were retrospective and an independent data

manager prepared the de-identified data set.

Study Design

This study was a retrospective chart review of all visits to Phoenix Children’s Hospital
between January 1, 2011 and December 31, 2014 to describe ED use. From the total

visits, two groups were created.

1. A frequency analysis was run to determine the ten most common presentations to
this particular ED. All patients between the ages of 0 and 17 presenting with at
least one of these ten presentations, comprised Group 1. The overall objective
with this group was to describe use of the ED for the most common medical

issues.

2. Data on all mental health visits were abstracted. Mental health diagnoses were
defined as ICD-9 codes between 290.00-319.99 (see Appendix 1 for more detail).
All patients between the ages of 0 and 17 with at least one of these diagnoses
comprised Group 2. The overall objective with this group was to describe use of

the ED for mental health issues.

Using the visit as the unit of analysis, the following questions were answered:
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1. What are the ten most common medical diagnoses and what diagnoses do

mental health patients present with?

2. What proportion of all visits does Group 1 represent and what proportion

of all visits does Group 2 represent?

3. What was the distribution of visits per person for Group 1 and Group 2?

Research Questions

The purpose of this study was to identify ED use for both the most common ED

presentations and the mental health presentations.

Epidemiology is defined as “the study of the distribution and determinants of disease
frequency in human populations and the application of this study to control health
problems.””2*” Descriptive epidemiology examines the distribution of disease and analyzes
patterns according to person, place and time characteristics.?*’ In this study descriptive

epidemiology was used to describe ED use in terms of person, place and time:

Person

Who uses the ED for routine medical and mental health issues? This study examined
these patients by age, gender, race/ethnicity and insurance status. Using the individual as

the unit of analysis, the following questions were answered:

1. In what ways do children in Group 1 differ from children in Group 2?

2. Does insurance status influence use of the ED?

3. Who are the “frequent fliers”?
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(@) What are their demographic characteristics?

4. s there any difference in use based on race/ethnicity?

Place

Where do these patients reside? This study used maps to visualize spatial patterning.
Using the place (eg., census tract) as the unit of analysis, the following questions were

answered:

1. Where are ED use rates particularly high?

2. What are the characteristics of place that predict use?
Time

How does ED use vary over time? This study examined use by day, season, month and
year. Using the time unit (eg., month, year, etc) as the unit of analysis, the following

questions were answered:
1. Have there been any changes in use rate from year to year?
2. Is there daily, monthly and seasonal variability in use?
3. Are there trends for certain problems and not others?

4. Are there changes in rates (if any) due to changes in a) demography and/or

b) economic climate?

Measurements and Key Outcomes
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Demographic characteristics included sex, race/ethnicity, age, address and insurance
status. Self-reported race and ethnicity were categorized as Black, White, Hispanic,
Native American, Asian and other. Age was grouped into five categories: younger than
one year, one to four years, five to nine years, 10 to 13 years and 14 to 17 years (infancy,
early childhood, school-aged, early adolescence and middle adolescence). When
frequent ED visits were analyzed with patient age, sex, race/ethnicity and payer type,
odds ratios (ORs) with associated 95% confidence intervals (CIs) and P values were
reported. Along with patient-level data, the hospital and four urgent care center locations

were added as a layer for analysis.

Diagnoses were coded according to the International Classification of Diseases, Ninth
Edition, Clinical Modification (ICD-9-CM). Some ICD-9 codes contained three digits,
some four digits and others five digits. This researcher reviewed each ICD-9 code and,
for uniformity and ease of comparison, assigned each ICD-9 code a 5-digit number. The

ICD-9 codes were collapsed into 18 general categories.

Table 4.0. ICD-9 Description.

ICD-9 ICD-9 Description
001.00-139.00 Infectious and Parasitic Diseases
140.00-239.00 Neoplasms
240.00-279.00 Endocrine, Nutritional and Metabolic Diseases and

Immunity Disorders

280.00-289.00 Diseases of Blood and Blood Forming Organs

290.00-319.00 Mental Disorders
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ICD-9

ICD-9 Description

320.00-389.00

Diseases of the Nervous System and the Sense Organs

390.00-459.00

Diseases of the Circulatory System

460.00-519.00

Diseases of the Respiratory System

520.00-579.00

Diseases of the Digestive System

580.00-629.00

Diseases of the Genitourinary System

630.00-679.00

Complications of Pregnancy, Childbirth and the
Puerperium

680.00-709.00

Diseases of the Skin and Subcutaneous Tissue

710.00-739.00

Diseases of the Musculoskeletal System and Connective
Tissue

740.00-759.00

Congenital Anomalies

760.00-779.00

Certain Conditions Originating in the Perinatal Period

780.00-799.00

Symptoms, Signs and lll-Defined Conditions

800.00-999.00

Injury and Poisoning

E and V codes

Supplementary Classification of Factors Influencing
Health Status and Contact with Health Services

A frequency analysis was run to determine the top ten diagnoses for the study period.

The 10 most common visits reasons were termed “Nonurgent.” Nonurgent is defined in

the literature as those visits in which a delay of several hours would not increase the

likelihood of an adverse outcome.® As the majority of patients diagnosed with one of

these ten conditions were discharged, the term nonurgent was ascribed. There is no way

given the quality of data, to determine the intent or severity of a visit. Nonurgent for the

purpose of this paper was simply a term of convenience to describe the top 10 diagnoses.
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ICD-9 Diagnosis Total Diagnoses= 270,228
Code N (total)] Percent (%) of total
diagnoses

465.90 Acute URI 16,195 6.0%
780.60 Fever 16,008 6.0%
382.90 Otitis Media 12,688 4.7%
493.92 Asthma with acute exacerbation 8,771 3.3%
787.03 'Vomiting Alone 8,606 3.204)
558.90 Noninfectious Gastroenteritis 8,111 3.0%
466.19 Acute Bronchiolitis 7,027 2 6%
464.40 Croup 6,802 2 50
564.00 Constipation 6,314 2 30
599.00 UTI 5,001 1.9%
Total (Top 10 Diagnoses) 95,523 35.4%

Further analysis was run to determine the top 10 diagnoses in each age category (< 1

year, 0-4 years, 5-9 years, 10-13 years and 14-17 years) as diagnoses do vary by age.

Psychiatric-disorder-related visits were identified based on records which were coded

as 290-319. Diagnoses with primarily adult onset (codes 290, 301, 302, 306, 307 and

310) were not included. Also not included were diagnoses representing an intellectual or

processing disorder, such as mental retardation (318.00-318.10), down’s syndrome

(758.00) or reading or speech disorders, (codes 315.09-315.39) and disorders that could

either represent a psychiatric disturbance or a physical ailment such as sleep stage

disturbance (307.47), excessive crying (780.95), altered consciousness (780.09) and

dizziness and giddiness (780.40). Psychiatric diagnoses were further delineated into

substance use disorders, including alcohol and drug use disorders (codes 291-292, 303-

305); mood disorders, including depressive and bipolar disorders (codes 296 and 311);

anxiety/adjustment disorders (codes 300, 308 and 309); psychotic disorders (codes 293-
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295, 297-299); and conduct disorders including ADHD (codes 312-314 and \V40.00,
V61.20, V61.23, V62.40, V70.10, V71.02, V71.09). Visits for suicidal and homicidal
ideation were based on encounters with circumstances codes (V-codes) V62.84-62.85 and

V71.60.

Phoenix Children’s Hospital had an 11-bed psychiatric inpatient unit during this study
period. The data set provided for this study included admission to the ED, discharge from
the ED and admission to the inpatient unit. This researcher worked under the assumption
that transfer patients were counted as a “discharge.” Therefore, it was impossible to
know which patients were ultimately admitted and which patients were discharged home.
However, a crude estimate was made. This researcher calculated length of stay (LOS) as
discharge date from ED minus admission date to the ED. A LOS of greater than one day

was used as an indication of admission.

In order to include community-level measures in the analysis, addresses were
collected and linked to census tract level data from the 2010 Census. Each variable was
represented spatially as a raster map layer. A raster is a GIS data type that consists of a
matrix of identically sized square cells, each of which contains a measured or estimated
value for a specific variable. A density raster for Group 1 and Group 2 independently was
generated using the kernel density estimation technique, which calculates the number of
point features per area within a specific search radius distance (neighborhood) of each
raster cell. The output cell size and search radius distance is chosen by the analyst, and
the final product is then represented as a smoothed contour map. Conceptually, a
smoothly curved surface is fitted over each point. The surface value is highest at the

location of the point and diminishes with increasing distance from the point, reaching 0 at
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the search radius distance from the point. The volume under the surface equals the

population field value for the point.

The functional unit of analysis was a rate raster, which represented Group 1 and

Group 2 as a function of population for a given geographic location.

Data Management

Two distinct analytical tools, statistical analysis system (SAS) and geographic

information systems (GIS), were used in this study.

Statistical Analyses

Statistical analysis system (SAS) software, version 8.2 (SAS Institute) was used to
perform standard statistical analyses including calculation of means and standard
deviations. Next, inferential statistical methods were used to examine the bivariate

relationship between demographic characteristics.

Geographic Information Systems (GIS) software was used to geocode, or, in other
words, to determine the latitude and longitude of the residential address of all patients in
groups 1 and 2. To decrease the potential for selection bias from incomplete geocoding,
all Arizona addresses were checked and cleaned by this researcher prior to entry into
GIS. This means that all spelling mistakes were corrected and missing data such as
ordinal direction (north, south, east, west) or descriptive direction (road, lane, street,

avenue, etc) were inserted, to increase the overall match rate.
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Once the addresses were geocoded, they were merged with other geocoded data
obtained from the U.S. Census Bureau’s Typologically Integrated, Geographically
Encoded Reference (TIGER) files. TIGER is a format used by the U.S. Census Bureau. It
does not provide demographic data but rather map data to describe land attributes such as
roads, buildings, rivers and lakes as well as, areas such as counties, census tracts and

census blocks.

Data Analysis

The addresses of all patients in Group 1 (those patients with one or more of the ten
most common presentations) were paired with the address of the hospital used in the
study as well as the four urgent care centers serviced by the hospital. The addresses for
both groups 1 and 2 were geocoded (using GIS) and matched to census block group data
(using SAS). The purpose was to identify how far these children travel for service and to
calculate ED use rates. GIS has sophisticated mapping and spatial analysis capabilities,

and was used to describe both Group 1 and Group 2 user populations.

Additionally, Phoenix Children’s Hospital statistics of all children under 18 years of
age and residing in Maricopa County were compared to Maricopa County statistics for all
children under the age of 18. Risk ratios were calculated to determine the likelihood of
visiting the ED by race/ethnicity. Using Census data, maps were created to show the
number of foreign born who are of Central American (includes the countries south of
Mexico but north of Colombia) and Mexican origin and their proximity to PCH, as well

as, the percentage of people living in poverty by census tract within Maricopa County
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and their proximity to PCH. Finally, American Community Survey 2009-2013 data were
used to compare county statistics of insurance status against insurance status statistics for

Maricopa County residents visiting the ED at PCH.

Mapping the socioeconomic and racial/ethnic make-up of the area immediately
surrounding PCH, as well as, Maricopa County in general, helped this researcher
construct a concept of place. Understanding that the characteristics of individuals and the

idea of place may contribute to health variations

The institutional review boards at both the hospital of study and the researcher’s

university approved this study.
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Chapter 5

Phoenix: Geography, Demographics and Health Care

Phoenix

Phoenix is a city with a distinctive, yet largely dismissed, Mexican heritage. The
“official” history of Phoenix is dominated by the achievements of Anglo settlers,
businessmen and entrepreneurs, conspicuously ignoring the contributions made by those
of Mexican descent. In the 1800s, 50 percent of the population in Phoenix was Mexican
and they were not only well accepted by the community, but played a strong role in the
development of the city.2*® The completion of the railroad in the 1880s tipped this
balance. As Anglos became the majority, discrimination took root and the Mexican
influence waned.?*® The railroad also brought in wood and glass and other materials that
allowed Phoenix to shed its “frontier-town appearance.”?*® The architecture changed
from the functional and inexpensive adobe homes to the impractical and grandiose
Victorian-style homes that were common across the nation at the time. However, fires in
1885 and 1886 led to a ban on using wood in the city center and brick buildings began to
sprout up. Rejection of Hispanic architecture like that found in Tucson and Santa Fe,

intentionally made downtown Phoenix look “American.”2: 250

Additionally, local lore mythologizes Phoenix as a city arising from “rugged
individualism” and self-reliance. Modern politicians continue to decry government
intervention, but Phoenix would not exist if it were not for massive federal projects. In
fact, the reclamation of the Salt River is the largest-scale example of government social
engineering and public ownership attempted in the United States.?* In an effort to lure

people away from the dirty industrial cities of the era, farmers were allotted a fixed
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number of acres and their farms were mortgaged to pay for the dam.?*® Reclamation is
what allowed Phoenix to eclipse Tucson and Prescott and rise to take its place as the
capital of the territory and then, in 1912, of the state. Federally subsidized electricity
brought air conditioning to the desert attracting more people to the area.?** The
automobile had a profound effect on the configuration of the city by encouraging low-
density outward sprawl. In Phoenix, increased automobile dependence forced municipal
officials to undertake extensive street paving programs. Government-built streets and
highways and subsidized water and power all helped spur post-war suburban
development and growth.° In the 20-year span between 1940 and 1960, Phoenix’s
population increased from just over 65,000 residents to nearly 440,000.%** Phoenix was
transformed from an economy based on agriculture, mining, ranching and tourism to
become a major center for the high-tech consumer electronics industry, defense
production and research and development. Phoenix, located in Maricopa County, is now
the sixth largest city in the United States with a population exceeding one million
inhabitants.*% 25* Phoenix accounts for 38 percent of the population in Maricopa County
and according to the 2010 Census, 28 percent of children under the age of 18 years in

Maricopa County, reside in Phoenix. 2>

Maricopa County

Maricopa County is located in the Sonora Desert in the south-central part of Arizona
(Map 5.0). Fourteen percent of individuals in 2000 identified as foreign-born, which is

higher than the national average of 11 percent.?>!
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Map 5.0. Map of Arizona with Maricopa County.

Twenty-five cities and towns and five Indian reservations are located in the county

(Map 5.1).%2
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Map 5.1. Map of Maricopa County with major cities and Indian Reservations labeled.

Maricopa County is the most populous county in Arizona, with a population of around
four million and population density of 428 people per square mile.?** Ninety-eight
percent of the county is urban and only two percent is rural and with over 120,000 acres
set aside, it boasts the nation’s largest regional park system.?** With a land area of 9,203
square miles, Maricopa County is the 14th largest county in the United States, larger in
area than seven states and with a population greater than 21 states.?*? From 1990 to 2000

it experienced a 45 percent increase in population.?**
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The Foreign-Born in Phoenix

The terms “foreign born” and “immigrant” are often used interchangeably and refer to
persons who have settled in the United States, but were not born in this country. This
population includes naturalized citizens, lawful permanent residents (green card holders),
refugees and asylees, persons on certain temporary visas and the unauthorized. There are
four primary categories of immigrants to the United States: legal immigrants, refugees,
asylees and undocumented immigrants.>* Legal immigrants are individuals who have
been granted permission by the Immigration and Naturalization Service (INS) to enter the
United States permanently or temporarily. A refugee is a person who is forced to flee his
or her country because of persecution or war and is granted refugee status prior to
entering the United States. An asylee is also someone who is fleeing his or her country
because of persecution or war, but an asylee enters the United States without legal
permission. Once an asylee is in the United States, he or she must apply for refugee
status. If denied, then he or she will be deported. Undocumented immigrants do not have
permission to be in the United States and can be deported if found. It has been estimated

that one in five children in the United States have at least one foreign-born parent.>¢

Five years after statehood, Maricopa County, where Phoenix is nestled, experienced a
“cotton boom,” attracting Mexican labor from Mexico and across the Southwest.?” In
1942 in response to war-induced labor shortages in the agricultural industry, the United
States and Mexico entered into a treaty providing for the importation of an unlimited
number of temporary workers, called Braceros. The Bracero program slowed

immigration to the point that by the 1950s those of Mexican descent living in Phoenix
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were primarily native-born.?® But by the end of the 20th century, this began to change.
With increased border vigilance in California and Texas, Arizona became the main
corridor for undocumented immigrants to enter the country. Between 1980 and 2000, the
Latino growth in metro Phoenix grew by 261 percent.?® Maricopa County became the
fastest growing county in the United States from 2005 to 2006, and Latinos were 55

percent of that growth.>*’

Slightly more than fourteen percent of Phoenix-area residents are foreign-born, yet
they represent 30 percent of the individuals living in poverty. Arizona is one of ten states
that has a majority-minority child population (i.e. the percentage of White children in the
state is below 50 percent). The state also has the largest “racial generation gap” of the 50
states with 64 percent of adults identifying as White yet 58 percent of children identifying

as non-White.?s°

Latinos may be the largest sub-population in Phoenix, but Asian immigrants are now
the fastest growing.2®* The general complexion of these two immigrant groups is quite
different. While the Latino population, generally speaking, tends to be less skilled and
economically disadvantaged, the Asian population tends to be more highly skilled and
economically secure.?®* Additionally, both Phoenix and Tucson have regional offices that
help resettle refugees in the United States. As émigreés arrive in Phoenix, they are placed
in Catholic Social Services and International Rescue Committee (IRC)-sponsored
apartment complexes scattered in and around the northern section of the metropolitan

area.?¢?

The traditional view of settlement patterns held that differences in educational,

occupational and income status led naturally to segregation by race. > This assumption
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was the basis of the spatial assimilation model, which holds that families and individuals
generally seek upward mobility by relocating to economically better off areas (ie, leave
ethnic neighborhoods for areas with more Whites). For immigrants, settlement also
includes acculturation and English language fluency.?¢* When examining the geographic
distribution of major ethnic groups, it is important to parse the difference between an
ethnic enclave and an ethnic community. An ethnic enclave is a predominantly low-
income area where immigrants have settled out of necessity, not by choice, whereas an

ethnic community connotes an affluent area where immigrants choose to live.?®*

Historic immigration centers like New York City and Los Angeles are known for
their ethnic enclaves, but you will not find a “Chinatown” or “Little Havana” in Phoenix
due largely to the way the city is structured.?° Phoenix lacks a city center and affordable
housing is not confined to certain neighborhoods. The availability of affordable rental
housing all over the Phoenix-metropolitan area ensures that recent immigrants do not
concentrate in one area. Even refugees, the IRC contends, rarely stay in their initial

housing for more than six months.22

These fundamental changes in settlement patterns compel immigrant communities to
seek new ways to maintain transnational community ties. Ties that traditionally were
strengthened by the interactions that occurred daily and effortlessly in high-density, urban

ethnic enclaves.
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Immigration Control and Access to Health Care

“Abominations such as apartheid do not start with an entire
population suddenly becoming inhumane. They start here.
They start with generalizing unwanted characteristics
across the entire segment of a population. They start with
trying to solve a problem by asserting superior force over a
population. They start with stripping people of rights and
dignity- such as the right to be presumed innocent until
proven guilty- that you yourself enjoy. Not because it is right,
but because you can. And because somehow, you think this
is going to solve a problem.”

-Desmond Tutu, Nobel Peace Laureate and South
African anti- apartheid activist, commenting shortly
after Governor Jan Brewer signed Arizona’s SB
1070 into law?s>

Arizona Senate Bill 1070, the “Support Our Law Enforcement and Safe
Neighborhoods Act”, passed April 28, 2010 and enacted July 29, 2010, is one of the
toughest and most controversial immigration laws in the United States. The law’s intent
is to bolster a feeling of safety and solidarity among citizens by identifying, prosecuting
and deporting undocumented immigrants. The law broadens the authority of state and
local law enforcement to detain any individual unable to provide proof of citizenship
upon request.?®® The law also allows any legal resident of Arizona to sue any county, city

or state official for failure to enforce the immigration laws to the fullest extent possible.?®

In February 2011, Senator Pearce, emboldened by his success with SB 1070, went on
to introduce Senate Bill 1611. This bill contained a series of proposals targeted at the
children of undocumented immigrants. The proposed omnibus immigration bill would

require at least one parent to be a U.S citizen or legal permanent resident in order for a
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child born in the United States to be considered a U.S. citizen.?> Pearce and his
Republican colleagues wanted to generate “a review of the Supreme Court’s
interpretation of the Fourteenth Amendment.”> Additionally, SB 1611, included
provisions that prevented undocumented students from accessing higher education,
required proof of legal status to attend K-12 schools and required hospitals to inquire
about the immigration status of their patients. SB 1611 did not pass, but the passage of
SB 1070 opened the floodgates for copycat legislation. In the first six months of 2011,
state legislators across the country introduced 1,592 bills and resolutions relating to

immigrants and refugees, although most were not enacted.’

Although the specified targets of SB 1070 were undocumented immigrants, the long-
arm of the bill extended to family, friends and neighbors of all immigration statuses given
the conflation of immigrant status and Latino identity. This hot, anti-immigrant climate
exacerbates both existing and perceived barriers to health care access.?® Several studies
indicate that children with a foreign-born parent have worse perceived health outcomes
and are more likely to experience health access barriers as compared to children whose
parents are U.S. born.?*® Instead of feeling safer, one case study in a predominantly
Latino community in Northern Arizona found participants felt less safe in their
communities after the passage of SB 1070, resulting in a reduction in health care
utilization and outright cessation of care.?®® 26 Two key barriers for health care access are
lack of medical insurance and not having a usual source of care.?®” Under federal law,
illegal immigrants are prohibited from receiving public benefits, although they are
allowed to receive emergency services, health care and other programs that have been

identified as “necessary to protect life and safety.” Excluding permanent residents and
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undocumented immigrants from accessing health insurance leaves them dependent on

emergency rooms for their care.®®

For several years now, Arizona has required individuals to provide proof of
citizenship in order to apply for welfare-related public assistance. But American citizens
are not accustomed to providing such documentation, resulting in a loss or delay of
coverage for large numbers of eligible citizens. Ironically, Latin American immigrants,
who are often the target of such public policies, are much more likely to maintain current
identity documents for their citizen children and, therefore, are more likely to benefit
from this assistance. Touted as a cost containment strategy, the added processing time for
citizen verification contributed to an increase in administrative costs. Recently, less than
half of Arizona’s KidsCare program applicants were processed on time, despite the state
allocating an additional $10.4 million.?’® And, while it is prudent for government officials
to be wary of fraud, there remains no substantive evidence that undocumented
immigrants are perpetrating such crimes or are a significant cause of our nation’s

skyrocketing health care costs.?”°

Mental Health Care System in Phoenix

Due to the complex nature of mental health issues and tightly constrained budgets,
rising health care costs and provision of care for the underinsured, uninsured and
indigent, in 1991 Arizona began separating out mental health insurance benefits from the
general insurance plan. This practice, known as “carve-outs,” is a managed care

technique intended to control expenditures while maintaining access to care.?”* Mental
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health problems tend to be chronic and recurrent and do not adhere to a standardized
treatment protocol. Patients are best served by receiving a variety of treatment modalities
such as medication, therapy and vocational rehabilitation, necessitating the need for a
network of collaborating and integrated agencies.*** In order to achieve this goal, Arizona
contracts with Regional Behavioral Health Authorities (RBHA). The RBHAS then
subcontract to a network of service providers to deliver a wide range of behavioral health
care services. The State of Arizona’s Division of Behavioral Health Services oversees
four RBHAs and five tribal RBHAs/contractors. Contracts for RBHAS are rebid every

three to five years (Figure 5.0).272

e contracts with
A Network of Service
Providers

Regional
Behavioral
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e contracts with Authorities Arizona
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(ADHS/DBHS)

[ e contracts with

Figure 5.0. Mental Health System in Arizona.

The original system was run by the nonprofit organization, ComCare. But after
numerous problems culminating in a declaration of bankruptcy, the state of Arizona

awarded the publicly-funded behavior health contract that serves Maricopa County to the
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national for-profit managed care company, ValueOptions (VO), based in Virginia.?”® The
rationale was that private sector management expertise was needed to bring stability to
the financially troubled system. After widespread dissatisfaction with the quality of care
provided by VO, Magellan Health Services, a for-profit company in Connecticut was
awarded a $1.5 billion contract in 2007, the largest mental-health care contract in
America.?”* However, imposing a for-profit managed care system on a nonprofit service
delivery system has inherent risks because the provision of mental health services is
dependent on cooperation and integration across varying types of agencies. A large
amount of funding comes from the state and federal governments, which is monitored
and controlled by a for-profit corporation and delivered by non-profit agencies. The risk
to clients occurs when these three entities have conflicting goals and values, making full
collaboration of services difficult to achieve. In 2013, despite several appeals, Magellan
lost its contract to the joint bid by Mercy Care Plan and Maricopa Integrated Health
Systems (Mercy/MIHS),?”> a contract worth three billion dollars. Mercy/MIHS is a
locally owned and operated not-for-profit company and became Maricopa County’s new
RBHA on April 1, 2014. This new pact is the state’s first integrated health program that

aims to blend physical and mental-health care (Figure 5.1).
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Figure 5.1. Maricopa County’s RBHA and their integrated health program proposal.

There is no single solution that will ease the negative effects incurred by state budget
cuts to the mental health system. Even though funds for children’s services have not been
dramatically reduced in Arizona, gaps in one service area can exacerbate problems in
other service areas. For example, the lack of mental health services for a parent struggling
with mental illness can have a profound effect on his/her child. Additionally, problems
with low Medicaid reimbursement for outpatient providers, reduces the availability of
outpatient services for all children and increases the need for more intensive inpatient
treatment, as well as, increased utilization of the criminal justice system for the
management of some undertreated individuals.

However, eliminating the disparity in coverage between mental health services and

other medical services is an important first step. Patient-centered medical homes and
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patient-centered health care homes with payment emphasis on the quality rather than the
quantity of service provided holds the promise of improving communication and
coordination between healthcare professionals thus improving patient care and

satisfaction.
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Chapter 6
Phoenix Children’s Hospital

Phoenix Children’s Hospital (PCH)

There are 112 hospitals in Arizona, 55 of which are in the Phoenix metropolitan area.
Only two hospitals in the state specialize in pediatrics: Cardon Children’s Medical Center
located in Mesa, and Phoenix Children’s Hospital in Phoenix. PCH is an independent

health care service provider, and a private nonprofit hospital.

The first hospital in Phoenix was Good Samaritan Hospital. Originally opened in 1911
in an apartment house on Third Avenue south of VVan Buren Street, it provided the city
with 15 hospital beds. In 1923 “Good Sam” found its permanent home on Tenth Street
and McDowell Road. In 1978, Phoenix had become the ninth largest metropolitan area in
the country and talk of establishing a hospital for children began in earnest.?’¢ By 1983,
this vision had become a reality and in an effort to save money and consolidate resources,
Phoenix Children’s Hospital opened as an independent hospital on the Good Samaritan
Hospital campus. This arrangement continued for nearly 20 years until, faced with a
booming pediatric population, Phoenix Children’s Hospital seized on an opportunity for
growth and moved two miles away to its current 20-acre campus on Thomas Road to
become the only free-standing pediatric hospital in Arizona and one of the 10 largest

hospitals of its kind in the United States.?’®
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On June 1, 2011, Phoenix Children’s Hospital opened its tower which expanded
capacity from five stories to 11-stories.?’” However, this expansion project did not include
any immediate changes to the location, size or structure of the emergency department. As
the only ACS-verified Level 1 Pediatric Trauma Center in Arizona, Phoenix Children’s
Hospital treated 2,380 children in 2013 and the emergency department treats over 78,000
children a year.?”® As a result, the need for expanded space is evident and a plan to build a
new Emergency Department and Trauma Center has begun. Meanwhile, to accommodate
this growth, the emergency department has patch-worked space and now has a 56 bed

capacity, including four additional trauma resuscitation bays.

Phoenix Children’s Hospital has 385 licensed beds and boasts over 70 areas of
expertise in pediatric medicine. In addition, there are six Centers of Excellence: Barrow
Neurological Institute, Center for Cancer and Blood Disorders, Children’s Heart Center,
Center for Pediatric Orthopedics, a NICU and a Level One Pediatric Trauma Center.
Additionally, the hospital operates satellite centers in the East Valley, Scottsdale, the

Northwest Valley, Southwest Valley, Yuma, Tucson and Flagstaff.

Phoenix Children’s Hospital is the only pediatric level 1 trauma center in Arizona and
as Map 6.0 shows, patients are transported or referred to the ED from all over the state.
The data presented in the map were the 270,228 total visits to PCH between 2011 and

2014.
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Map 6.0. Map of Arizona showing all visits to the ED.
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The majority of patients, 87.1 percent reside in Maricopa County but as Map 6.1
shows, 1.1 percent came from Yavapai County (directly north of Maricopa County)
where Prescott sits, 0.2 percent came from Yuma County (southwest corner of the state),
the second largest cluster, 3.8 percent, came from Pinal County (central Arizona) which
includes the Ak-Chin Indian reservation, and part of the Tohono O’odham Nation, the
Gila River Indian Community and the San Carlos Apache Indian Reservation and 0.2

percent came from Pima County (directly south of Pinal County) and the Tucson area.

Demographic Characteristics of Phoenix Children’s Hospital Users
Demographics by Race/Ethnicity

To better understand the patterns of ED use, the demographic characteristics of all
individuals from Arizona were analyzed. There was a total of 143,500 individual
children under the age of 18 who visited the ED during the study period. More than half
of these individuals (55.8 percent) self-identified as Hispanic. Thirty percent of visits
were made by Whites (29.8 percent), 8.4 percent were made by Blacks, 3.1 percent were

made by Native Americans and 1.1 percent were made by Asians (Figure 6.0).

! There were 4 cases where an individual was a duplicate. Those diagnoses were eliminated bringing the
total individual children to 143,496.
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Patient Visits by Race/Ethnicity

3.1%

1.1% 1.8%

= White @ Black = Hispanic Native American = Asian Other

Figure 6.0. Percent of patients visiting the ED for entire study by race/ethnicity.

The researcher examined the frequency of visits per year. The majority of patients (73
percent- 80 percent), regardless of race/ethnicity, made one visit in a year. Thirteen
percent to 17 percent made two visits. Four percent to six percent made 3 visits. One
percent to two percent made four visits and two percent to three percent made five or

more Visits.

Figure 6.1 shows no significant change in visits per year based on race/ethnicity.
Roughly the same percentage of Whites, Blacks, Hispanics, Native Americans and

Asians visited the hospital over the 4-year study period.
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Race/Ethnicity by Year
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Figure 6.1. Percent of total visits by year and by race/ethnicity.

As Hispanics represent the vast majority of individuals who visited the ED between
2011 and 2014, it is well-reasoned that Hispanics would also be the most frequent

visitors, accounting for the majority of five or more visits (61.3 percent) (Figure 6.2).
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Frequent Visits by Race/Ethnicity
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Figure 6.2. The percent of all individuals making 5 or more visits who are White, Black, Hispanic, Native
American and Asian.

However, when the researcher looked at the percent of Whites, Blacks, Hispanics,
Native Americans and Asians who made frequent visits (5 or more in one year), Native
Americans had the highest rate of frequent visits to the ED (Figure 6.3). The odds were
1.7 times greater for Native Americans to make frequent visits to the ED compared to
Hispanics (OR=1.7, C1=1.5-2.0, p<.0001). While the reasons why Native Americans
were the most frequent users of the ED was beyond the scope of this paper some
possibilities include long clinic wait times, no primary care provider, a preference for ED

care and insurance status.
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Frequent Visits by Race/Ethnicity
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Figure 6.3. Of all Whites, Blacks, Hispanics, Native Americans and Asians who visited the ED, the percent
who made 5 or more visits.

Patients bring with them their own beliefs and behaviors regarding health and well-
being and, as the 2010 U.S. Census confirmed, the complexion of Arizona is changing
due to a growing minority population and a significant influx of immigrants.
Understanding the varied perspectives and values of individuals is imperative as failure to
take sociocultural factors into account may lead to stereotyping and biased or
discriminatory treatment of patients based on race, socioeconomic status or language

proficiency.

Demographics by Age

National statistics show that infants comprise a disproportionately large proportion (13

percent) of all pediatric ED visits.®®> At Phoenix Children’s Hospital, 20 percent of all
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visits were by children under the age of one year. Overall, the youngest children
displayed the highest rate of ED visits (Figure 6.4), forming an inverse relationship

between age and visits. As age increased, visits decreased.

Visit Percents by Age
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15.0%
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0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

Age in years

Figure 6.4. Percent of total ED visits by individual age for entire study.

In fact, as Figure 6.5 shows, infants were 2.5 times more likely to visit the ED than a
5-year-old, nearly 4 times more likely to visit the ED than a 10-year-old and more than 6
times more likely to visit the ED than a 17-year-old. Fifty percent of visitors were
children under the age of five years, with children under one year of age making up 15.3

percent of individuals visiting the ED.
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Percent of Individuals Visiting the ED by Age
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Figure 6.5. Percent of individuals visiting the ED by age between 2011 and 2014.

When looking at frequent visitors, those making five or more visits in one year,
increasing frequency of ED use was again associated with age. Sixty-nine percent of
frequent visits to the ED were made by children under the age of five. But, whereas
infants had the highest number of overall visits, amongst frequent visitors, one-year-olds
made the most visits. Figure 6.6 shows, the odds were 2.5 times greater for a one-year-
old to be a frequent visitor to the ED than it was for an infant (OR=2.5, 95 % CI=2.2 to

2.7, p<.0001).
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Frequent Visits by Age
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Figure 6.6. Out of all frequent visits (5 or more visits), percent made by each age 0-17 years.

In 2006 the Institute of Medicine (IOM) published a report on emergency care of
children, noting that “children are not just small adults.” 78 Pediatric patients present
special challenges to providers not only because their medical needs differ from adults,
but because of the variability within pediatrics. Age dictates the motive and urgency
(perceived or real) for bringing a child to the ED. A parent’s rationale for bringing in a
nine-month-old is different than the reason for bringing in a nine-year-old. Chapter 7 will

examine in more depth the top ten diagnoses in each age category.

Demographics by Gender, Age and Race/Ethnicity

This section looks for differences in use patterns based on gender, age and

race/ethnicity.
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Overall, there were more visits by male (53.3 percent) than female (46.8 percent)
patients?. However, during adolescence (ages 14-17) more females were seen than males

(53.5 percent vs 46.5 percent) (Figure 6.7).

Visit Percent by Gender and Age Category
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= Male 55.7% 54.9% 54.3% 53.2% 44.1%
® Female 44.3% 45.1% 45.7% 46.8% 55.9%

B Male ®Female

Figure 6.7. Out of all visits to the ED, the percent of males and females in each age category® who came
between 2011 and 2014.

As Figure 6.8 shows boys, on average, made 20.5 percent more visits than girls until
age 12, when that gap narrowed to 11.0 percent. By age 13, the trend reversed as a
fraction more girls (50.1 percent) visited than boys (49.9 percent) and then the gap

progressively widened. At age 14, 11.4 percent more girls were seen than boys, by age

2 Gender specific data was missing on 520 individuals.
3 In the <1 year-olds there were 517 missing, in the 1-4 year category there was 1 missing, in the 5-9 year
category there was 1 missing and in the 14-17 year category there was 1 missing
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15 that number rose to 27.8 percent and by age 17, 43.3 percent more girls than boys

visited the ED.

Visit Percent by Gender and Age
70.0%
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Figure 6.8. Percent of total ED visits by gender and individual age for entire study.

Table 6.0 examines these individuals by race/ethnicity, gender and age category.
Males are seen more frequently than females in every age category except the 14-17-year
category when females surpassed males in visits. This pattern is seen across all

race/ethnicities except the Asian cohort.
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Table 6.0. Patients at Phoenix Children’s Hospital by Gender, Race/Ethnicity and Age Category January 1,
2011- December 31, 2014.

<1 year 1-4 years 5-9 years 10-13 years 14-17 years
N % N % N % N % N %
White
Male 3,471  547% (7,524 54.1% 5,377 54.6% 3,689 553% 2,781  46.6%
Female 2,873 453% 6,374 45.9% 4477 454% 2,986 44.7% 3,182 53.4%
Black
Male 1,052 553% 2,411 548% (1,602 55.5% (857 53.9% [621 48.2%
Female 849 44.7% 1,986 452% (1,286 445% [733 46.1% |668 51.8%
Hispanic
Male 6,365 54.1% (14,879 53.6% (11,527 53.4% [5,932 54.9% 3,694 45.9%
Female 5398 459% (12,903 46.4% (10,074 46.6% 4,873 451% 4,359 54.1%
Native American
Male
Female 420 52.0% (884 56.1% [555 53.2% [294 50.6% [194 47.7%
387 48.0% 692 43.9% 488 46.8% [287 49.4% 213 52.3%
/Asian
Male 150 58.1% (348 52.9% 217 53.2% |103 60.6% [78 50.7%
Female 108 41.9% 310 47.1% 191 46.8% |67 39.4% |76 49.4%
Other
Male 247 57.3% @373 49.7% 261 52.4% 132 56.4% (92 47.7%
Female 183 42.4% 378 50.3% [237 47.5% 102 43.6% [101 52.3%
Total
Male 11,705 54.4% (26,419 53.9% (19,539 53.8% (11,007 54.9% (7,460  46.4%
Female 0,798 45.6% 22,643 46.1% (16,753 46.2% (9,048 45.1% 8,599 53.6%

The same trend is seen when examining frequent visits, five or more visits in one year,

by patients. Overall, more males made frequent visits than did females (55.6 percent vs

44.4 percent). The odds were 1.1 times greater for males to make frequent visits than for

females (OR=1.1, 95% CI=1.0 to 1.2, p=0.02). However, when frequent visits were

analyzed by age category (Figure 6.9), more females were seen in the older age

categories (10-13 years and 14-17 years). In fact, by middle adolescence (ages 14-17

years), girls made frequent visits 1.5 times more often than boys.
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Frequent Visits by Gender and Age Category

~_
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<1 year 1-4 years 5-9 years 10-13 years 14-17 years
58.3% 57.7% 57.0% 49.1% 40.1%
41.7% 42.3% 43.0% 50.9% 59.9%

Figure 6.9. Percent of visits each year that were frequent visits (5 or more visits in one year) by age

category.

The higher overall percentage of male visits as compared to female visits is seen in

national statistics (52.8 percent vs 47.2 percent)®® and although adolescent males have as

many health issues and concerns as adolescent females, it is curious that their visits

decrease so dramatically in adolescence. One article reported that upwards of 85 percent

of patients seen in the adolescent clinic at the Montreal Children’s Hospital were

female.?? Gender role perceptions may be one explanation for this disparity. Adolescent

boys are less inclined than girls to discuss issues involving mental health, relationships or
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sexuality, perhaps due to a misplaced standard of appropriate male behavior,?® while
girls may perceive adolescent clinics as a safe place to discuss matters that may be
difficult to discuss with parents. Therefore, boys tend to utilize care for specific problems
like acute infections, dermatological problems and sports-related injuries.?2 This
downward trend in visits by adolescent boys is not lost on providers who are now
challenged to use new methods and innovative programs to target the specific health

needs of adolescent boys.

Demographics by Insurance Status

Forty-nine percent of all uninsured children reside in just six states.?®> 283 Arizona is one
of those states, with an uninsured rate for children 0-18 years of age at 14.8 percent, higher
than the national average which is around nine percent.?® The rate of uninsured children at

Phoenix Children’s Hospital is 6.7 percent, lower than both the state and national averages.

According to national and state statistics presented in Table 6.3, children 13-18 years of
age are the most likely to be uninsured at a rate of 11.4 percent and 18.4 percent
respectively.?® Using slightly different age groupings (both state and national statistics
include 18-year-olds, whereas this study excluded 18-year-olds), this age bracket (13-17
year-olds) was found to have the lowest rate of uninsured visits to Phoenix Children’s
Hospital (6.3 percent). The highest rate of uninsured visits, 6.9 percent, were made by six

to 12-year-olds.

National, state and hospital data all show slightly more males visit the ED than females,

but whereas at the national and state level the rate of uninsurance is slightly higher amongst
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males, at Phoenix Children’s Hospital, the rate of uninsurance is slightly higher amongst

females (Table 6.3).

When reviewing national statistics, Hispanic children are disproportionately
represented amongst uninsured children. Forty percent of the nation’s uninsured children
are Hispanic, despite being 24 percent of the child population.?° In Arizona, Hispanic
children make up 38.5 percent of the child population,?® yet account for 65.2 percent of all
uninsured patients (n=18,119) visiting Phoenix Children’s Hospital. While Hispanics, as a
group, do have the highest rate of uninsurance at Phoenix Children’s Hospital, 7.3 percent
is well below the national average of 17.5 percent and the state average of 20.1 percent.
Additionally, Native Americans have an uninsurance rate of 5.0, well below the national

average of 23.4 percent and the state average of 32.4 percent (Table 6.1).

Table 6.1. Number and Percentage of Uninsured Children in Arizona, 2008 compared to national
statistics?®* and children at Phoenix Children’s Hospital 2011-2014.

Characteristic United States (0-18 |Arizona (0-18 years of| Phoenix Children’s
years of age) age) Hospital (0-17 years of
age)
Uninsured Uninsured Uninsured

Total 7,262,000 9.3% 268,000 14.8% 18,119 6.7%

Child Characteristics # % # % # %

Age
0-5 1,854,000 7.5% 76,000 12.3% 11,259 6.7%
6-12 2,484,000 8.9% 93,000 14.3% 4,820 6.9%
13-18 2,924,000 11.4% 98,000 18.4% 2,040 6.3%
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Gender
Male 3,732,000 9.3% 139,000 15.0% 9,616 6.6%0
Female 3,530,000 9.2% 129,000 14.7% 8,460 6.8%
Race/Ethnicity
White 2,751,000 6.2% 68,000 8.8% 3,477 5.0%
Black 963,000 8.8% 7,000 9.2% 1,656 7.0%
Hispanic 2,931,000 17.5% 156,000 20.1% 11,807 7.3%
Native American 137,000 23.4% 30,000 32.4% 422 5.0%
Asian 287,000 9.0% 2,000 5.5% 100 3.7%

Analyzing the data collected at Phoenix Children’s Hospital by insurance status,
AHCCCS (Arizona Health Care Cost Containment System, Arizona’s Medicaid agency)
was the most common type of insurance in every age category. The highest rate of private
insurance was held by those aged 14-17 years. The age category with the highest rate of

uninsured individuals was the one to four-year-old bracket (Figure 6.10).

Age Category by Insurance Status
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Figure 6.10. Percent of <1 year-olds, 1-4 year-olds, 5-9 year-olds, 10-13 year-olds and 14-17 year-olds
who are on AHCCCS, have private insurance, are uninsured or have another type of insurance.

AHCCCS enrollment remained slightly above 70 percent for all children under one
year of age and uninsurance was at 4.9 percent (Figure 6.11). By one year of age,
however, the percent of uninsured children increased to 12.0 percent and AHCCCS

enrollment dropped to 61.3 percent.

Insurance Type by Age 0-5 Years
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Figure 6.11. All children under the age of 6 years visiting the ED by insurance type.

From the data provided it is impossible to determine exactly why one-year-olds have
the highest rate of uninsurance. One possibility is that children under one year of age
were born in Arizona and the AHCCCS enrollment process for the newborn was started
before birth. However, as AHCCCS eligibility must be reviewed each year, new parents
may have been unaware of the need to reapply for benefits. Additionally, the application

may have been “pending” on the visit date to the ED. This researcher categorized



126

“AHCCCS pending” as “uninsured” and had no way of calculating what percent of those
patients were ultimately covered by AHCCCS. The high rate of uninsured in the age one
category may simply be attributed to these children not being established with AHCCCS

at the time of their visit and they may not be truly uninsured.

In the six to 11-year age category, AHCCCS enrollment remained above 60 percent
until age 10 when it dropped below 60 percent (Figure 6.12). The percent of uninsured
children in this age category was between 7.1 percent and 8.4 percent. Private insurance

increased above 30 percent at age 10.

Insurance Type by Ages 6-11 Years
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Figure 6.12. All children aged 6-11 years of age visiting the ED by insurance type.

In the 12-17-year age range, AHCCCS enrollment ranged from 49.9 percent to 54.3

percent (Figure 6.13). The percent of uninsured children ranged from 7.1 percent to 8.2
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percent and those with private insurance increased to 40.0 percent in 15-year-olds. This
increase in private insurance falls in line with 2010 Census data that found that 60

percent of children aged 10 to 18 were covered by private insurance.??

Insurance Type by Ages 12-17 Years

oo e
0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0%

B AHCCCS M Private M Uninsured

Figure 6.13. All children aged 12-17 years visiting the ED by insurance type.

The greatest percentage of individuals on AHCCCS or uninsured were Hispanic,
while the greatest percentage of individuals with private insurance were White and the
greatest percentage of individuals with insurance other than AHCCCS or private were

Black (Figure 6.14).
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Insurance Status by Race
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Figure 6.14. Of all those individuals on AHCCCS, privately insured, with another type of insurance or
uninsured, the percent who are White, Black, Hispanic, Native American and Asian.

Figure 6.15 looks at individuals and shows most Whites (56.1 percent) and Asians (52
percent) had private insurance while most Hispanics (75.2 percent), Native Americans

(73.9 percent) and Blacks (65.0 percent) had AHCCCS.
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Race by Insurance Status
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Figure 6.15. Percent of all Whites, all Blacks, all Hispanics, all Native Americans and all Asians who are
on AHCCCS, have private insurance, are uninsured or have another type of insurance.

A study conducted by the Henry J Kaiser Family Foundation found that children with
Medicaid coverage were more likely to have at least one ED visit in a year as compared
with the uninsured and those with private coverage, even when health and socio-
demographic differences between the groups were controlled.?® Children with Medicaid
were also significantly more likely to have multiple visits to the ED.?2 The findings in
this study follow these national trends. Figure 6.16 looked at total visits and shows that
AHCCCS, the State’s Medicaid program, was the most frequent expected source of

payment for 68.1 percent of all ED visits.
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Total Visits by Insurance Type
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Figure 6.16. The percent of all visits expected to be covered by AHCCCS, private insurance or another
type of insurance and those uninsured.

Figure 6.17 looks at individuals and finds that 64 percent of all PCH visitors (64.3
percent) to the ED per year were covered by AHCCCS and 79.4 percent of all frequent

visitors were covered by AHCCCS.
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Percent of Visitors to the ED per Year
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Figure 6.17. Percent of visitors to the ED per year with less than 5 visits as compared to percent of visitors
to the ED per year with 5 or more visits by insurance status.

Four percent of all frequent visitors were uninsured. However, uninsured children did
not have a higher rate of frequent visits. When looking just at those patients who were
uninsured, less than one percent of them were frequent visitors. Ninety-nine percent of
uninsured individuals visited the ED less than five times in one year. This finding may be
because most at-risk pediatric patients are eligible for insurance programs like AHCCCS

and/or because the ED is too costly for repeat visits by self-pay patients.
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Maricopa County

Approximately 1,007,861 children 0-17 years of age lived in Maricopa County
according to the 2010 Census and 38.5 percent were Hispanic, 33.0 percent were Native
American, 30.4 percent were Black, 24.2 percent were Asian and 22.9 percent of the
children were White. Maps 6.1 and 6.2 look at Maricopa County by census tract and
show the number of foreign born who are of Central American (includes the countries
south of Mexico but north of Colombia) and Mexican origin. The red dot in Map 6.1 and

blue dot in Map 6.2 represent Phoenix Children’s Hospital.
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Map 6.1. Foreign born population from Central America by census tracts within Maricopa County.
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Map 6.2. Foreign born population from Mexico by census tracts within Maricopa County.

As the maps show, the census tracts immediately surrounding Phoenix Children’s

Hospital have a strong Hispanic presence.

Table 6.2 compares Phoenix Children’s Hospital statistics to Maricopa County
statistics for all children under the age of 18 years. Looking only at the children visiting
the ED who reside in Maricopa County, 53.8 percent were Hispanic, 2.0 percent were
Native American, 8.1 percent were Black, 1.2 percent were Asian and 26.5 percent of the
children were White. Therefore, Blacks and Hispanics are three times more likely and

Native Americans are nearly two times more likely to use the ED than Whites in
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proportion to the Maricopa County population. Asians are less likely to use the ED than

Whites.

Table 6.2. Maricopa County demographics by race/ethnicity and age category compared to Phoenix

Children’s Hospital demographics by race/ethnicity and age category.

Characteristic Maricopa County Phoenix Children’s Rate |Risk Ratio

Hospital (Maricopa (%)

County only)

# % # %

White 639,058 53.7% 37,965 26.5% 5.9% 1.0
Black 57,849 4.8% 11,610 8.1% 20.1% 3.4
Hispanic 434,592 36.5% 77,211 53.8% 17.8% 3.0
Native American 25,872 2.2% 2,895 2.0% 11.2% 1.9
Asian 32,026 2.7% 1,546 1.2% 4.8% 0.8

People living in poverty are not evenly distributed across geographic areas but instead

they generally cluster in certain neighborhoods. Map 6.3 is divided into poverty rate

levels. Category | includes census tracts with poverty rates less than 13.8 percent.

Category Il includes those with poverty rates of 13.8 percent to 19.9 percent. Category Il

includes those with poverty rates of 20.0 percent to 39.9 percent, and Category IV

includes those tracts with poverty rates of 40.0 percent or more. Like previous census

publications, census tracts with poverty rates of 20 percent or more (categories I11 and

IV) are referred to as “poverty areas.”28°
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Map 6.3. Percentage of people living in poverty by census tract within Maricopa County.

The census tracts immediately surrounding Phoenix Children’s Hospital, as the inset
to Map 6.3 indicate, are all poverty areas. Identifying these poverty areas is important
because studies have shown that living in areas of extreme poverty can have profound
effects on health and access to care. Health insurance status can affect a child’s access to
primary care. Poor access to primary care due to underinsurance or uninsurance not only
denies a child access to comprehensive and coordinated health care, but shifts the

responsibility of caring for that child to the ED.

Ninety-four percent of all visits to Phoenix Children’s Hospital were by Maricopa

County residents. Figure 6.1 compares county statistics against all visits to the ED by



136

Maricopa County residents. At Phoenix Children’s Hospital, 93.3 percent of all visits by
Maricopa County residents were covered by some form of insurance. Sixty-nine percent
of all visits by Maricopa County residents were covered by AHCCCS, 22.5 percent had

private insurance and 6.7 percent of individuals were uninsured.

According to the American Community Survey 2009-2013, 88 percent of children
under the age of 17 in Maricopa County had health insurance. Fifty-seven percent of
children under the age of 17 in Maricopa County had private health insurance, 34 percent

were covered by public insurance and 12 percent were uninsured (Figure 6.18).

Phoenix Children's Hospital vs Maricopa County
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Figure 6.18. Percent of individuals with AHCCCS, private insurance or uninsured as compared to
American Community Survey 2009-2013 statistics for insurance coverage in Maricopa County.
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A 2010 study set at Maricopa Medical Center found 77 percent of children had health
insurance, but that 86.4 percent of foreign born children were uninsured.? It was not
possible to identify foreign born children in this study, but given Maricopa Medical
Center’s findings and the hospital’s proximity to the United States-Mexico border, it is
reasonable to assume that a segment of patients at Phoenix Children’s Hospital belong to
low income urban Mexican-American immigrant families who do not qualify for public
health insurance due to their immigration status.**>2”° This study found that 7.2 percent of
all visits by Hispanic children were not covered by insurance. In an effort to mitigate
some of the costs incurred from this uncompensated care, Maricopa Medical Center
instituted an ED based program for actively recruiting Medicaid or SCHIP eligible
patients during their ED encounters.?° Phoenix Children’s Hospital implemented a
similar program and Figure 6.2 shows the importance of such a program in increasing
insurance coverage. Arizona Health Care Cost Containment System (AHCCCS, the
State’s Medicaid program), coverage more than doubled between 2011 and 2014 while
private insurance dropped 6.1 percent and uninsurance dropped close to one percent

(Figure 6.19).
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Insurance Coverage 2011-2014
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Figure 6.19. Insurance by type of coverage: Arizona Health Care Cost Containment System (AHCCCS),
Private, Uninsured and Other from 2011-2014 at PCH (individuals n=143,496).

Time

Authors Crane and Noon argue that ED visits are predictable across seasons with a 10-
20 percent increase in volume occurring between January and March.?¢ As many other
researchers have shown, there is a positive correlation between volume and wait times.
EDs across the country are working hard to decrease their wait times and Phoenix
Children’s Hospital is no different. Overcrowding is the single most important factor
affecting ED performance.? # 26 88,93,172, 192,286, 287 [ecreasing delays translates into
increased patient satisfaction.?” Additionally, as the gateway to admissions, an ED has to
function smoothly.®®* Good ED flow is critical to a successful inpatient program. ED flow

can be improved by understanding temporal trends.
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At Phoenix Children’s Hospital, on average, 1.6 times more total visits are made in
January than in July. This represents more than 2,600 visits in January as compared to

July, stretching resources and staff (Figure 6.20).

Comparing Total Visits for 2011 to 2014
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Figure 6.20. All visits to the ED in 2011 compared to 2014, by month.

Typically, ED visit volumes are higher in winter and summer.2#¢ However, there is a
disproportionately higher admission rate in the winter due to the fact that most of these
ED visits are medical problems, whereas during the summer there are more injuries and
accidents that do not result in hospital admission.?¢ At PCH, overall visits to the ED
were lowest in the spring, April, May and June, and admission rates remained steady year

round hovering around six to seven percent of all visits per month (Figure 6.21).
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Admissions and Discharges by Season
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Figure 6.21. Number of visits to PCH and admission status (discharged or admitted) by season. Note:
Winter is January-March, spring is April-June, summer is July-September and fall is October-December.

During times of low volume, it is easy for the hospital to absorb a six to seven percent
admission rate. However, when volume peaks in the winter months, a six to seven
percent admission rate can easily equate to an additional one thousand children in need of
placement. This surge can pose significant obstacles to flow and result in longer wait
times for patients. Understanding the temporal ebb and flow unique to PCH is essential to
facilitating quick and timely assessment of the patient, not only improving quality of care

but also greatly improving patient satisfaction.

Conclusion

The purpose of Chapter 6 was to provide an overview of the study site, Phoenix

Children’s Hospital (PCH). This chapter lays a foundation for understanding the
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characteristics particular to PCH. First, the reader is oriented to the history of PCH and
the role the hospital plays not only in Phoenix but in Arizona. The rapid expansion of the
hospital not only illustrates the growing demand by the community for its services, but

also illustrates the challenges the hospital has faced to meet this demand.

The data presented in this chapter are from total visits (n=270,228) and total
individuals (n=143,496) to the ED during the study period (January 1, 2011- December
31, 2014). This study examined who came to the ED by age: 50.0 percent of visits were
made by children under the age of five years; by gender: 20.5 percent more males visited
the ED than females until adolescence when 26.9 percent more females visited the ED
than males; by race/ethnicity: 55.8 percent of individuals self-identified as Hispanic; and
by insurance status: 68.1 percent of all ED visits were covered by AHCCCS.
Additionally, temporal data showed that the increase in visits during the winter months
meant that nearly 3,000 more patients were seen in January compared to July.
Understanding who the patients are, their unique needs both physical and cultural, and

their patterns of use is paramount to quality improvement and efficiency of service.
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Chapter 7

Nonurgent Visits

Introduction

The purpose of this chapter is to examine the top visit reasons to the ED, as well as, to
understand who is making these visits. The following sections provide the definition of
nonurgent used for this paper, explain the diagnoses based using ICD-9 codes and
categories, examine hospital admission data for nonurgent reasons and provide a
demographic description of the 50,235 individuals who visited the ED for nonurgent

reasons between January 1, 2011and December 31, 2014.

Nonurgent Visits: Definition, Diagnoses & Limitations
Introduction

Nonurgent visits are considered to be those conditions that can be easily managed by a
primary care physician. These visits have been attributed to decreased ED efficiency due
to over utilization of limited resources, leading to longer wait times for all patients,
including those with emergent needs.* Therefore, nonurgent visits are a major concern
for many hospitals, and many EDs, including Phoenix Children’s Hospital, have

expanded capacity to meet this increased demand.

There is, however, no consistent definition of nonurgent use and, therefore estimated
rates of nonurgent ED visits range from 20 percent to 80 percent.”>”¢ For the purpose of

this retrospective study, nonurgent use was defined by first calculating the top 10



143

diagnoses in each age group (less than 1 year, 1-4 years, 5-9 years, 10-13 years and 14-17
years) and then calculating the percentage of times that persons with these diagnoses
were admitted. As the admission rate for all children with these top 10 diagnoses was one
percent of all visits, the term “nonurgent” was ascribed. However, this researcher wishes
to emphasize that labeling these diagnoses as “nonurgent” does not imply that she deems
the visits to be inappropriate. There is no way given the quality of data, to determine the
intent or severity of a visit. Nonurgent in this case was used as a term of convenience to

describe the top 10 diagnoses.

ICD-9 Categories

There were a total of 3,709 unique ICD-9 codes/diagnoses. The codes are the principal
diagnosis and describe the clinical reason for a patient’s treatment. The ICD-9 codes were
placed in one of 18 categories (Table 7.0). Sixty percent of all visits fell into three of 18

general categories, as highlighted in the table below.

Table 7.0. The 18 ICD-9 categories.

ICD-9 ICD-9 Description

001.00-139.00 Infectious and Parasitic Diseases

140.00-239.00  |Neoplasms

240.00-279.00  [Endocrine, Nutritional and Metabolic Diseases and Immunity Disorders

280.00-289.00 |Diseases of Blood and Blood Forming Organs

290.00-319.00 Mental Disorders
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320.00-389.00

Diseases of the Nervous System and the Sense Organs

390.00-459.00

Diseases of the Circulatory System

460.00-519.00

Diseases of the Respiratory System

520.00-579.00

Diseases of the Digestive System

580.00-629.00

Diseases of the Genitourinary System

630.00-679.00

Complications of Pregnancy, Childbirth and the Puerperium

680.00-709.00

Diseases of the Skin and Subcutaneous Tissue

710.00-739.00

Diseases of the Musculoskeletal System and Connective Tissue

740.00-759.00

Congenital Anomalies

760.00-779.00

Certain Conditions Originating in the Perinatal Period

780.00-799.00

Symptoms, Signs and Ill-Defined Conditions

800.00-999.00

Injury and Poisoning

E and V codes

Supplementary Classification of Factors Influencing Health Status and

Contact with Health Services

“Symptoms, Signs and Ill-Defined Conditions” accounted for 21.5 percent of all

visits. This category included fever, vomiting and headache. “Diseases of the Respiratory

System” accounted for 20.2 percent of all visits and included acute URI, asthma and

bronchiolitis. Eighteen percent of all visits fell under the category “Injury and

Poisoning.” Head injuries were the main reason for patient visits in this category. Figure

7.0 shows the percent of all visit codes, in descending order, that fall into each of the 18

diagnoses categories.
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Percent of Codes by Category
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Figure 7.0. The percent of all visit codes in descending order by diagnosis category.

Of the 3,709 individual ICD-9 codes/diagnoses, 24 ICD-9 codes/diagnoses accounted

for 50.6 percent of all visits. Table 7.1 lists the top 24 diagnoses.



Table 7.1. Top 24 diagnoses for study period.
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When 50.6 percent of all visits to the ED are for conditions that could easily be

managed in a pediatrician’s office, the question of interest becomes, Why do parents

utilize the ED for routine medical care? Is it due to poor access to primary care, lack of

education regarding alternative settings, self-perceived severity of the problem?

ICD-9 Code Diagnosis Total Diagnoses= 270,228
N (total) Percent (%) of total
diagnoses

465.90 Acute URI 16,195 6.0%
780.60 Fever 16,195 6.0%
382.90 Otitis Media 16,008 6.0%
493.92 /Asthma with acute exacerbation 12,688 4.7%
787.03 \Vomiting Alone 8,771 3.3%
558.90 Noninfectious Gastroenteritis 8,606 3.294)
466.19 Acute Bronchiolitis 8,111 3.0%
464.40 Croup 7,027 2 6%
564.00 Constipation 6,802 2 50
599.00 UTI 6,314 2 30
079.99 Viral Infection 4,628 1.7%
034.00 Strep Sore Throat 4,279 1.6%
059.01 Head Injury 3,850 1.4%
486.00 Pneumonia 3,469 1.3%
784.00 Headache 3,409 1.3%
789.00 Abdominal Pain Unspecified Site 3,332 1.204)
786.20 Cough 2,769 1.0%
920.00 Contusion of face/scalp/neck 2,626 1.0%
276.51 Dehydration 2,543 0.9%
787.91 Diarrhea 2,401 0.9%
466.11 Acute Bronchiolitis d/t RSV 2,104 0.8%
493.90 Asthma NOS 2,088 0.8%
372.30 Conjunctivitis 1,957 0.7%
462.00 Acute Pharyngitis 1,845 0.7%

Total (Top 24 Diagnoses) 136,823 50.6%



147

Understanding the hospital-specific why in the equation is an important topic for future
research. In order to reduce nonurgent visits to the ED, the targeted intervention must

address the needs and concerns of the PCH population it is entrusted to serve.

Top 10 Nonurgent Diagnoses

This study found that 35.4% of all visits to the ED were for 10 different nonurgent
diagnoses. Table 7.1 shows that acute upper respiratory infections (URIs) were the main
reason for patient visits (6.0 percent), followed closely by fever (6.0 percent). Ear
infections (otitis media) accounted for 4.7 percent of visits while asthma and vomiting
made up 3.2 percent of visits. Noninfectious gastroenteritis (3.0 percent), acute
bronchiolitis (2.6 percent), croup (2.5 percent), constipation (2.3 percent) and urinary

tract infections (UTIs) (1.9 percent) rounded out the top ten visit reasons.

At Phoenix Children’s Hospital, the total percent of individuals visiting the ED for
one of the top 10 nonurgent reasons in 2014 was 7.1 percent more than the percent of
visits made in 2011. While the total percent of individuals visiting the ED for all other

visit types in 2014 had decreased 4.0 percent since 2011 (Figure 7.1).
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Nonurgent vs Other Visit Types by Year
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Figure 7.1. Individual (n=143,496) nonurgent visits (top 10 visit reasons) compared to all other visit types
by year.

As mentioned above, labeling these conditions “nonurgent” is a bit misleading, as the
parent’s/patient’s perception of symptoms is unknown when looking at a diagnosis.
Additionally, some conditions, like croup, become most noticeable in the middle of the
night and although less than one percent (0.1 percent) of all visits for croup are admitted,
patients with croup often require immediate medical attention. But, as only 1.1 percent of
all visits for one of these 10 different diagnoses resulted in admission, the term

“nonurgent” was used here.

Limitations
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This researcher was only provided the primary diagnosis for this study. This posed
some challenges in interpretation. Having only one diagnosis afforded a limited view of
the patient visit. For example, a primary diagnosis of fever with a secondary diagnosis of
viral infection paints a much different picture of the patient than does a primary diagnosis
of fever with a secondary diagnosis of sickle cell anemia. Fever in an otherwise healthy
child is a normal process, however, a fever in a child with a chronic condition like sickle

cell anemia can be life threatening.

Additionally, the selection of a primary diagnosis varies by provider. One provider
may select “fever” as a primary diagnosis when a patient being treated for an ear
infection returns to the ED after a day of antibiotics complaining of fever when another
provider would code this as “otitis media.” More importantly it may miss co-morbidities
pertinent to this study. A patient with a primary diagnosis of abdominal pain but
secondary diagnosis of depression inadvertently excludes relevant patients from this

study.

Hospital Admissions

It is important to be mindful that some studies have found that, upon further
evaluation, as many as three to five percent of patients triaged as “nonurgent” required
immediate hospitalization.®8 This study found that 1.9 percent of patients presenting to
the PCH ED with one of the top 24 diagnoses were admitted. Table 7.2 is a side by side

comparison of total diagnoses and admissions for the top 24 diagnoses.
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Total (Top 24

ICD-9 Code |Diagnosis Total Diagnoses Total Admissions
N (total) Percent (%) of N (total) Percent (%) of
total diagnoses total diagnoses

465.90 Acute URI 16,195 6.0% 205 0.1
780.60 Fever 16,195 6.0% 280 0.1
382.90 Otitis Media 16,008 6.0% 32 0.0
493.92 Asthma with acute

exacerbation 12,688 4.7% 862 0.3
787.03 \Vomiting Alone 8,771 3.3% 120 0.0
558.90 Noninfectious

Gastroenteritis 8,606 3.2% 189 0.1
466.19 Acute Bronchiolitis 8,111 3.0% 513 0.2
464.40  [Croup 7,027 2.6% 347 0.1
564.00 Constipation 6,802 2504 343 0.1
599.00 UTI 6,314 2 304 136 0.1
079.99 Viral Infection 4,628 1.7% 39 0.0
034.00 Strep Sore Throat 4,279 1.6% 31 0.0
059.01 Head Injury 3,850 1.4% 18 0.0
486.00 Pneumonia 3,469 1.3% 289 0.1
784.00 Headache 3,409 1.3% 124 0.1
789.00 Abdominal Pain Unspecified

Site 3,332 1.2% 42 0.0
786.20 Cough 2,769 1.0% 25 0.0
920.00 Contusion of face/scalp/neck 2,626 1.0% 38 0.0
276.51 Dehydration 2,543 0.9% 785 0.3
787.91 Diarrhea 2,401 0.9% 24| 0.0
466.11 Acute Bronchiolitis d/t RSV 2,104 0.8% 646 0.2
493.90 Asthma NOS 2,088 0.8% 22 0.0
372.30 Conjunctivitis 1,957 0.7% 2 0.0
462.00 Acute Pharyngitis 1,845 0.7% 16 0.0

50.6%

Diagnoses/Admissions)

136,82%

Among the top 24 diagnoses, asthma was the main reason for admission (0.3 percent),

followed by dehydration (0.3 percent) and acute bronchiolitis due to RSV (0.2 percent).
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Table 7.3 looks at all admission diagnoses and lists the top three diagnoses in each age

group.

Table 7.3. Top 3 admission reasons by age category.

ICD-9 Code Diagnosis Admissions (Total Individuals)

N (total) Percent (%) of
diagnoses for age
category

<1 year
466.11 Acute Bronchiolitis d/t RSV 260 13.7%
466.19 /Acute Bronchiolitis 148 7.8%
276.51 Dehydration 90 4.8%

1-4 years
493.92 /Asthma with acute exacerbation 186 7.1%
276.51 Dehydration 174 6.6%
464.00 Croup 155 5.9%

5-9 years
540.90 Acute Appendicitis 334 13.7%
812.41 Supracondylar Fracture 208 8.5%
493.92 /Asthma with acute exacerbation 148 6.1%

10-13 years
540.90 Acute Appendicitis 340 19.2%
493.92 Asthma with acute exacerbation 55 3.1%
564.00 Acute Appendicitis w/ peritonitis 41 2 304

14-17 years

540.90 Acute Appendicitis 195 11.5%
276.51 Dehydration 39 2 30
564.00 Constipation 34 2 0%

There were a total of 10,416 admissions for the study period. The majority of

admissions were for children ages one to four years (25.2 percent). Twenty-three percent

(23.4 percent) of admissions were for children five to nine, 18.2 percent of admissions
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were for infants, 17.0 percent of admissions were for children 10 to 13 and 16.2 percent

of admissions were for adolescents aged 14 to 17 years.

Respiratory issues were the main reasons for admission for children under the age of
five. Acute appendicitis was the most common admission diagnosis for all children five
years and older. The highest percent of children (21.5 percent) admitted for appendicitis
were between the ages of 10 and 13. Asthma, the second most common admission

diagnosis for 10 to 13 year-olds, made up only three percent of all admissions.

According to a study utilizing a multi-State health data system in which Arizona was a
participant, asthma was found to be the most common reason for hospitalization for
children three to 12 years of age and appendicitis was the second most common reason
for hospitalization for children six to 17 years of age.?® The lower admission rates for
asthma seen at PCH could be due to the Breathmobile, which began service in 2000 and
now provides preventive outreach to 19 schools in South Phoenix, where children are
most likely to be uninsured.?”® Bringing free education and treatment directly to those
children most in need is one important strategy to reduce ED visits and lower healthcare

Ccosts.

Characteristics of Visitors (Nonurgent visits compared to all other visits)

To gain insight into current trends in ED utilization over the study period, Table 7.4
compares nonurgent visits with all other visits by year/ season, by age, by gender, by race
and by insurance status. The purpose of this section was to determine whether there was

any variation in use pattern between nonurgent visits and all other visits.
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Principal Variables

Table 7.4. A comparison of nonurgent visits to all other visits during the study period.

2012 6,620 4.6% 13,424 9.4%
2013 13,324 9.3% 24,871 17.3%
2014 20,188 14.1% 35,363 24.6%

Winter 12,803 8.9% 22,984 16.0%
Spring 9,168 6.4% 21,755 15.2%
Summer 7,487 5.2% 25,206 17.6%
Fall 14,798 10.3% 29,295 20.4%

<1 year 11,121 7.8% 10,902 7.6%
1-4 years 19,969 13.9% 29,096 20.3%
5-9 years 11,632 8.1% 24,661 17.2%
10-13 years 4,400 3.1% 15,655 10.9%
14-17 years 3,203 2.2% 12,857 9.0%

Female 21,291 14.8% 45,550 31.7%

Male 24,007 16.7% 52,123 36.3%

Black 4,161 2.9% 7,904 5.5%




Hispanic 27,774 19.4% 52,233 36.4%
Native American 1,207 0.8% 3,207 2.2%
Asian 523 0.4% 4,413 3.1%

Year

As seen in the table above, nonurgent visits have been increasing at a steeper rate than
are other types of visits. There was a 32.9 percent increase in nonurgent visits between
2011 and 2013 and another 51.6 percent increase between 2013 and 2014. For other visit
types, there was a 26.3 percent increase between 2011 and 2013 and a 42.2 percent
increase between 2013 and 2014. This finding was expected given the literature
pertaining to nonurgent visits to the ED.?*** And, according to the literature, the number

of nonurgent visits will only continue to increase.?*2°
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Children Under the Age of 18 in Maricopa County by Year
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Figure 7.2. The percent of all children under the age of 18 in Maricopa County (American Community
Survey Data).

Looking at county data, the percent of children under the age of 18 living in
Maricopa County remained fairly steady over the four-year study period. Figure 7.2
shows the under 18 population increased 0.4 percent between 2011 and 2012, increased
another 0.4 percent between 2012 and 2013 and then decreased 1.1 percent between 2013
and 2014. Informally comparing this census data to ED use rates at Phoenix Children’s
Hospital by year, it was clear that a population surge was not responsible for the 101.4
percent increase in nonurgent visits between 2011 and 2014. Understanding the factors
contributing to the increasing use of the ED for nonurgent problems is an important topic

for future research.
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Season

The busiest time in the ED for all visit types was the fall (October-December). There
was a 49.5 percent decrease in nonurgent visits between the fall and summer (July-

September) while visits for all other reasons remained fairly steady over the seasons.

Figure 7.3 looks at the percent of visits each month over the study period for the top
ten nonurgent reasons. February (37.9 percent), December (37.4 percent) and January
(35.8 percent) were the busiest months. From February the numbers decrease steadily to

the lowest point in July (21.6 percent) and then steadily rise again to peak in December.

Top 10 Nonurgent Visits by Month
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Figure 7.3. Percent of visits each month over the study period for the top 10 diagnoses.

This fluctuation in nonurgent visits correlates with the school year. School brings

children together and germs are easily spread due to children’s tendency to not cover
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their mouth when coughing and sneezing. Physiologically, children’s upper airways are
not fully developed allowing for more bacterial and viral infections to occur. For these
reasons it was not surprising to see an increase in fever, upper respiratory infections, ear

infections and vomiting during the school year.
Age

As Table 7.5 shows, out of all individuals visiting the ED during the study period,
children aged one to four years had the highest percent of visits for both nonurgent and
other visit reasons. However, when analyzing these numbers by age category, the highest
percent of nonurgent visits were made by children under one year of age. Children under
the age of one came equally for both nonurgent (50.5 percent) reasons and all other (49.5
percent) visit reasons. One to four year-olds came 40.7 percent of the time for nonurgent
reasons and 59.3 percent of the time for all other visit reasons. Twenty-two percent of all
visits for 10 to 13-year-olds were for nonurgent reasons compared to 78.1 percent of
visits for all other reasons. Adolescents, 14 to 17-year-olds, were the least likely to come
for nonurgent reasons (19.9 percent) with 80.1 percent of their visit reasons being for all

other visit reasons.
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Nonurgent Visit Reasons by Age Category and Year

<1 year 1-4 years 5-9 years 10-13 years 14-17 years
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Figure 7.4. Age distribution of ED visits for 2011, 2012, 2013 and 2014.

Figure 7.4 shows that across all years of the study period visits by children under one
stayed relatively the same. Visits for one to four-year-olds increased 28 percent between
2011 and 2013 and 15.9 percent between 2013 and 2014. Visits for five to nine-year-olds
increased 32.1 percent between 2011 and 2013 and 15.9 percent between 2013 and 2014.
Visits for 10 to 13-year-olds increased 35.8 percent between 2011 and 2013 and 14.3
percent between 2013 and 2014. And, visits for 14 to 17-year-olds increased 38.8 percent
between 2011 and 2013 and 13.4 percent between 2013 and 2014. From the start of the
study in 2011 to the end of the study in 2014, there was a 57.3 percent increase in the
number of visits made by adolescents, aged 14 to 17 years. This upward trend in ED use
may be suggestive of adolescents’ reluctance to utilize primary care services, a lack of

services targeted toward adolescents, a lack of access to care, underinsurance or no
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insurance by adolescents. That visits for children under one remained stable is not
surprising. Whether ED utilization by this age group is due to a higher incidence of
serious illness in this population or a greater propensity to bring a baby in for evaluation
and treatment for mild illness, the vulnerability of children during their first year of life

will continue to be a motivating factor for use.

Gender

Males visited the ED more than females and this held true for nonurgent visits as well.
For nonurgent reasons, 12.8 percent more males came than females and for all other visit

reasons, 14.5 percent more males than females came.

Race/Ethnicity

Looking at a side by side comparison by race/ethnicity, Hispanics made the most visits
overall to the ED for both nonurgent and all other visit reasons. Whites had 55 percent
lower odds of visiting the ED for one of the top 10 diagnoses than did Hispanics
(OR=0.45, 95% CI1=0.43 to 0.47 p<.0001), Asians had 44 percent lower odds (OR=0.56,
95% C1=0.47 to 0.66, p=0.0004), Native Americans had 38 percent lower odds
(OR=0.62, 95% CI1=0.56 to 0.68, p<.0001), and Blacks had 9 percent lower odds
(OR=0.91 95% C1=0.86 to 0.96, p<.0001). Recognizing that Hispanics and Blacks utilize
the ED for nonurgent reasons more often than do Whites and Asians is suggestive of a
need to address access to care and other structural barriers that contribute to health
disparities among low-income minorities. Population-based studies of ED use should be
conducted to further evaluate whether racial/ethnic differences specific to PCH exist that

are not explained by differences in demographics, socioeconomic status or access to care.
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Insurance Status

Looking at the insurance status of those individuals visiting the ED, 25.6 percent of all
patients who had AHCCCS came for nonurgent reasons, 24.9 percent of all uninsured
patients came for nonurgent reasons, 23.9 percent of those with insurance other than
AHCCCS or private came for nonurgent reasons, and 19.8 percent of those with private
insurance came for nonurgent reasons. Conversely, when the top ten nonurgent visits
were removed, of all patients who had private insurance, 80.2 percent came for issues

other than one of the top ten diagnoses.

Top 10 Nonurgent Diagnoses by Insurance Status and Year
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Figure 7.5. Number of top 10 nonurgent diagnoses covered by AHCCCS, private insurance, other
insurance and no insurance each year (2011-2014) divided by total number of diagnoses covered by
AHCCCS, private insurance, other insurance and no insurance each year (2011-2014).
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Figure 7.5 shows there was a less than one percent decrease in AHCCCS coverage for
nonurgent visits between 2011 and 2013, but then a sharp 7.1 percent increase occurred
between 2013 and 2014. Private insurance coverage for nonurgent visits remained fairly
steady between 2011 and 2013, with a modest 2.5 percent increase, but between 2013 and
2014 a 5.7 percent increase occurred. Persons with insurance other than AHCCCS or
private, decreased over the study period for nonurgent visits. Between 2011 and 2013
there was a 9.0 percent decrease and a 1.6 percent decrease between 2013 and 2014. The
most significant increase was in the percent of uninsured patients presenting with
nonurgent complaints. A 14.7 percent increase was seen between 2011 and 2014. There
was a 10.6 percent increase between 2011 and 2013 and an additional 3.8 percent

increase between 2013 and 2014.

The findings in this study are similar to the findings found in a 2004 study that
evaluated pediatric care and ED utilization in Yuma, Arizona and concluded that
uninsured children were much more likely to utilize the ED.?*> The 2004 study implied
that simply improving insurance coverage could eliminate the importance of ethnicity as

a determinant of ED utilization.

Age and Nonurgent Visits

Children are not a homogenous group. A great deal of variability exists
physiologically, anatomically, cognitively, socially and emotionally from birth through
childhood and the adolescent years. These differences impact the way illness presents

itself and differences between the top visit reasons in this study did vary from infancy
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through adolescence. For example, as seen in Table 7.5, upper respiratory infections, the

number one reason that children under the age of one are brought to the ED drops to the

number two reason in one to four-year-olds, the number three reason in five to nine-year-

olds and the number six reason in 10 to 13-year-olds. Although adolescents do get upper

respiratory infections, it no longer remains a top ten reason to come to the ED for 14 to

17-year-olds.

Table 7.5. All visits with top ten diagnoses by age category*

ICD-9 Code Diagnosis Total Diagnoses= 270,228
N (total) Percent (%) of total
diagnoses for age
category

<1 year Total Diagnoses=53,985

465.90 URI 5,955 11.0%

466.19 /Acute Bronchiolitis 5,625 10.4%
780.60 Fever 5,130 9.5%
382.90 Otitis Media 2,833 5.2%
787.03 'Vomiting Alone 1,969 3.6%
558.90 Noninfectious Gastroenteritis 1,715 3.2%
466.11 Acute Bronchiolitis d/t RSV 1,712 3.2%
464.40 Croup 1,485 2.8%
599.00 UTI 1,125 2.1%
564.00 Constipation 093 1.8%

Total (Top 10 Diagnoses <1 year) 28,542 52.9%

1-4 years Total Diagnoses=98,070
780.60 Fever 7,731 7.9%
465.90 URI 7,067 7.2%
382.90 Otitis Media 6,983 7 1%
464.40 Croup 4,507 4.6%
787.03 Vomiting Alone 4,008 4.1%
558.90 Noninfectious Gastroenteritis 3,762 3.8%

4 Missing 10 in age category
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493.92 Asthma w/ acute exacerbation 3,445 3.5%
079.99 Viral Infection 1,957 2 0%
959.01 Head injury 1,744 1.8%
564.00 Constipation L, ke 1.8%
Total (Top 10 Diagnoses 1-4-year-olds) 42,943 43.8%
5-9 years Total Diagnoses=60,864
493.92 Asthma w/ acute exacerbation 3,373 5.5%
780.60 Fever 2,453 4.0%
465.90 URI 2,311 3.8%
382.90 Otitis Media 2,283 3.8%
034.00 Strep Sore Throat 2,201 3.6%
564.00 Constipation 1,981 3.3%
787.03 'Vomiting Alone 1,853 3.0%
558.90 Noninfectious Gastroenteritis 1,645 2 7%
599.00 UTI 1,509 > 504
789.00 Abdominal Pain Unspecified 1,298 2 1%
Total (Top 10 Diagnoses 5-9-year-olds) 20,907 34.4%
10-13 years  Total Diagnoses=32,401
493.92 Asthma w/ acute exacerbation 1,262 3.9%
784.00 Headache 1,043 3.20
564.00 Constipation 1,037 3.20
034.00 Strep Sore Throat 688 2 1%
789.00 Abdominal Pain Unspecified 678 2 1%
558.90 URI 637 > 0%
465.90 Acute Upper Respiratory Infection 592 1.8%
540.90 Acute Appendicitis 524 1.6%
780.60 Fever 482 1.5%
787.03 Vomiting Alone 481 1.5%
14-17 years Total Diagnoses=24,908
784.00 Headache 992 4.0%
346.90 Migraine 656 2 6%
564.00 Constipation 564 2 30
789.00 Abdominal Pain Unspecified 483 1.9%
493.92 Asthma w/ acute exacerbation 465 1.9%
786.50 Chest Pain 449 1.8%
780.20 Syncope and Collapse A47 1.8%
599.00 UTI 400 1.6%
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789.09 /Abdominal Pain other Specified Site 369 1.5%
558.90 Noninfectious Gastroenteritis 352 1.4%

Total (Top 10 Diagnoses 14-17-year-olds) 5,177 20.8%

Figure 7.6 shows the percent of individuals who came to the ED for nonurgent reasons by

age.

Individual Nonurgent Visits to the ED

<1 1 2 3 4 5 6 7 8 9 100 11 12 13 14 15 16 17

Figure 7.6. Percent of individuals visiting the ED for nonurgent reasons by age.

Infants and toddlers had 3.3 times greater odds of coming to the ED than did 14 to 17-
year-olds for nonurgent reasons (infants: OR=3.3, 95% CI= 3.2 to 3.5, p<.0001 and early
childhood: OR=3.3, 95% CI=3.2 to 3.4, p<.0001). It is not surprising that infants and
toddlers had high rates of visits for general symptoms like fever, vomiting and cough and

congestion. Symptoms such as these are frightening especially for first time parents and
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especially in the middle of the night. Additionally, in these ages, it is not always clear if a
symptom is due to a common malady or the first sign of a more serious condition. Some
conditions are not obvious and are diagnosed only after a pattern of illness has been
established. Additionally, infants and toddlers are more prone to accidents due to their

new found mobility.

As stated in Chapter 6, age determines the motive and urgency (perceived and real) for
bringing a child to the ED. For this reason, it was important to first look at how age
relates to nonurgent visits. Grouping children according to age provided a quick way to
view these patterns and determine the healthcare needs specific to infancy (<1 year),
early childhood (1 to 4 years), school-aged children (5-9 year), early adolescence (10-13
years), and middle adolescence (14 to 17 years). This study found that in children under
one year of age, respiratory infections (URI, Bronchiolitis, Bronchiolitis d/t RSV and
croup, accounted for the majority of visits (27.3 percent). In early childhood, the age
when many children are in daycare, infectious processes, (ie: fever,URI, ear infections)
were the main visit reason. Asthma was highest in children five to 13 years of age, while

adolescents came mainly due to pain (headache, chest pain and abdominal pain).

Interestingly, a study on the effectiveness of the PCH Breathmobile reported a 70
percent reduction in ED visits for their participants. 22 So, while asthma remained the top
visit reason at 5.0 percent for children aged five to 13 years, it is possible that this
number would have been much higher if not for proactive outreach projects such as the

Breathmobile.

Figures 7.7-7.9 show nonurgent visits by age, gender and race/ethnicity. Figure 7.7

shows the percent of all nonurgent visits made to the ED by gender and age. There was
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no significant difference between the number of boys versus girls visiting the ED for one
of the top 10 diagnoses (OR=1.0, 95% CI=0.98 to 1.0, p<.0001) until age was
considered. More boys than girls visited the ED until age 13 years. By age 17 years, there
was an 81.7 percent increase in girls visiting the ED for nonurgent visits compared to

boys.

Percent of Total Visits for Nonurgent Reasons by Gender
and Age
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Figure 7.7. Out of all visits made for nonurgent reasons by age, the percent who were male and female.

Figure 7.8 shows the percent of individuals using the ED for nonurgent reasons by
race/ethnicity. With the exception of Asians, children under the age of one used the ED
the most for nonurgent reasons among all races/ethnicities. Amongst Asians, one-year-
olds made the most visits for nonurgent reasons. Amongst adolescents aged 14 to 17

years old, Whites made the most visits for nonurgent reasons.
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Percent of Individuals Visiting the ED by Race/Ethnicity
and Age
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Figure 7.8. Percent of individuals visiting the ED for nonurgent reasons by race/ethnicity and age.

When collapsed into age categories, Figure 7.9 shows that across all races/ethnicities,
the highest use was by one to four-year-olds: 40.9 percent of all Whites, 44.5 percent of
all Blacks, 41.7 percent of all Hispanics, 41.3 percent of all Native Americans and 50.8
percent of all Asians. The lowest use was by 14 to 17-year-olds: 5.6 percent of all
Blacks, 5.6 percent of all Hispanics, 4.4 percent of all Native Americans and 4.5 percent
of all Asians. Whites were the only group in which use by 14 to 17 year-olds (9.6

percent) exceeded use by 10 to 13-year-olds (9.2 percent).
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Individual Nonurgent Use by Race/Ethnicity and Age
Category
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Figure 7.9. Percent of individuals visiting the ED for nonurgent reasons by race/ethnicity and age category.

While one to four-year-olds made the most visits to the ED across all races/ethnicities,

Figures 7.10-7.14 below examined whether there was any difference among

race/ethnicities for the reason that a parent brought his/her child to the ED.

Examination of Top 10 Diagnoses

Table 7.6 shows that in every race category, upper respiratory infections and fever

were one of the top three diagnoses.
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ICD-9 Code Diagnosis Total Diagnoses= 143,496
N (total) Percent (%) of total
44,108 diagnoses for
race/ethnicity
White Total= 42,735

780.60 Fever 1,820 4.3%
465.90 /Acute Upper Respiratory Infection 1,323 3.1%
787.03 'Vomiting Alone 1,134 2 704,
382.90 Otitis Media 1,064 2 504
464.40 Croup 971 2304
564.00 Constipation 933 2 204
558.90 Noninfectious Gastroenteritis 916 2 1%
493.92 Asthma with acute exacerbation 879 2 1%
959.01 Head injury 805 1.9%
784.00 Headache 635 1.5%

Total Top 10 Nonurgent Visits 10,480 24 5%

Black Total= 12,066

465.90 Acute Upper Respiratory Infection 858 7 1%
493.92 /Asthma with acute exacerbation 650 5.4%
780.60 Fever Skl 4.6%
382.90 Otitis Media 501 4.2%
787.03 'Vomiting Alone 314 2 6%
558.90 Noninfectious Gastroenteritis 289 2 4%
466.19 /Acute Bronchiolitis 2717, 2 304
564.00 Constipation 273 2 304
464.40 Croup 224 1.9%
034.00 Strep Sore Throat 218 1.8%

Total Top 10 Nonurgent Visits 4,161 34.5%

Hispanic Total= 80,010

780.60 Fever 4,683 5.9%
465.90 /Acute Upper Respiratory Infection 4,602 5.8%
382.90 Otitis Media 3,833 4.8%
558.90 Noninfectious Gastroenteritis 2,670 3.3%
787.03 'Vomiting Alone 2,564 3.204
493.92 Asthma with exacerbation 2,154 2 704
564.00 Constipation 2,003 2504

51,802 patients fell in the “unknown” category and 825 were in the “other” category
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464.40 Croup 1,971 2 504
599.00 Urinary Tract Infection 1,737 2 204
034.00 Strep Sore Throat 1,557 1.9%

Total Top 10 Nonurgent Visits 27,774 34.7%

Native American Total= 4,414

465.90 Acute Upper Respiratory Infection 216 4.9%
780.60 Fever 165 3.7%
466.19 Acute Bronchiolitis 137, 3.1%
382.90 Otitis Media 133 3.0%
493.92 /Asthma with acute exacerbation 127 2 9%
486.00 Pneumonia 106 2 4%
558.90 Noninfectious Gastroenteritis 87, 2. 0%
466.11 /Acute Bronchiolitis d/t RSV 81 1.8%
959.01 Head injury 78 1.8%
464.40 Croup 77 1.7%

Total Top 10 Nonurgent Visits 1,207 27.3%

However, when the top ten visit reasons were examined more closely by race/ethnicity

a few distinctions emerged. As Figure 7.10 clearly shows, the majority (61.6 percent) of

visits by Native Americans were for respiratory symptoms (URI, Bronchiolitis,
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Bronchiolitis d/t RSV, Pneumonia, Asthma and Croup), yet only two percent were

admitted to the hospital for this.

Respiratory Symptoms by Race/Ethnicity
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60.0%
50.0%
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Admissions 1.0% 1.0% 0.8% 2.0% 0.6%

Figure 7.10. Percent of Whites, Blacks, Hispanics, Native Americans and Asians who presented with
respiratory symptoms (URI, Asthma, Bronchiolitis, Bronchiolitis d/t RSV, Pneumonia and Croup) and
were admitted.

Asthma was most pronounced among Black children (15.6 percent) and croup was
most pronounced among Whites (9.3 percent), but less than one percent of Blacks were
admitted for asthma (0.6 percent) and less than one percent of Whites were admitted for

croup (0.2 percent) (Figures 7.11 & 7.12).



172

Asthma by Race/Ethnicity
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Figure 7.11. Percent of Whites, Blacks, Hispanics, Native Americans and Asians who presented with
asthma and were admitted.

Croup by Race/Ethnicity
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Visits 9.3% 5.4% 7.1% 6.5% 7.2%
Admissions 0.2% 0.1% 0.1% 0.2% 0.2%

Figure 7.12. Percent of Whites, Blacks, Hispanics, Native Americans and Asians who presented with
croup and were admitted.
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Asians were most likely to present with fever (20.2 percent) and gastroenteritis (11.3
percent) but less than one percent of this cohort were admitted with this diagnosis

(Figures 7.13 & 7.14).

Fever by Race/Ethnicity
25.0%

20.0%
15.0%
10.0%
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0.0% — T o ) . —
White Black Hispanic Native American Asian

Visits 17.4% 13.4% 16.9% 14.0% 20.2%
Admissions 0.1% 0.1% 0.1% 0.1% 0.2%

Figure 7.13. Percent of Whites, Blacks, Hispanics, Native Americans and Asians who presented with
fever.
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Gastroenteritis by Race/Ethnicity
12.0%

10.0%
8.0%
6.0%
4.0%
2.0%

0.0% — — o — i . —
White Black Hispanic Native American Asian

Visits 9.0% 6.9% 9.6% 7.4% 11.3%
Admissions 0.1% 0.1% 0.1% 0.2% 0.1%

Figure 7.14. Percent of Whites, Blacks, Hispanics, Native Americans and Asians who presented with
gastroenteritis.

Understanding cultural differences in ED use for nonurgent visits is an important
topic. Is the difference in visit reasons among different ethnic groups due solely to a
difference in prevalence of disease? Or, are differences in perceptions of health, disease
management, education, and/or lack of access to primary care also determining factors?
Does the PCH Breathmobile, for example, need to extend its reach into other
communities where asthma is now most prevalent? Understanding any underlying
cultural factors is necessary if reduction in ED visits for nonurgent needs is the objective.
Cultural differences affect a parent’s attitude about medical care and affects their ability
to understand, manage and cope with their child’s illness. Along with other determinants

of health and disease, culture helps to define how patients view health and illness.
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Frequent Visitors

There is no consensus in the literature as to what constitutes a frequent visit to the ED.
Previous studies have varied from two visits to as many as 12 visits per year, but the most
common definition tends to be four or more visits in one year. 22°3 For this study, five or
more Vvisits in one year was chosen as the definition for frequent user. It was beyond the
scope of the data provided to determine if a particular child used the ED “too much” for
nonurgent reasons. However, it may prove beneficial to hospitals to track frequent users

and assess the reasons that they use the ED at a high frequency.

At Phoenix Children’s Hospital the number of individuals visiting one time and
presenting with one of the top ten nonurgent diagnoses decreased by 4.3 percent between
2011 and 2013, and then decreased 12.0 percent between 2013 and 2014. For patients
making two to four visits per year between 2011 and 2013, there was an 18.9 percent
increase in visits and an additional 38.5 percent increase in visits between 2013 and 2014.
The most substantial increase in nonurgent visits was seen in those individuals visiting
the ED five or more times in one year. A 28.6 percent increase was seen from 2011 to
2013 and a 200 percent increase occurred between 2013 and 2014 (Figure 7.15). The
increase in patients visiting the ED multiple times in one year suggests that parents may

be using the ED as a primary care office.
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Frequent Visits by Year
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Figure 7.15. The percent of all nonurgent visits made by individuals making one visit, two to four visits
and five or more visit in one year.

Table 7.7 shows the top three diagnoses for frequent visitors by age category. The top
three visit reasons are all nonurgent diagnoses. However, determining whether these ED
visits could have been safely redirected to an outpatient setting was beyond the scope of

this retrospective study.



Table 7.7. Total Top 3 diagnoses for patients with 5 or more visits by age category
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ICD-9 Code  |Diagnosis Total Individuals/Diagnoses per year=
190,777
N (total) Percent (%) of total
Frequent Visits
<1 year
465.90 URI 70 11.8%
780.60 Fever 59 10.0%
466.19 Acute Bronchiolitis 49 8.3%
1-4 years
465.90 URI 161 8.5%
780.60 Fever 139 7.3%
382.90 Otitis Media 139 7.3%
5-9 years
493.92 Asthma with exacerbation 38 7.3%
465.90 URI 24 4.6%
780.60 Fever 22 4.2%
10-13 years
493.92 Asthma with exacerbation 16 5.7%
564.00 Constipation 12 4.3%
784.00 Headache 9 3.204
14-17 years
346.90 Migraine 13 4.4%
784.00 Headache 13 4.4%
564.00 Constipation 8 2.7%

The literature has not identified a discrete reason why parents and caregivers access

the ED for nonurgent reasons. Studies show that parents have a tendency to overestimate

the severity of their child’s condition, while other studies find respondents unable to

distinguish between a visit to the ED and visit to their PCP, citing both as equally

appropriate sources of care for minor problems.” For these reasons it was expected that

patients would not travel great distances to receive treatment for nonurgent complaints. It
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might make sense that parents and caregivers would seek treatment at the closest facility.

Map 7.0 shows that the majority of visits were less than 20 miles from the hospital.
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Map 7.0. Nonurgent Visit heat map.

Map 7.1 shows that all individuals who visited the ED five or more times in a year,
lived in Maricopa County. There are nine subdivisions in Maricopa County. These
include the Buckeye Division, Chandler Division, Deer Valley Division, Gila Bend
Division, Phoenix Division, St Johns Division, Salt River Division, Tonto National
Forest Division and Wickenburg Division. Phoenix Children’s Hospital is located in the

Phoenix Division and 97.5 percent of all frequent nonurgent visits were by individuals
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residing in this census county division. In fact, 70 percent of patients who made frequent
visits to the ED lived within eight miles of the hospital. One percent of individuals

resided in Deer Valley Division and less than one percent resided in the Chandler and

Buckeye Divisions.

=
‘ 0% Wickenburg
0% Tonto .\Iitional Forest ™
i |
( Salt River
‘ 5% Buckeye P
il !
L L %St Jobns i
G o 0 s5 0 220 Miles A
\ e
X
| : a
i !
" T 3
’._.‘F\""_/ —
| Nonurgent Frequent Visits: Maricopa County
‘ Gila Bend
4  Phoenix Children’ s Hospital Visit Count
U, A Urgent Care Centers 0
‘ Nonurgent Frequent Visits 3
— T
s I ¢
—

[YJ] PHOENIX
VM CHILDREN'S o : -
H ital Citation: Sub Divisions shape file from: Maricopa County Sub Division TIGERLine Shapefile (2014) [downloaded file]. United States
. ospua Census Bureau, URL: https://www.census. gov/geo/maps—data/data/chf/cbf_cousub. html [October 3, 20157.

Map 7.1. Those individuals making 5 or more visits to the ED for nonurgent reasons.

Conclusion

The maps establish that patients who visit the ED at Phoenix Children’s Hospital one

or more times for nonurgent reasons do not travel great distances to do so. In order to
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develop effective interventions to minimize the use of the ED for nonurgent reasons, it is
important to recognize that 24 codes/diagnoses out of nearly 4,000 individual ICD-9
codes/diagnoses limns the majority of visits. Fewer than two percent of all patients
presenting with at least one of these 24 codes/complaints were admitted. This suggests
that many of the visits to the ED were for less severe cases. This finding is valuable for
hospital administrators as they determine how best to utilize their resources. A large
volume of “nonurgent” users compels the hospital to design strategies to improve the
overall flow of low acuity patients through the ED. PCH invested in more midlevel
providers to staff areas newly opened to accommodate those patients who typically have
a faster turn-around. Additionally, by anticipating a 50 percent decrease in visits for these
nonurgent problems in the summer, PCH began offering seasonal contracts to nurses. A
fundamental understanding of the problem is crucial before considering how best to

improve health care delivery and reduce costs.

The demographic profile of who visited the ED over a four-year period revealed no
spike in visits by children under the age of one despite having made the most visits to the
ED. The vulnerability of infants explains this expected finding. However, the increase in
visits across all ages past infancy may point to a systemic problem that, left unchecked,
will lead to even longer wait times and decreased quality of care. This chapter
underscores the complexity of ED use for nonurgent conditions. There is no single
determining factor that drives use. Understanding the needs specific to PCH, however, is

the best place to start.
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Chapter 8

Mental Health Visits

Introduction

The purpose of this chapter is to examine mental health visits to the ED. The
following sections describe the mental health categories and how they vary by age and
race/ethnicity, provide an overview of mental health visits to Phoenix Children’s
Hospital. The chapter provides a demographic description of the 2,577 individuals who
made mental health visits to the ED between January 1, 2011and December 31, 2014,
describe hospital admission data for mental health conditions, and use thematic maps to
identify the population utilizing the ED for mental health visits. Understanding who these
patients are, their patterns of use and how far they travel to obtain mental health services,

IS important as hospitals grow and expand.

Mental Health Categories

Over the study period there were a total of 3,196 primary diagnoses for a mental health
problem. For this project, the researcher eliminated for analysis those diagnoses with a
primary adult onset, those representing intellectual or processing disabilities (ie: mental
retardation, Down’s Syndrome, reading or speech disorders) and those representing
symptoms indicative of either a mental disorder or a physical disorder (ie: excessive
crying, sleep stage disorder, dizziness and giddiness, altered consciousness). The mental

health diagnoses were then collapsed into six major categories based on the ICD-9 codes



182

and a total of 2,577 diagnoses were analyzed. The major categories were Substance Use
Disorders, including alcohol and drug use disorders; Mood Disorders, including
depressive and bipolar disorders; Anxiety/Adjustment Disorders; Psychotic Disorders;

Conduct Disorders, including ADHD; and, Suicidal and Homicidal Ideation (Table 8.0).

Table 8.0. The six major mental health categories and their corresponding ICD-9 codes.

DIAGNOSTIC CATEGORY ICD-9 CODE

SUBSTANCE USE DISORDERS 291.00-292.99, 303.00-305.99

MOOD DISORDERS 296.00-296.19, 296.20-296.39, 296.40-
296.81, 296.82, 296.89-296.99, 311.00-
311.99

ANXIETY/ADJUSTMENT DISORDERS | 300.00-300.39, 308.00-309.99

PSYCHOTIC DISORDERS 293.00-295.99, 297.00-299.99

CONDUCT DISORDERS 312.00-314.99, V40.00, V61.20, V61.23,

V62.40, VV70.10, V71.02, V71.09
SUICIDAL/HOMICIDAL IDEATION V62.84, V62.85, V71.60
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Figure 8.0 shows the percent of mental health visits by the six major categories.

Mental Health Visits by Category

Suicidal/Homicidal Substance Use
Ideation, 11%  Disorders, 3%

&

.
|

Figure 8.0. Percent of mental health visits by category.

Overall, Mood Disorders were the most common complaint (48.3 percent), followed
by Conduct Disorders (18.1 percent), Anxiety Disorders (16.0 percent),
Suicidal/Homicidal Ideation (10.5 percent), Psychotic Disorders (4.0 percent) and
Substance Use Disorders (3.2 percent). This finding differs from other studies that
consistently find conduct disorder to be the most common childhood diagnosis.?*
However, this difference might be due to ED clinician comfort working with patients who
present with a mental health complaint. Qualitative studies consistently find a lack of
provider confidence managing these patients.8? 20029529 Additionally, ED physicians are
charged with making rapid decisions about patients with whom they have no history and

with whom they only glimpse through a small window of focus and time. For these



184

reasons, ED physicians are often reluctant to ascribe a psychiatric diagnosis to patients,
and “mood disorder” can become a blanket diagnosis for all children who are not suicidal
or physically aggressive. Therefore, it is not surprising that mood disorder was the most

common ED diagnosis in this study.

Mental Health Visits by Age Category
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Figure 8.1. Mental Health Visits by age category.

Looking at mental health visits by age category it is clear that conduct disorder was
the most common diagnosis for one to four-year-olds and the second most common
diagnosis for five to 13-year-olds (Figure 8.1). Studies have shown that the prevalence of
conduct disorder increases until the age of 15 years and then stabilizes in boys and
decreases in girls.2°” Conduct disorder, however, is rarely a sole diagnosis. The literature
finds conduct disorder co-occurring with a diversity of co-morbid conditions, including
ODD (oppositional defiant disorder), ADHD (attention deficit hyperactivity disorder),

depression, anxiety and substance use. 2°7-2% While adolescents may also test limits, argue
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with adults and break rules, such behaviors are generally accepted as developmentally
appropriate and consequently conduct disorder no longer remains listed as the primary
diagnosis. Therefore, as expected, the diagnosis of conduct disorder, in this study,
dropped in the 14 to 17-year age category. In late adolescence, mood disorder was the
most common diagnosis at 33 percent, anxiety disorder was the second most common
diagnosis at 23 percent and suicidal/homicidal ideation was at 22 percent. All diagnoses

in this age category reflect the increase in female visits.

Mental Health Categories by Gender
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Figure 8.2. The percent of individuals with a mental health diagnosis in each category by gender.

Figure 8.2 shows the percent of individuals with a mental health diagnosis in each

category by gender. Boys were diagnosed with psychotic disorders 2.6 times more
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frequently and conduct disorders 2.1 times more frequently than girls. That boys are
frequently diagnosed with conduct disorder is consistent with research conducted on
gender stereotypes.?*® Boys are more inclined to display physically aggressive acts such

as hitting, pushing and destroying things.>**=%!

Girls were more frequently diagnosed with anxiety disorders (1.4 times more
frequently) and suicidal/homicidal ideation (1.3 times more frequently) than were boys.
Brain scans reveal differences in the way girls and boys process emotional stimuli and it
has been postulated that this difference may make adolescent girls more susceptible to

depression and anxiety.3

When examining each of the six psychiatric diagnoses by race/ethnicity, mood
disorder was highest among all races/ethnicities, ranging from 48.0 percent of all mental
health visits made by Whites to 34 percent of all visits made by Native Americans.
Native Americans had the highest incidence of substance use (17 percent), Hispanics had
the highest incidence of anxiety disorders (27 percent), Asians had the highest incidence
of psychotic disorders (10 percent) and Blacks had the highest incidence of conduct
disorder (28 percent). Suicidal/homicidal ideation ranged from 13 percent in Hispanics to

seven percent in Asians (Figure 8.3).
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Psychiatric Diagnoses by Race/Ethnicity
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Figure 8.3. Of all Whites, Blacks, Hispanics, Native Americans and Asians, the percent diagnosed with
each of the 6 psychiatric diagnoses.

Looking closer at conduct disorder by race/ethnicity, among Black children there were
few differences between boys (55 percent) diagnosed and girls (45 percent) diagnosed.
The gap becomes wider among White children with whom 72 percent of boys and 28
percent of girls were diagnosed with conduct disorder. Mood disorder was the most
common diagnosis for every ethnicity/race and gender except Native American males for
whom conduct disorder was the most common diagnosis (Figure 8.4). These findings
raise many questions about racial/ethnic disparities in the identification of children with
conduct disorder. Are these racial/ethnic differences due to a lack of access to health care,
reflective of the lens that a clinician and/or family member interprets symptoms, a
general prejudice held by clinicians, or reflective of a clinicians’ expectation of the

probability of conduct disorder occurring in children of certain ethnicities? Due to the
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inherent limitations of a retrospective study, these findings raise more questions than they

answer.

Percent Diagnosed with Conduct Disorder by
Race/Ethnicity
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Figure 8.4. Conduct disorder by race/ethnicity and gender.

Mental Health Visits to Phoenix Children’s Hospital

Overview

During the study period, January 1, 2011 through December 31, 2014, 143,496
individuals came through the emergency room doors. Close to two percent of those
patients (n=2,577) came with a mental health complaint for a total of 3,196 visits.
However, when a query was run excluding all children under the age of five, mental

health diagnoses accounted for 3.5 percent of all ED diagnoses.

Mental health visits have been rising. Between 2011 and 2013 there was a 44.7
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percent increase and another 21.9 percent increase between 2013 and 2014 of mental
health visits. Overall, this 76.3 percent increase meant that 423 more patients were seen

in 2014 as were seen in 2011. (Figure 8.5).

Number of Individuals with a Mental Health Complaint by
Year
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Figure 8.5. Number of individuals with a mental health complaint by year.

Eleven percent of all patients presenting with a mental health condition visited the ED
more than one time during the study period (n=308), and nearly two and half percent of
individuals came three or more times during the study period (n=68). Figure 8.6 shows
the rates for those making one visit, two visits and three or more visits remained constant
between 2011 and 2014. The percent of patients making one visit per year dropped one
percent from 88.8 percent in 2011 to 87.8 percent in 2014. The percent of patients

making two visits in one year increased 10.6 percent from 8.5 percent in 2011 to 9.4
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percent in 2014 and those patients making three or more visits remained fairly steady
from 2.7 percent in 2011 to 2.8 percent in 2014. One person in both 2013 and 2014 made

SiX ViSits.
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Figure 8.6. Percent of patients who made 1 visit, 2 visits and 3 or more visits during the study period.

Characteristics of Mental Health Visitors

To better develop a demographic profile of who made mental health visits to the ED,
Table 8.1 looks at the percent of mental health diagnoses by age category, gender,
race/ethnicity and insurance status. Further, this section examines gender-specific
differences. Gender is a critical determinant of mental health. Gender is a social construct
and children learn acceptable and unacceptable behaviors for their sex by observing other

people. These gender roles become an internal guide for behavior early in childhood and
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for how one copes with stress, how one interacts with others and how one perceives

himself or herself. These are all examples of factors that can positively or negatively

influence mental health. Although the research finds that overall one sex is not more or

less susceptible to developing a mental disorder, gender differences in prevalence of

mental disorders do vary across age groups, cultures and socioeconomic status.3*

Table 8.1. The percent of mental health diagnoses within age category, gender, race/ethnicity and insurance

status.
Age Category
1-4 5-9 10-13 14-17
Total mental 98 689 1,082 697
health diagnoses
Total diagnoses by 49,065 36,293 20,055 16,060
age category
Percent (%) of 0.2% 1.9% 5.4% 4.3%
mental health
diagnoses by age
category
Gender
Female Male
Total mental health diagnoses 1,167 1,403
Total diagnoses by gender 66,841 76,130
Percent (%) of mental health 1.7% 1.8%
diagnoses by gender
Race/Ethnicity
White Black Hispanic Native Asian
American
Total mental 1,575 234 661 58 20
health
diagnoses
Total diagnoses 42,735 12,066 80,010 4,414 1,648
by
race/ethnicity
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Percent (%) of
mental health
diagnoses by
race/ethnicity

3.7%

1.9%

0.8%

1.3%

1.2%

Insurance Status

AHCCCS

Private

Other

Uninsured

Total mental
health diagnoses

1,104

1,266

93

106

Total diagnoses by
insurance status

87,944

40,654

3,329

11,569

Percent (%) of
mental health
diagnoses by

insurance status

1.3%

3.1%

2.8%

0.9%

Age and Gender

As seen in Table 8.1, parents do bring children under five years of age to the ED with

a chief complaint of a mental health condition. However, because children under five

only possess a few set behavioral responses to various stresses, are curious and energetic,

are highly dependent on their parents/caregivers and are quickly developing and

maturing, it is impossible in a retrospective chart review to understand if the 0.2 percent

of one to four-year-olds truly have a mental disorder. That said however, there is

mounting evidence that mental disorders identified in school-age children are also quite

prevalent in preschool children.3%

Table 8.1 shows that 1.9 percent of all diagnoses for children five to nine, 5.4 percent

of all diagnoses for children 10 to 13 and 4.3 percent of all diagnoses for children 14 to

17 were mental health diagnoses. Table 8.2 looks closer at the interplay between age and

gender.
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Characteristic Total Male Female
N % N % N %
All Mental Health 2,570 100% 1,403 54.6% 1,167 45.4%
Visits
Age Category

1-4 98 3.8% 60 61.2% 38 38.8%
5-9 689 26.9% 471 68.4% 218 31.6%
10-13 1,082 42.6% 595 55.0% 487 45.0%
14-17 697 27.2% 274 39.3% 423 60.7%

Overall, more boys were seen for mental health conditions (54.6 percent) than girls

(45.4 percent). In the younger age categories, 1-4, 5-9 and 10-13, boys made more mental

health visits. More specifically, Figure 8.7 below shows the percent of all children in

each age category (1-4, 5-9, 10-13 and 14-17) with a mental health visit who were male

and female. Sixty-one percent of mental health visits for children under five were for

boys and 38.8 percent were for girls. Sixty-eight percent of boys aged five to nine made

mental health visits as compared to 31.6 percent of girls. Fifty-five percent of boys aged

10 to 13 made mental health visits as compared to 45.0 percent of girls. However, in the

oldest age category, children 14 to 17, girls made the most mental health visits. Sixty-one

percent of mental health visits were by girls as compared to 39.3 percent of visits made

by boys. This is consistent with national trends that find that adolescent girls are seen

more for mental health complaints than are boys.3* It may be inaccurate, however, to

assume that girls suffer more from mental illness during adolescence, this result may

suggest, instead, that adolescent boys are undertreated.
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Percent of Mental Health Visits by Gender in each Age

Category
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Figure 8.7. Out of all children aged 1-4, 5-9, 10-13 and 14-17 with a mental health complaint, percent in
each category who are male and percent who are female.

Race/Ethnicity and Gender

Table 8.1 shows that the majority of patients who presented to the ED with a mental
health condition were White. However, while Whites made the most total visits, the
highest proportion of mental health visits were made by Asians. Figure 8.8 shows the
percentage of all individual visits by race/ethnicity that were mental health visits. Overall,
Whites made up 29.8 percent of all individual visits and 3.7 percent of visits by Whites
were mental health visits. Blacks made up 8.4 percent of all individual visits and 1.9
percent of visits by Blacks were mental health visits. Hispanics, made up 55.8 percent of
all individual visits, and only 0.8 percent of visits by Hispanics were mental health visits.

Native Americans made up 3.1 percent of all individual visits and 1.3 percent of visits by
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Native Americans were mental health visits and Asians made up 1.1 percent of all

individual visits and 1.2 percent of visits by Asians were mental health visits.

Percent of Individual Visits that are Mental Health Visits by
Race/Ethnicity
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Figure 8.8. The percent of all individual visits that are mental health visits by race/ethnicity.

Table 8.3 shows the distribution of visits by race/ethnicity and gender. Amongst,
Whites, Blacks and Native Americans, boys made more mental health visits than girls.
Fifty-seven percent of Whites were boys and 43.2 percent were girls. Fifty-six percent of
Blacks were boys and 43.6 percent were girls and 56.8 percent of Native Americans were
boys and 43.1 percent were girls. Among Hispanics however, 51.0 percent of girls and
49.0 percent of boys made a mental health visit and among Asians, 55.0 percent of girls
and 45.0 percent of boys made a mental health visit. Why a higher percentage of
Hispanic and Asian girls are seen for mental health visits and a higher percentage of

White, Black and Native American boys are seen for mental health visits is less likely to
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be caused by underlying biological differences so much as by factors that co-vary with

race, such as income, education or environment.

Table 8.3. Distribution of mental health visits by race/ethnicity and gender.

Characteristic Total Male Female
N % N % N %

All Visits 2,570 100% 1,403 54.6% 1,167 45.4%
Race/Ethnicity

White 1,575 61.4% 895 56.8% 680 43.2%
Black 234 9.1% 132 56.4% 102 43.6%
Hispanic 661 25.7% 324 49.0% 337 51.0%
Native American 58 2.3% 33 56.9% 25 43.1%
Asian 20 0.8% 9 45.0% 11 55.0%

Insurance Status and Gender

Table 8.1 shows the surprising finding that the majority of patients who made a mental
health visit had private insurance (3.1 percent) or insurance other than private insurance
or AHCCCS (2.8 percent). This is surprising because studies consistently find that
children in low-income families, those most likely to have AHCCCS, have the highest
need for psychiatric services. 7%'7°182 However, as Chapter 6 reported, the greatest
percentage of individuals with private insurance were White and Asian and the highest
percentage of individuals with insurance other than AHCCCS were Blacks. This finding
does beg the question: to what extent does insurance status affect access to mental health
services? Although it was beyond the scope of this paper, it would be important to know
if private insurance is the key to access mental health service and, if so, whether that key

affords access to better services.
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Table 8.4 looks at the distribution of mental health visits by insurance status and
gender. The biggest percent difference between male and female was seen among
children on AHCCCS. Of all individuals with AHCCCS who made a mental health visit,
32.0 percent more boys had AHCCCS than girls. Additionally, 55.7 percent of all
uninsured children who made a mental health visit were girls. One explanation for the
high rate of uninsurance was Arizona’s decision to cancel its Children’s Health
Insurance, or CHIP program.®* This cut equally affected boys and girls but as more girls
aged 14 to 17 made mental health visits, it is not unreasonable that uninsurance rates

would be higher for girls.

Table 8.4. Distribution of mental health visits by insurance status and gender.

Characteristic Total Male Female
N % N % N %

All Visits 2,570 100% 1,403 54.6% 1,167 45.4%
Insurance Status

AHCCCS 1,104 42.9% 628 56.9% 476 43.1%
Private 1,266 49.2% 682 53.9% 584 46.1%
Other 93 3.6% 48 51.6% 45 48.4%
Uninsured 106 4.1% 47 44.3% 59 55.7%

Admissions

As described in the methods chapter, the data set provided for this study included

admission to the ED, discharge from the ED and admission to the inpatient unit. Due to
high demand, failure to meet inpatient criteria at PCH and limited resources, the transfer
of a patient to an outside facility was often necessary. This researcher worked under the

assumption that transfer patients were counted as a “discharge.” Therefore, it was
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impossible to know which patients were ultimately admitted and which patients were
discharged home. However, a crude estimate was made. This researcher calculated length
of stay (LOS) as discharge date from ED minus admission date to the ED. A LOS of
greater than one day was used as an indication of admission and 1,290 individuals met
this criterion. By this crude measure, 50 percent of mental health patients were admitted.
Additionally, since 99 patients were admitted to the inpatient unit, 1,191 patients were
“discharged” (1290 minus 99) during the study period. This amounted to 92 percent of
patients requiring psychiatric admission being transferred out. However, it is likely that
not all children with a LOS of one day were discharged home, some may have been
admitted the same day. It is also likely that not all children with a LOS of two days were
admitted, some may have come prior to midnight and were discharged home after
midnight. Additionally, there may have been some other unique circumstances that
influenced the final tally, but are impossible to determine from a retrospective chart

review.

Gender/Age

Contrary to a 2009 epidemiological study of 24 participating Pediatric Emergency
Care Applied Research Network hospitals, which found girls more likely to be admitted
or transferred for psychiatric-related visits,** more boys in this study were admitted for
mental health issues than were girls (57.5 percent vs. 42.5 percent) (Figure 8.9). Boys

were admitted 1.4 times more than girls.
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Percent Admitted by Gender

= Female = Male

Figure 8.9. The percent of individuals: females and males admitted.

Given that the most common ED diagnosis was mood disorder, it is not surprising that
close to 60 percent of admission diagnoses for both girls and boys (58.1 percent) were for
mood disorders. Boys and girls were admitted about equally for substance abuse. Boys
were admitted 3.2 times more often for psychotic disorders and 2.0 times more for
conduct disorders than girls. Girls were admitted 1.4 times more for suicidal/homicidal

ideation and 1.5 times more for anxiety disorders than were boys (Figure 8.10).
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Percent by Gender for Each Diagnosis
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Figure 8.10. Percent of all females and males admitted by diagnosis.

Figure 8.11 examines admission diagnoses by age. Mood disorder was the most
common admission diagnosis in all age categories. Conduct disorder was the second most
common admission diagnosis for those children aged five to nine, anxiety disorder was
the second most common admission diagnosis for children aged 10 to 13 and
suicidal/nomicidal ideation was the second most common admission diagnosis for

adolescents aged 14 to 17 years of age.
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Figure 8.11. Percent of all mental health admissions by age category. 6

Race/Ethnicity

Figure 8.12 shows the percent of admissions for mental health issues out of all mental

health visits to the ED by race/ethnicity.

6 11 missing in this category
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Percent of Admissions by Race/Ethnicity
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Figure 8.12. The percent of admissions for mental health issues out of all mental health visits to the ED by
race/ethnicity.

Only 6 people of Asian descent were admitted during the study period. The majority
of patients admitted with a mental health condition were White (66 percent).
Comparatively, 10.1 percent of admissions were by Blacks, 20.8 percent of admissions
were by Hispanics, 2.0 percent of admissions were by Native Americans and 0.5 percent

of admissions were by Asians.

Figure 8.13 examines the number of admissions for each mental health diagnosis by
race/ethnicity. Whites had the highest admission rates in every psychiatric category
except substance abuse. Hispanics were admitted 1.3 times more frequently for substance
abuse than were Whites. The literature finds a high prevalence of comorbidity between
substance abuse and other mental illness*** and national estimates indicate that Hispanic
adolescents are more likely than White adolescents to report depression and anxiety and

to consider and attempt suicide.>*> As Hispanic youth are expected to make up nearly
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one-third of those under 19 years of age by 2050,%%¢ it would be surprising if an increase

in mental health admissions for Hispanics at Phoenix Children’s Hospital is not seen in

the future.
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Figure 8.13. The number of admissions for each mental health diagnosis by race/ethnicity.

Figure 8.13 also shows that for Black children, conduct disorder was the most
common admitting diagnosis (14.2 percent). Cultural differences in parental perceptions
and expectations of children’s behaviors can affect prevalence rates for conduct disorder.
For example, parents in Asian cultures may do more at an earlier age to curb

externalizing behavior and reward internalizing behavior.3%

Significant diagnostic disparities have been documented both in access and quality of

care in children’s mental health, largely with African American and Latino children.5*
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Studies show that minority children are one-third to one-half as likely to receive mental
health care as White children and adolescents***” and when they do seek treatment,
studies show that providers spend less time with them, are quicker to make a diagnosis
and are less likely to discuss treatment options with them.*® That said, prevalence rates
for conduct disorder are generally comparable across ethnic and racial populations;®
however, this diagnosis can have a more profound effect on minority children. Youth are
often referred to the juvenile justice system if they display aggressive or disruptive
behavior and a disproportionate 50 to 70 percent of those currently in the juvenile justice

system are minority youth, principally Blacks, Latinos and American Indians.*

Insurance Status

Figure 8.14 shows that most patients admitted to the ED were covered by private
insurance (50.2 percent). Forty-three percent were covered by AHCCCS and 4.3 percent
had some other type of insurance and 2.5 percent were uninsured at the time of

admission.
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Admissions by Insurance Status
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Figure 8.14. Percent of all mental health admissions by insurance status.

This was a highly surprising finding given that Arizona consistently ranks at the top
for the prevalence of mental illness and the bottom for access to care. According to a
report using national survey data, forty-three percent of Arizona youth reported that they
did not receive needed mental health services with an uninsurance rate for emotional and
behavioral disorders of 17 percent, one of the highest rates of uninsurance for youth in
the country.®® But as the maps below show, the majority of patients who visited the ED
multiple times for mental health reasons came from middle income to high income

households (Map 8.2, and Map 8.3).
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Place of Residence

Map 8.0 shows where individuals presenting to Phoenix Children’s Hospital with a

mental health complaint resided during the study period.

Individual Mental Health Visits

\_]

. 0% NAVATO

COCHISE

sy e Miles
01020 40 60 80

== Phoenix Children’s Hospital Percent of visits (%) - .4 - 1.1
A Urgent Care Centers l:l -0 - 15238
Tndividual Mental Health Visits | .1~ .3 B s
\\'/ PHOENIX Citation: Sub Divisions shape file from: Maricopa County Sub Division TIGERLine Shapefile

O CHILD_REN'S (2014) [downloaded file]. United States Census Bureau, URL: https://
- Hospital www. census. gov/geo/maps—data/data/cbf/cbf_cousub. html [October 3, 2015].
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Map 8.0. All individuals with a primary address in Arizona presenting to Phoenix Children’s Hospital with
a mental health complaint.

Eighty-seven percent of all individuals who presented with a mental health complaint
were from Maricopa County. Pinal County, which contains the Ak-Chin Indian
Community and parts of the Tohono O’odham Nation, the Gila River Indian Community
and the San Carlos Indian Reservation, made up 3.8 percent of mental health visits and

1.1 percent came from Yavapai County, which is where Prescott is located.

A lack of psychiatric specialists and inpatient and outpatient facilities and an increase
in referrals from schools, primary care physicians and mental health therapists might
suggest that the residence of patients seeking mental health care in the ED would be
scattered throughout the county, with no discernible pattern. However, Map 8.1 shows
that most patients resided in the Maricopa County Subdivision of Phoenix and, on
average, patients travelled 16 miles to get to the hospital, with 70 percent of patients

living within 26 miles of the hospital.
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Map 8.1. All individuals residing in Maricopa County who present to Phoenix Children’s Hospital with a

mental health complaint by census tract. Yellow dots represent individual visits.

While Maps 8.0 and 8.1 shows individual mental health visits to the ED, Maps 8.2 and

8.3 show the frequency of mental health visits. Map 8.2 shows those individuals who

make three or more mental health visits to the ED by census tract. Most patients who

made frequent mental health visits also resided in the Maricopa County Subdivision of

Phoenix. The census tracts in the Deer Valley Division, Buckeye Division and Chandler

Division are physically much larger than the census tracts in central Phoenix, but the

density was highest in the Subdivision of Phoenix.
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Map 8.2. Frequent mental health visits by census tract in Maricopa County.

When frequent mental health visits (three or more visits in one year) by Maricopa
County residents were examined, Map 8.3 shows only four of the nine subdivisions in
Maricopa County were represented. The majority, 76.9 percent of individuals, lived in the
Phoenix Division, 7.7 percent lived in the Chandler Division, 4.6 percent lived in the

Buckeye Division and 3.1 percent lived in the Deer Valley Division. The Buckeye
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Division, Chandler Division and Deer Valley Division represent areas where the average

household income ranges from $70,104 to $107,401.%%3
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Map 8.3. Frequent mental health visits by subdivision in Maricopa County. Yellow dots represent those
individuals making three or more visits in one year.

As the maps indicate, people do travel to the ED to obtain mental health services
and as the previous section discussed, half of all patients admitted to the hospital with a

mental health condition had private insurance. Understanding why insured patients use
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the ED at Phoenix Children’s Hospital for mental health services is an important topic for

future research.

Temporal Patterns: Month and Year

Figures 8.15 and 8.16 look for patterns of mental health use by time of year.
Understanding when patients are most likely to visit the ED with mental health
complaints can help a hospital prepare staff and resources to accommodate an increase in

need.

Mental Health Visits By Month and Year
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Figure 8.15. Percent of all mental health visits by month and year.

Figure 8.15 shows all mental health visits in 2011, 2012, 2013 and 2014 and the

percent of individuals who came each month. There was a consistent drop in mental
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health visits in June and July. Overall, November was the busiest month for mental health
complaints and June was the least busy. Eleven percent of all mental health visits were
made in November as compared to 5.4 percent of all mental health visits being made in

June.

The variability in ED mental health visits by month correlates with the school year for
much of Arizona. There are more than 600 schools in Maricopa County, and while some
schools do follow a year-round calendar, most start the school year in August and end in

late May or early June.>®

Figure 8.16 shows all mental health diagnoses over the study period by month. An
interesting spike in psychosis (18.1 percent) was seen in November, at the same time a
sharp decline in substance use was seen (7.9 percent). This finding highlights another
limitation of only being provided with the primary diagnosis. There is clear evidence in
the literature that psychotic features can result from the use and abuse of a substance.3°
Additionally, substance abuse disorders commonly occur co-morbidly in patients with
psychotic disorders.?*° The provision of only one diagnosis produces an unclear picture of
exactly why patients are brought to the ED for mental health reasons, clouding
understanding of the relationship between co-occurring diseases and their consequences

for health service providers.
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Mental Health Diagnoses by Month
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Figure 8.16. Frequency of total mental health diagnoses by month.

September is the month when visits to the ED begin to increase and a rise in all mental
health diagnoses can be seen in Figure 8.15. September signals the beginning of the
school year when students begin to feel the stress of conforming to school rules,
schedules and academic requirements, as well as, pressure and intimidation from peers.
School bullying statistics in the United States estimate that approximately one in four
children are bullied on a regular basis.?** Another possibility for the increase in ED visits
is that the beginning of the school year brings with it contact with school counselors and
other professionals, who can make referrals or recommendations to obtain mental health
services. Interestingly, of all children presenting with a mental health complaint in
September, the highest percent (23.2) of them are diagnosed with conduct disorder.
Finally, the holidays can be stressful and of all children presenting with a mental disorder

in December, 54.4 percent of them are diagnosed with a mood disorder. All these
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stressors wane in June, when school lets out for the summer. Although causality cannot
be established, there is the possibility that there is a link between the increase in mental

health visits and the start and end of the school year.

The temporal patterns of use for patients with mental health complaints visiting the
ED at Phoenix Children’s Hospital are the same nationwide.?*? It is important for hospital
administrators to not only anticipate an increase in mental health visits in September, for
example, but to also anticipate an increase to the previous year’s visit total. In this study
there were twice as many patients seen in September 2014 as seen in September 2011.
As this increase also correlates with the time of year when the hospital typically begins to
experience a sharp increase in all visit types; understanding this data is imperative for
planning and putting into place action plans aimed to improve throughput for all patients.
The development and implementation of a plan conveys to staff, patients and families
that the hospital is committed to providing an efficient, effective and safe environment

for all patients.

Conclusion

The 76.3 percent increase in mental health visits that PCH experienced between 2011
and 2014 is consistent with the literature, which describes a dramatic increase in
emergency room visits for mental disorders since 2006.3'> However, epidemiological
reviews using standardized psychiatric instruments do not find an increase in prevalence
of children and adolescents with psychiatric disorders during this time frame.?!2 This

suggests that families are turning to the ED more and more for mental health care
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because they are left with no alternative. Who made use of this safety net is of special
interest. This study found that the majority of individuals who made mental health visits
to the ED were White and had private insurance. This finding, coupled with national
survey data ranking Arizona as one of the least effective states at addressing issues
related to mental health,*” suggests that minorities and those children without insurance

may be severely undertreated or untreated.

It is clear from this study that the majority of patients live in close proximity to the
hospital and an increase in visits occurs during the traditional school year with the winter
months experiencing the highest volume. Understanding all these patterns of use is
important as the number of children and adolescents presenting to the ED continues to
increase. The hospital will need to identify novel ways to meet the acute needs of this

population.
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Chapter 9

Discussion

Despite a nationwide increase in the number of pediatric patients visiting the ED for
nonurgent and mental health issues'*>?%, there is a lack of comprehensive studies
examining the epidemiology of routine and mental health related visits to the ED and
even less attention spent on specialty populations such as pediatric patients. Between
1994 and 2004 overall hospital use rates increased 18 percent, leading to overcrowding
across the nation. At Phoenix Children’s Hospital, ED use rates for nonurgent problems
increased five percent from 2011 to 2014 compared to visits for all other reasons. This
researcher was not provided length of stay, so was not able to establish the contribution
of longer wait times due to this increase, but a five percent increase represented an
additional 13,500 people over the study period. It is fair to say that if staffing levels and
number of beds remained the same, this growth could easily put a strain on existing

resources resulting in longer wait times.

This study examined nonurgent and mental health visits to Phoenix Children’s
Hospital by person, specifically looking at age, gender, race/ethnicity and insurance
status; place, by geocoding physical addresses of all visitors and plotting them on a map

and, time, by looking at visit history by month and year.

The timing of this study is of particular importance because, under the Patient
Protection and Affordable Care Act (PPACA), hospitals are now required to perform a

community needs assessment every three years. The insight gained from this research can
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be used by the hospital to identify gaps and devise new strategies to better serve the

specific needs of its community.

Nonurgent Visits

More than 50 years ago, the first concerns about “inappropriate” emergency use were
raised. Discussions centered on who should be treated in the ED.?-%® Some argued that
everyone should be treated regardless of condition, while others argued that treating
everyone would distract from the ED’s ability to provide emergency care. No longer
relegated to the back of the hospital, the ED is now the heart of the healthcare system,
providing sophisticated care to anyone in need, anytime 24 hours a day, seven days a
week. This type of universal care is costly and while obligated by law to provide it, no
reliable funding source exists.>* Hospitals are caught between patients with no access to
primary care and skyrocketing healthcare costs.>* By the 1990s, fingers pointed at the
uninsured and those with nonurgent conditions as the cause of long wait times and

increasing costs and discussion, once again, focused on “inappropriate” ED use.>

There is, however, no consistent definition of nonurgent use and, therefore estimated
rates of nonurgent ED visits range from 20 percent to 80 percennt.”>’¢ For the purpose
of this retrospective study, nonurgent use was defined by first calculating the top 10
diagnoses in each age group (less than 1 year, 1-4 years, 5-9 years, 10-13 years and 14-17
years) and then calculating the percentage of times persons with these diagnoses were
admitted. As the admission rate for all children with these top 10 diagnoses was one
percent of all visits, the term “nonurgent” was ascribed to these. However, this researcher

wishes to emphasize that labeling these diagnoses as “nonurgent” does not imply that she
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deems the visits to be inappropriate. There is no way in a retrospective study to determine

intent or severity of a visit.

Experts estimate that one-third of all ED visits are for nonurgent complaints.*
Phoenix Children’s Hospital was right in line with this estimate with 35.4 percent of all
visits termed as nonurgent. These problems included acute upper respiratory infections
(6.0 percent), fever (6.0 percent) ear infections (4.7 percent), asthma (3.2 percent),
vomiting (3.2 percent), noninfectious gastroenteritis (3.0 percent), acute bronchiolitis (2.6
percent), croup (2.5 percent), constipation (2.3 percent) and urinary tract infections (1.9

percent).

Children under the age of one made up half of all visits to the ED for nonurgent
reasons and were 12 times more likely to visit for a nonurgent reason than were
adolescents (14 to 17 years old). One to four-year-olds averaged 40.3 percent, five to
nine-year-olds average 31.7 percent of all visits, 10 to 13-year-olds averaged 21.7 percent

and 14 to 17-year-olds averaged 19.4 percent of visits for nonurgent reasons.

When collapsed into age categories (<1 year, 1-4, 5-9, 10-13 and 14-17 years),
children one to four years of age came the most for nonurgent reasons and adolescents
aged 14 to 17 years came the least often, except amongst Whites, where 10 to 13-year-
olds came the least. While visits for children under the age of one remained the same
over the study period, there was a steady increase in visits in each of the other age
categories. Visits by one to four-year-olds increased 19 percent, five to nine-year-olds
increased 16 percent, 10 to 13-year-olds increased 11 percent and 14 to 17-year-olds

increased 10 percent.
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Infants came mainly for infectious processes like upper respiratory infections,
bronchiolitis and fever, and adolescents (14 to 17-year-olds) came mainly for pain such
as headaches, chest pain and abdominal pain. Upper respiratory infections were among
the top two diagnoses for every race/ethnicity. Sixty-two percent of visits for nonurgent
reasons by Native Americans were for respiratory illnesses (URI, Bronchiolitis,
Bronchiolitis d/t RSV, Pneumonia, Asthma and Croup), which is more than double the
percentage of Whites who came for these reasons. The highest number of diagnoses and
admissions for asthma were among Blacks (15.6 percent, 0.6 percent) and the highest
number of diagnoses for croup were among Whites (9.3 percent). Admission rates for
croup were the same for Whites, Native Americans and Asians. Asians came most
frequently for fever (20.2 percent) and gastroenteritis, but less than one percent of all

admissions were for one of these maladies.

In every age category, 2014 saw the highest number of patients. When comparing
children residing in Maricopa County under the age of 18 who visited Phoenix Children’s
Hospital with Maricopa County statistics taken from the American Community Survey
(1-Year Estimates), Black children under the age of five and aged five to nine were 3.7
times more likely than White children to use the ED for nonurgent reasons. Black
children aged 10 to 14-years were 2.8 times more likely and those aged 15 to 17-years

were 2.4 times more likely than White children to use the ED for nonurgent reasons.
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Hospital Admissions

There was a total of 10,416 hospital admissions during the study period. The majority
of admissions were for children under five and respiratory issues were the main reason
these children were admitted. Asthma, the second most common admitting diagnosis,
accounted for three percent of all admissions for five to 17 year-olds. Out of all
admissions for one of the top 10 nonurgent visit reasons, 44.5 percent of those admitted
for asthma were uninsured. Out of all admissions for patients without insurance, 16.5

percent were admitted for one of the top 10 nonurgent reasons.

Boys were admitted more than girls. Around 1,100 more boys were admitted to the
hospital over the study period compared to girls. Boys were admitted for appendicitis 1.5
times more often than girls and admitted twice as often for asthma. Twenty-two percent
of all hospital admissions were for appendicitis. Across every race/ethnicity, this was the
most common single diagnosis. One percent of all admissions for Native Americans was

for appendicitis.

Most individuals who presented with one of the top 10 visit reasons had AHCCCS
(Arizona Health Care Cost Containment System, Arizona’s Medicaid agency), but 8.5
percent of these individuals were uninsured. The visit reasons that brought in the highest
rate of uninsured children were cough (10.9 percent), otitis media (10 percent) and strep
sore throat (10 percent). National studies found that ED visits by the privately insured
had increased as well as visits by the uninsured. Between 2011 and 2014 there was a 10
percent increase in AHCCCS coverage and a 4.6 percent increase in uninsurance for

those individuals visiting Phoenix Children’s Hospital presenting with one of the top 10
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nonurgent visit reasons. However, when compared to Maricopa County statistics, these

patients were no more likely to be uninsured.

While the number of one time visitors for nonurgent visit reasons decreased by 12
percent, the number of frequent visitors, those coming five or more times in one year,
increased by two percent during the study period. Those children under one year of age
who came multiple times mostly came for upper respiratory infections, fever and acute
bronchiolitis. For children one to four years of age who came multiple times, the majority
came for upper respiratory infections, fever, otitis media and croup. For those children
aged five to nine who came more than five times, the majority came for asthma, upper
respiratory infections and fever. For those children 10 to 13 years of age, asthma,
constipation and headache were the main reasons for multiple visits and for those
adolescents 14 to 17 years of age, migraine, headache and constipation were the top three

visit reasons for five or more visits.

The busiest months in the ED were during the school year, February (37.9 percent),
December (37.4 percent) and January (35.8 percent) and the lowest point was during July

(21.6 percent).

Mental Health

Seventy years ago major legislation designed to fund training of mental health
professionals and encourage research was passed.'?” 32 Ten years later Thorazine was in
wide use and promised to be the first drug to cure psychosis.®** The belief that mental

illness could be cured with a pill set off a race amongst pharmaceutical companies to be
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the first to discover the next wonder drug and pharmacotherapy soon became the primary

treatment in psychiatry.4

While major breakthroughs have occurred over the years in the development of safe
and effective pharmacological agents to treat all forms of mental illness, the way we
respond to children and adolescents with mental illness has not improved. The American
Academy of Pediatrics issued a technical report in 2011 that addressed five major barriers
to providing quality pediatric mental health care in emergency settings.?®* These included,
1) a lack of research into how best to identify and treat children with behavioral and
emotional issues in the ED, 2) a lack of education and training among ED staff, 3) a lack
of privacy within the ED to assess and manage psychiatric patients, 4) a lack of inpatient
pediatric psychiatric beds and, 5) a lack of outpatient mental health services for
discharged patients. These five problems force EDs to hold psychiatric patients or admit
them to a medical unit with negative repercussions for both the hospital and the patient.
The hospital is typically not reimbursed for these admissions and an Institute of Medicine
report on emergency care found ED care for mental illness, overall, to be substandard.”
29 The emergency department may extend out a safety net for children in psychiatric

crisis but it does not have a reliable track record of catching them.

National statistics show that at least 20 percent of children have a diagnosable mental
health condition but only one in five receives treatment. Statistics at Phoenix Children’s
Hospital show that two percent of all visits to the ED were for mental health conditions,
with 11 percent of those patients making more than one visit during the study period.

While overall, boys (54.6 percent) were more likely to visit the ED with a mental health
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complaint than girls (45.4 percent), during adolescence, ages 14 to 17, 21 percent more

visits were made by girls.

Mood disorder was the most common diagnosis for both boys (45 percent) and girls
(42 percent). Boys were diagnosed more with conduct disorder (23 percent) than girls
(14 percent) and psychotic disorders (5 percent vs 2 percent) and girls were diagnosed
more with anxiety disorder (23 percent) than boys (14 percent) and suicidal/homicidal
ideation (15 percent vs 9 percent). Four percent of all psychiatric visits for both boys and

girls were for substance use disorders.

Amongst those children aged five to nine, mood disorder accounted for 54 percent of
all psychiatric diagnoses. Conduct disorder was the second most common diagnosis and
boys and girls were equally given this diagnosis (29.9 percent vs 28.4 percent). Anxiety
disorder was the third most common diagnosis and boys and girls again, received this
diagnosis about the same (47.1 percent vs 42.2 percent). Amongst 10 to 13-year-olds,
mood disorder was still at 54 percent, conduct disorder was still the second most common
diagnosis and anxiety disorder was still the third most common diagnosis. However, at
this age, gender differences regarding diagnosis begin to show. Twenty-two percent of
boys were given conduct disorder as a diagnosis compared to only 9.4 percent of girls
and girls received anxiety disorder as a diagnosis 22.4 percent of the time compared to
12.3 percent for boys. By 14 to 17 years of age, there was another shift as more girls
(60.7 percent) visit the ED compared to boys (39.3 percent). Mood disorder, although
still the most common diagnosis, only represented 33 percent of all psychiatric diagnoses.
Anxiety disorder was still the second most common diagnosis and more girls than boys

are given this diagnosis (31.9 percent vs 19.7 percent). Taking the number three slot in
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this age category was suicidal/homicidal ideation and 24.8 percent of girls present with

this compared to only 8.6 percent of boys.

National studies also show that only 13.0 percent of minority children receive mental
health treatment®*® and although Whites are the most likely to receive mental health
treatment, only 24.0 percent actually do.*® This study found that 61.4 percent of all
mental health visits were made by Whites compared to 9.1 percent of visits by Blacks,
25.7 percent of visits by Hispanics, 2.3 percent of visits by Native Americans and 0.8
percent of visits by Asians. Why do White children visit the ED more than minority
children for mental health issues? The magnitude of this discrepancy raises concerns
about access to mental health services for all youth. Are mental health services being
underprovided to minority children or are mental health services being overprovided to
White children? And, what if any, are the ramifications and potential implications of
under/over utilization of services to the social and emotional development of these

children?

Furthermore, do minority children have more problems accessing care due to cultural
barriers, language barriers or financial barriers? Is insurance type the most important
factor in determining whether or not a child receives mental health services? The results
in this study suggest that further investigation to answer this question is important. First,
the majority of patients who presented to the ED at Phoenix Children’s Hospital with a
mental health complaint were covered by private insurance; and second, uninsurance
rates for mental health services were relatively low. For all mental health visits,

uninsurance was at 3.6 percent compared to 6.7 percent of all visits to the ED. The ED
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may be the only available option for uninsured children, so why are uninsurance rates not

highest among this specialty population?

The PPACA is expected to lower uninsurance rates by raising Medicaid and CHIP
coverage among eligible children, but the majority of this study was conducted before the
effects of that legislation could be felt. Given this anticipated shift in coverage, however,

it will be important to monitor changes in access to care.

While it may seem inconsequential that only two percent of all visits to Phoenix
Children’s ED were for psychiatric complaints, the impact was significant. Pediatric
patients with mental health diagnoses are a resource-intense group. These children spent
an inordinate amount of time in the ED awaiting evaluation, disposition and placement,
decreasing the number of available beds when the ED reached capacity and necessitating

essential staff provide one to one care.

Limitations

Data were collected by retrospective chart review and there are inherent limitations
with retrospective data collection. This study relied highly on subjective diagnostic
coding for analysis. As with any study using retrospective data, there lies the potential
for misclassification or missing data. It is clear that there was a problem with the 2012
data that were provided. According to the data provided there was a 15 percent decrease
in individuals visiting the ED between 2011 and 2012 despite a steady increase in overall
patient visits in subsequent years. Between 2011 and 2013 there was a 13 percent

increase in the number of individuals visiting the ED and a 20 percent increase between



226

2011 and 2014. One would expect 2012 to be, if not similar to 2011, at least trending
upward. A pattern emerged between 2011, 2013 and 2014 that was not present with 2012.

The fact that the results were so different in every category, casts doubt on its validity.

The hospital went live with electronic record keeping in April of 2010. It is possible
that a change was implemented in 2012 that changed the way certain data were collected
and coded, or it is possible that the statistician providing the data erroneously queried
2012. It was impossible to ascertain where the problem originated but the persistent

inconsistencies left this researcher cautious about the 2012 results.

In addition, this study relied solely on ED-generated diagnoses and this researcher was
only provided with one diagnosis per patient. Different providers have different methods
of selecting the primary diagnosis and this provider variability can skew the results.
Relying on primary diagnoses may have higher specificity at the expense of sensitivity in
defining certain cases. The primary diagnosis is most likely to capture acute
exacerbations- those issues currently being treated during the visit and neglect co-
morbidities that affect, but may be remote to the presenting acute illness.3'* For example,
the primary diagnosis may be laceration but the underlying cause may be a mood
disorder. For this reason, charts may have been unwittingly excluded from this study that
would have been pertinent to providing a more comprehensive portrait of visits to the ED

for nonurgent and mental health needs.

Additionally, nonurgent and mental health visits were determined by using ICD-9
codes. However, there is no way to accurately determine severity based on an ICD-9
code. A diagnosis of fever could be given to a well-appearing 10-year-old with a one-day

history or to an ill-appearing two-month-old after a negative septic work-up. A diagnosis
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of suicidal ideation could be given to an eight-year-old who expressed to a teacher, “I
want to die” after receiving a failing grade on an exam or to a 16-year-old with an

explicit plan and inability to contract for safety.

This study was conducted in a single institution, which limited its comparability to
other settings or regions. Furthermore, the study design did not allow any conclusions to
be drawn about the appropriateness of ED use. Further studies should be performed in
this, and other pediatric EDs, to determine best practice guidelines for nonurgent and

mental health patients.

Further Research: Nonurgent

The literature suggests that children are brought to the ED for nonurgent and
preventable conditions, in part, because of a lack of available primary care.®> A number of
children are referred to the ED by their primary care physician or their doctor was
consulted before seeking care in the ED, suggesting that demand for care simply exceeds
the ability to provide that care.” Overburdened pediatricians and a lack of primary health
care services may result in unnecessary reliance on emergency departments. Helping
patients establish “medical homes” that provide preventive and primary care for both

acute and chronic conditions is one strategy to help avoid the need for emergency care. ®

In fact, it may be prudent to rethink the whole paradigm of how hospitals are
organized for expediency and improved patient care. For example, instead of starting
with the emergency department as the initial point of contact for the hospital, patients

could first visit a “Triage Center,” staffed by experienced nurses. From this center,
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patients could be directed to the most appropriate setting within the hospital. Low acuity
patients could be sent to an urgent care center located within the hospital while patients
requiring a higher level of care can be treated in the ED. Additionally, patients requiring
specialty services like mental health and oncology could be sent directly to their specialty
areas where they can be cared for by trained professionals in a safe, structured
environment. This type of change would improve patient care, reduce wait times in the

ED and alleviate the strain on an overtaxed department.

Researchers and stakeholders must work to develop an accurate, consistent
definition of what “nonurgent” means. This will allow for more generalizable
investigations and population-level assessments to estimate prevalence, determine the
impact nonurgent visits have on pediatric EDs and identify the underlying barriers to care
in alternative settings. Until a clear definition is universally accepted and used, it is
debatable whether nonurgent visits lead to ED overcrowding, whether insufficient
continuity of care leads to worse health outcomes or whether there is an increased cost to

hospitals treating these patients.

One approach that hospitals can independently take to identify the root causes of
nonurgent use specific to their facility is to conduct formal or informal surveys. Phoenix
Children’s Hospital, for example, has two designated “fast-track™ areas. These are
separate areas within the hospital that were established for patients with less serious
conditions who can be treated quickly and then discharged. The hospital could target
parents in these areas to understand why he/she elected to come to the ED. If level of care
is not the issue for parents, the most important question the hospital needs answered is

why did the parent with a self-identified nonurgent problem choose the ED rather than
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care for the child at home or seek care at a doctor’s office or urgent care center?
Understanding the issues and challenges specific to the population the hospital serves
allows for targeted interventions to meet their needs and concerns. Additionally, PCH has
four urgent care sites. Comparing responses from parents visiting the urgent care sites to
the hospital fast-track would also be interesting. Is self-perceived severity similar
between those parents using the urgent care sites and those parents using the hospital fast-
track? Understanding the answer to that question would allow for more focused patient

education.

On-going research is necessary to determine the effect of current ED practices on
patient and family outcomes, to help devise targeted strategies and test interventions, to
improve throughput strategies, and to develop a multifaceted approach to solve problems.
Studies analyzing nonurgent pediatric visits to the ED are important in order to achieve
better and more efficient standards and practices of care. Nurses should be encouraged to
conduct such studies. Nurses are well positioned to interview parents and gather
information that can lead to better and more efficient care. This should not be something
nurses are required to do in addition to their regular duties, but for those interested and
committed, a designated day set aside for research would be recommended. Inter-
professional collaboration should also be encouraged to bring different perspectives to

the research process and to move quality improvement initiatives forward.
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Further Research: Mental Health

Collectively, mental health needs are the most prevalent and the costliest of all
children’s health care needs.*®*** The significant increase in mental health-related visits
to EDs across the nation is indicative of a much larger problem: a lack of community-
based services and supports.??® Given the number of untreated children in need of mental
health services, further research is needed to identify factors and barriers that affect
service use and to describe and measure the patient and family experience of burden,
need for, access to and satisfaction with care. Additionally, an evidence-based approach
to evaluate the impact of community mental health programs on other systems, including

the juvenile justice system, foster care system and schools, is important.

Due to the lack of community resources, many families are left with no alternative but
to turn to the ED for care. More often than not, the best a hospital ED can do is cast out a
poorly equipped and fragmented net. Numerous barriers to comprehensive care have been
identified in hospital EDs, including long wait times, inferior quality of treatment
practices, inadequately trained staff and lack of appropriate referral sites. Outreach
projects for targeted youth is an important way to improve care and reduce ED visits.
This study suggests that minority children in Arizona may be severely undertreated if not
completely untreated. Phoenix Children’s Hospital already has a mobile asthma clinic
that travels among inner-city schools and a mobile clinic that targets homeless youth,
perhaps the next area of focus should be on mental health, improving relationships with
outside providers to ensure better coordination of services. Ensuring that patients are
connected with the right services and receive the appropriate treatment can reduce

admissions and recidivism of mental health patients. Within the hospital, having a
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separate area where a patient could meet with a mental health professional before being
treated by an ED physician would reduce the patient’s length of stay in the ED. This will

lead to better quality of care, as well as, reduced treatment costs.

If admission is advised and no inpatient beds are readily available, patients should be
evaluated daily by mental health professionals. Talk therapy should be initiated on day
one. A child needs to be made to felt that s/he is cared for and that his/her needs are
important. To be left to languish in a small room day in and day out with no attempt at
therapy and no treatment plan other than “transfer” is nothing short of cruel. We need to
stop punishing children for presenting to the ED with a mental health complaint. We
don’t roll our eyes when a child comes in with a broken arm and say, “it’s your fault for
playing on the monkey bars,” we don’t deny him medication, refuse him access to any
type of mental stimulation other than television, tell him to be quiet, ignore him if he
behaves and immediately threaten him with physical and chemical restraints if he acts
out, but that is often how many children suffering with a mental disorder are treated. A
cultural shift needs to occur among ED professionals. Mental disorders need to be viewed
as an illness, not as an affront to ED staff. All children entrusted to our care should be
treated with the same level of respect. Education of staff is paramount. But education
needs to go beyond just talking about de-escalation techniques and the proper use of
restraints. Education needs to work toward eliminating judgement and blame from our
approach to care and start including empathy. Prospective studies focused on how best to
serve children and adolescents experiencing a mental health crisis in the ED must result

in evidence-based clinical practice guidelines. Without guidelines, what is appropriate
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and effective care remains subjective and varied. It also means there is no metric by

which hospitals can measure their performance and show improvement.

Pediatricians should not be expected to initiate, monitor and guide treatment of
children with complex mental health issues without collaboration with specialized child
psychiatry resources. Again, helping patients establish “medical homes” that provide
consultation services by a multidisciplinary team is one strategy to help avoid the need
for emergency care. With the nation-wide shortage of child psychiatrists hampering
attainment of this ideal, research should focus on the cost-effectiveness and efficacy of
utilizing innovative solutions like the use of mid-level practitioners, telepsychiatry or

phone consultation.

Finally, as ED overcrowding is a pervasive problem, future research should identify
factors related to increasing utilization to help eliminat inappropriate use of the ED for
pediatric mental health problems. It is also worthwhile to assess whether modifications
are needed to the current triage system for mental health patients. To effectively evaluate
an individual’s need for service, clinicians need a systematic screening tool and best-
practice guidelines to follow. Treating children and adolescents with mental health issues
requires proactive preventive care in the community and expert evaluation and treatment
planning in the ED. Coordination of services is the key to optimizing treatment and

providing more efficient and effective mental health care for all children and adolescents.

Conclusion
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The Patient Protection and Affordable Care Act (PPACA) is expected to have
considerable effects on the way health care is designed and delivered. *** The most
measurable effect of the PPACA is the availability of health insurance to millions more
Americans. *2 This surge in insured patients will most likely lead to a surge in demand for

ED care. Hospitals will need to be ready with strategies to help reduce ED crowding.

The PPACA provides a platform for exploring new approaches to health care delivery
to contain costs.” The long-term goal of the PPACA is to move hospitals away from the
current, costly model of disease treatment, and toward a more cost-efficient model of
disease prevention. #12° Part of this efficiency will be gained through expanded access to
patient-centered medical homes, which provide more integrated care and more timely
access to providers. The current hope is that hospitals will play a key role in providing
coordinated care by reaching out to the community and by facilitating better
communication and relationships among providers. Conducting a Community Health
Needs Assessment (CHNA\) is another strategy used to help improve health outcomes.
The CHNA must be done by a hospital every three years and must describe the
community served, identify existing health care resources and prioritize community
health needs. Hospitals must also develop an implementation strategy to meet the needs

identified through the CHNA.*?°

Reliance on the ED for nonurgent and mental health concerns will not be reduced
immediately. The findings of this study may be helpful in developing more efficient
strategies to better serve children with nonurgent and mental health needs in a pediatric
ED setting. Interventions to ease the burden on the ED by nonurgent and mental health

visits will require a combined effort of policy reforms, community partnerships,
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interdisciplinary support and strong leadership. No singular solution exists and the form
will depend on whether a facility is urban or rural, has partnerships with other hospitals
and/or outpatient clinics, has the capacity to grow both in terms of physical space and
personnel and has the leadership in place to be innovative and outcome-driven. A need
exists to identify best practices to address the strain that ED’s face from nonurgent and
mental health visits and work toward a resolution that ensures high-quality, efficient and

reliable care for all patients.

By constructing this profile of who visited the ED for these conditions by age, gender,
race/ethnicity, insurance status and neighborhood, this study may help Phoenix
Children’s Hospital prepare in-house and community-based services to better

accommodate all patients.
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Appendix 1

ICD-9 codes corresponding to mental health diagnostic categories

DIAGNOSTIC CATEGORY ICD-9 CODE

ADJUSTMENT DISORDERS 309.00-309.09, 309.20-309.99

ANXIETY DISORDERS 300.00-300.39, 307.20-307.23

BIPOLAR DISORDER 296.00-296.19, 296.40-296.81,
296.89-296.99

DEPRESSIVE DISORDERS 296.20-296.39, 296.82, 300.40-300.59
301.10, 309.10-309.19, 311.00-311.99

HYPERACTIVITY 314.00-314.99

OTHER MENTAL HEALTH 290.00-290.99, 293.00-294.99,

DISORDERS 300.60-301.09, 301.11-302.99,

306.00-307.19, 307.30-307.99,
310.00-310.99, 312.00-312.99,
313.30-313.99, 315.00-319.99
PSYCHOSIS 295.00-295.99, 297.00-299.99

SUBSTANCE USE 291.00-292.99, 303.00-305.99
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