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Abstract

Background: An underlying assumption of strategies intended to promote appropriate primary care over emergency
department (ED) use for ongoing health care needs is that patients will understand the “value proposition” of primary care:
that they will receive specific benefits from primary care providers over and above what they receive from EDs. However,
there is evidence that this value proposition may be unclear to safety-net patients. The goals of this study are to describe
factors motivating ED use for low-acuity conditions; describe similarities and differences in usual source of care (USOC)
experiences, by ED versus non-ED setting; and assess awareness and perceptions of the patient-centered medical home
(PCMH) concept among safety-net patients. Methods: We conducted a cross-sectional descriptive study of adult patients
(n = 329) at 3 safety-net hospitals in the Southwest. Results: Key reasons for ED use were perceived urgency, lack of
awareness about other options for care, payment flexibility, and perceived quality and convenience. Approximately half of
participants indicated they would seek treatment in non-ED settings, if available, but agreement differed by group (non-ED
USOC, 60.2%; ED USOC, 50.7%; no USOC, 45.3%; P = .025). Agreement that providers coordinated access to needed
medical services was significantly higher among patients with non-ED USOCs; agreement that providers coordinated non-
medical services that facilitate access to care was similar (approximately 45%) for patients with ED and non-ED USOC:s.
Approximately 70% of participants in both groups agreed that every person should have a medical home. Conclusions:
Perceived experiences of care in ED and non-ED USOC settings suggest challenges and opportunities for increasing the
value proposition of primary care for safety-net patients. Although patients are receptive to the PCMH concept, effective
strategies to better highlight the value of primary care in coordinating both medical and related nonmedical services and
other PCMH benefits warrant further investigation.

Keywords
primary care, emergency department, safety-net patients, health disparities, decision making

Initiatives that promote the utilization of appropriate care in
appropriate settings are considered integral to achieving the
Triple Aim of better care, better health, and reduced costs in
the US health system.'™ Despite progress toward achieving
these aims,”>* safety-net patients nevertheless face consid-
erable barriers to accessing timely, coordinated and com-
prehensive health care. Safety-net patients, defined by the
Institute of Medicine as low-income uninsured, Medicaid,
and other vulnerable populations,’ are more likely to receive
health care that is fragmented™ and confront greater risks
for delays in seeking/receiving care; unwarranted variations
in processes/outcomes of care; being less satisfied with
care; and mistrusting health care providers and sys-
tems."'*' These disparities are associated with increased

disease morbidity and mortality'” and reliance on emer-
gency departments (EDs) to address unmet needs.*”
Several strategies encourage appropriate health care utili-
zation among safety-net populations by promoting primary
care over ED use for treatment of low-acuity conditions and
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ongoing health needs. Initiatives that support the integration
of patient-centered practices into primary care settings,'> '
such as patient-centered medical home (PCMH) implemen-
tation, have been linked to improvements in patients’ care
experiences (eg, satisfaction, health care access/coordina-
tion)'” and care processes.'”?’ Other strategies to promote
appropriate utilization include patient education/navigation,
managed care, and financial incentives/disincentives. The
effectiveness of these strategies in shifting low-acuity ED
visits to primary care settings, however, is unclear.'"'*

An underlying assumption of strategies intended to pro-
mote primary care utilization is that patients will understand
and believe the implied “value proposition”—that receiving
treatment in primary care settings for ongoing health care
needs will deliver specific benefits over and above what
they receive from EDs. However, there is evidence that this
value proposition may be unclear.”>* Several studies have
found that safety-net patients’ decisions to utilize EDs for
ongoing health issues represent logical, value-based choices
based on distinct, multifaceted health care and social
needs.?*** In other words, safety-net patients may decide
to use EDs because, from their perspective, doing so solves
more problems and/or delivers more benefits than primary
care. In this cross-sectional, exploratory study of adult
safety-net patients in the southwestern United States, we
examine factors motivating patients to use EDs for low-
acuity conditions; describe similarities and differences by
delivery setting in patients’ experiences with their usual
source of care (USOC) providers; and assess patients’
awareness and perception of the PCMH concept. Our pur-
pose is to highlight challenges and opportunities associated
with advancing the value proposition of primary care for
safety-net patients.

Methods
Study Setting and Participants

The institutional review boards of University of Texas
Houston Health Sciences Center and (HSC-MH-11-053)
and Saint Louis University (25075) approved this study,
which was conducted in three safety-net hospitals in
Houston/Harris County, Texas. In Houston/Harris County,
Medicaid eligibility is among the most stringent in the
United States, and high rates of the population remain unin-
sured (21.3% in Texas, 27.5% in Houston).”* Many safety-
net patients rely not only on EDs for their ongoing health
care needs® but also receive free or discounted care from
safety-net providers that include the county health system,
private, not-for-profit hospitals, private physicians, com-
munity- and school-based private clinics, federally quali-
fied health centers (FQHCs), and FQHC look-alikes (which
provide similar services/programs but do not receive fed-
eral funding).*® Like many other US cities, however, the

area’s primary care capacity is severely strained and is
unable to meet the full demand for primary care by safety-
net populations.*®

From February to August 2012, we recruited a purposive
sample of study participants from the EDs of Memorial
Hermann Greater Heights Hospital, Memorial Hermann
Southwest Hospital and Memorial Hermann—Texas Medical
Center. Individuals eligible to participate were 18 to 64
years old, uninsured or covered by Medicaid, fluent in
English or Spanish and had taken part in a patient naviga-
tion (PN) program sponsored by the Memorial Hermann
Community Benefit Corporation to improve health care
access for safety-net patients who were users of EDs for
low-acuity conditions.” Patients were considered low-acu-
ity if they were assigned an Emergency Severity Index®’
triage level of 4 or 5; when deemed appropriate by clini-
cians, level 3 patients were also included. As part of the PN
program, community health workers educate patients about
the importance of primary care, connect them with primary
care medical homes and related social services, assist with
appointment scheduling, and monitor/address additional
barriers to ongoing use of primary care.

Data Collection

Individuals were given informed consent statements; those
who verbally agreed to participate were given self-adminis-
tered surveys to complete. Individuals returned the surveys
in a sealed envelope and received a $25 gift card for their
participation. The survey questions were adapted from rel-
evant health care utilization and quality assessment ques-
tionnaires.”®* Responses were measured on a 5-point
Likert-type scale and categorized as strongly disagree/
disagree, neither, and strongly agree/agree. We conducted
cognitive interviews (n = 19) and pretesting (n = 50) in
English and Spanish, implemented minor changes, and then
determined the questions/format were suitable for the target
population.

Measures

Patient Characteristics. We summarize the study sample
using several predisposing, enabling and need factors asso-
ciated with health care utilization,” including categorical
variables (gender, age, race/ethnicity, primary language
spoken, education, annual household income, insurance sta-
tus) and a count of chronic conditions. We used a stepwise
process to construct 3 categories of USOC status. First, we
asked participants: “Is there a particular place that you usu-
ally go if you are sick and need advice about your health?”
Participants who answered “no” were coded “no USOC,”
participants who answered “yes” and described the person/
place as an ED were coded “ED USOC”; otherwise partici-
pants were coded “non-ED USOC.”
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Factors Motivating ED Use. We asked participants about sev-
eral factors motivating their ED use, including urgency
(“very sick,”), uncertainty (“don’t know where else to go”);
paying for care (“can pay later”); convenience (‘“hours are
more convenient); and quality (“trust the doctors,” “trust the
hospital,” “more services”). We also measured participants’
agreement with the statement: “If another doctor’s office,
clinic or urgent care center were available when I needed
medical care, I would go to that place instead of the ER.”

Perceptions of Usual Source of Care Experiences. Participants
with an ED or non-ED USOC were asked about their agree-
ment with statements regarding access (“It is easy to contact
my usual medical care provider: ‘during regular business
hours,” ‘after regular hours’”); and care coordination (‘I can
go to my usual medical care provider for: ‘any health prob-
lem,” ‘preventive health care,” ‘medication prescriptions,’
‘referrals,” ‘transportation . . . help applying for Medicaid”).

Perceptions of Medical Home Concept. Drawing upon gen-
eral definitions of the PCMH,"”*" we instructed partici-
pants: “One way to define a medical home is ‘a team of
people led by a doctor within a medical office or clinic that
serves as each patient’s primary and continuous point of
contact for all health care services. The goal is to make sure
patients get the care they need, are satisfied with the care
they receive and have better health outcomes.”” We then
asked participants about their agreement with the statement:
“Every person should have a medical home,” and if they
had previously heard the term “medical home.”

Statistical Analysis

Analyses were conducted using Stata version 13.1 soft-
ware.*? Descriptive statistics were calculated for patient
characteristics, utilization behaviors and perceptions.
Missing values were not imputed; the numbers of partici-
pants who responded to each question are reported. The
non-ED, ED, and no USOC groups were compared using
chi-square or Fisher’s exact tests for categorical variables
and Kruskal-Wallis test for the continuous count of chronic
conditions. We used a significance threshold of a = .05.

Results

A total of 329 eligible participants completed questionnaires
in English (n = 260) or Spanish (n = 69) about their experi-
ences accessing health care during the previous 12 months
(Table 1). Study participants were predominantly female
(67.5%); 18 to 34 years of age (52.4%); and Hispanic (51.9%)
or non-Hispanic Black (37.7%). Most reported having annual
household incomes of <$25000 (85.2%). Approximately
74% were uninsured. Thirty-three percent had non-ED
USOCs; 21.6% had ED USOCs; and 45.6% had no USOC.

There were few differences in demographic characteris-
tics by USOC status. There were more females than males
in all groups, but the proportion of females to males was
highest in non-ED USOC (74.5% vs 25.5%) and no USOC
groups (68.7% vs 31.3%), compared with the ED USOC
group (53.7% versus 46.3%), P = .016. Mean chronic con-
ditions were also different across groups (non-ED USOC,
1.4; ED USOC, 0.8; no USOC, 0.7, P <.001)

Table 2 reports factors motivating ED use, stratified by
USOC status. Nearly all (93.4%) of participants with non-ED
USOCs agreed that perceived urgency was a motivating fac-
tor, compared with 82.6% and 86.3% in ED and no USOC
groups, respectively, P = .009. Sixty-two percent of those
with no USOC agreed lack of knowledge about other options
motivated their ED use, compared to 44.3% in non-ED and
57.4% in ED USOC groups, P =.008. Nearly 76% of partici-
pants with ED USOCs agreed that the ability to pay later
motivated ED use, compared with 51.5% and 54.9% in non-
ED and no USOC groups, respectively, P =.003. Convenient
hours motivated 66.2% of ED and 66.9% no USOC partici-
pants, compared with 50.5% of participants in the non-ED
USOC group (P =.021). Agreement was high across groups
that trusting the hospital (ED USOC, 80.6%; no USOC,
76.5%; non-ED USOC, 60.8%; P = .011) and availability of
more services (ED USOC, 72.6%; no USOC, 67.6%; non-
ED USOC, 61.2%; P = .040) factored into their decisions to
use the ED. Overall, 51.4% of participants agreed that they
would utilize a non-ED place if it was available when they
needed medical care; this measure was lower among the ED
and no USOC groups (50.7% and 45.3%, respectively), com-
pared with the non-ED USOC group (60.2%), P = .025.

Table 3 reports perceptions of USOC experiences, stratified
by ED or non-ED setting. The groups were similar in their
agreement about ease-of-contact with their USOC during reg-
ular business hours (ED USOC, 56.1%; non-ED USOC,
57.6%; P = .664), but dissimilar in their agreement regarding
ease-of-contact after-hours (ED USOC, 47.5%; non-ED
USOC, 21.9%; P = .001). Compared with the ED USOC
group, more participants in the non-ED USOC group agreed
their USOCs would coordinate preventive care (76.0% vs
44.1%; P < .001); prescriptions (76.3% vs 45.8%; P < .001);
and referrals to other medical services (67.0% vs 50.0%; P =
.027). Less than half of participants (non-ED USOC, 44.1%;
ED USOC, 46.4%; P = .459) agreed their USOCs would coor-
dinate nonmedical services. Both groups expressed high agree-
ment that every person should have a medical home (non-ED
USOC, 71.0%; ED USOC, 68.6%; P = .159); 13.0% of non-
ED and 22.5% of ED USOC participants (P = .224) had previ-
ously heard the term “medical home.”

Discussion

Strategies to increase primary care utilization assume, “if we
build it, they will come,” yet increasing evidence undermines
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Table 1. Demographic Characteristics of Participants.

Total Non-ED USOC ED USOC No USOC
(n =329) (n=108) (n=71) (n =150) P
Gender,” n (%)
Female 216 (67.5) 79 (74.5) 36 (53.7) 101 (68.7) .0lé
Male 104 (32.5) 27 (25.5) 31 (46.3) 46 (31.3)
Age group,” years, n (%)
18-34 163 (52.4) 50 (49.0) 33 (49.3) 80 (56.3) .524
35-54 113 (36.3) 37 (36.3) 28 (41.8) 48 (33.8)
55-64 35(11.3) 15 (14.7) 6 (9.0) 14 (9.9)
Race/Ethnicity, n (%)
White, non-Hispanic 28 (8.8) 8(7.9) 5(7.1) 15 (10.3) 334
Black, non-Hispanic 119 37.7) 38 (37.6) 33 (47.1) 48 (33.1)
Hispanic 164 (51.9) 55 (54.5) 31 (44.3) 78 (53.8)
Other 5(1.6) 0 (0.0) 1 (1.4) 4 (2.8)
Primary language, n (%)
English 216 (65.6) 71 (65.7) 49 (69.0) 96 (64.0) .633
Spanish 95 (28.9) 30 (27.8) 17 (23.9) 48 (32.0)
Other 18 (5.5) 7 (6.5) 5(7.0) 6 (4.0)
Education,® n (%)
More than HS/GED 129 (41.7) 44 (43.1) 28 (41.2) 57 (41.0) 941
HS/GED or less 180 (58.3) 58 (56.9) 40 (58.8) 82 (59.0)
Annual household income,” US$, n (%)
<25000 265 (85.2) 84 (84.9) 60 (87.0) 121 (84.6) .897
>25000 46 (14.8) 15 (15.1) 9(13.0) 22 (15.4)
Insurance status, n (%)
Uninsured 244 (74.1) 79 (73.2) 55 (77.5) 110 (73.3) 773
Medicaid/Other public 85 (25.8) 29 (26.8) 16 (22.5) 40 (26.7)
Chronic conditions, mean + SD (range) 1.0 £ 1.3 (0-6) .4+ 1.6 (0-6) 0.8 + 1.3 (0-6) 0.7 £ 1.0 (0-5) <.001

Abbreviations: USOC, usual source of care; ED, emergency department; HS, high school; GED, general education development.

®n = 320 responses.
®n =311 responses.
‘n = 316 responses.
“n = 309 responses.

this assumption.””**** In this study, only half of patients
agreed they would seek treatment outside of an ED if that
place was available when they needed medical care, which
confirms the results of the only other study (to our knowl-
edge) to ask a similar question of Medicaid enrollees.” This
study also compares/contrasts perceptions regarding USOC
experiences between patients with ED versus non-ED
USOCs and assesses their awareness/perceptions of the
PCMH concept. Although more patients with non-ED
USOCs agreed that their providers helped them access
needed medical services, the 2 groups reported similar expe-
riences when asked if their providers helped them access
nonmedical services related to health care. Agreement that
“every person should have a medical home” was high across
groups, though few were previously aware of the term.
Financial barriers (eg, strict point-of-service enforce-
ment of co-payments in non-ED settings vs limited
enforcement in EDs) and perceived quality and conve-
nience (eg, trust ED doctors/hospitals, more services

available), key factors motivating ED use in this study,
are consistent with those previously reported.?’=%344 In
the absence of system-level solutions, differences in pay-
ment flexibility between ED and non-ED providers are
likely to persist as barriers to engaging safety-net patients
in medical homes.”>* This may be particularly relevant
to patients with multiple chronic illnesses, who often
have fewer personal resources but utilize more services
overall (ED and non-ED), compared with those without
chronic illnesses.***** Although patients with multiple
co-morbidities are more likely to report having non-ED
USOC providers, management of their chronic diseases
may be suboptimal; as such, there are increased calls to
provide more patient-centered primary care to coordinate
services for high-risk populations.'*'”*" The availability
of “one-stop shopping” at the ED, which may exemplify
high quality for patients who associate “more” with “bet-
ter” health care, and the successes of hospitals’ continu-
ous quality improvement initiatives’® may also confound
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Table 2. Factors Motivating ED Use.”
All, n (%) Non-ED USOC, n (%) ED USOC, n (%) No USOC, n (%) P
| came to the ER today because:
—l was concerned that | was very sick and needed to see a doctor immediately.
Agree— 282 (87.9) 99 (93.4) 57 (82.6) 126 (86.3) .009
Neither— 15(4.7) 1 (0.9) 2 (2.9) 12 (8.2)
Disagree— 24 (7.5) 6 (5.7) 10 (14.5) 8 (5.5)
—| don’t know where else to go for medical care.
Agree— 176 (55.4) 47 (44.3) 39 (57.4) 90 (62.5) .008
Neither— 49 (15.4) 15 (14.2) 9(13.2) 25 (17.4)
Disagree— 93 (29.3) 44(41.5) 20 (29.4) 29 (20.1)
—I can pay later for the medical care | receive today.
Agree— 171 (58.2) 51 (51.5) 47 (75.8) 73 (54.9) .003
Neither— 55 (18.7) 16 (16.2) 6 (9.7) 33 (24.8)
Disagree— 68 (23.1) 32 (32.3) 9 (14.5) 27 (20.3)
—The ER hours are more convenient than other places.
Agree— 197 (61.4) 53 (50.5) 47 (66.2) 97 (66.9) .021
Neither— 64 (19.9) 23 (21.9) 11 (15.5) 30 (29.7)
Disagree— 60 (18.7) 29 (27.6) 13 (18.3) 18 (12.4)
—I trust the ER doctors to provide better overall care than doctors at other places.
Agree— 158 (53.2) 49 (49.5) 36 (58.1) 73 (53.7) .090
Neither— 97 (32.7) 30 (30.3) 16 (25.8) 51 (37.5)
Disagree— 42 (14.1) 20 (20.2) 10 (16.1) 12 (8.8)
—| trust the hospital to provide better overall care than other places.
Agree— 213 (72.2) 59 (60.8) 50 (80.6) 104 (76.5) 0l
Neither— 61 (20.7) 29 (29.9) 6 (9.7) 26 (19.1)
Disagree— 21 (7.1) 9(9.3) 6 (9.7) 6 (4.4)
—The ER offers more services than other places.
Agree— 197 (66.6) 60 (61.2) 45 (72.6) 92 (67.6) .040
Neither— 74 (25.0) 29 (29.6) 8(12.9) 37 (27.2)
Disagree— 25 (8.4) 9(9.2) 9 (14.5) 7 (5.2)
If another doctor’s office, clinic, or urgent care center were available when | needed medical care, | would go to that place instead of
the ER.
Agree— 168 (51.4) 65 (60.2) 36 (50.7) 67 (45.3) .025
Neither— 76 (23.2) 17 (15.7) 13 (18.3) 46 (31.1)
Disagree— 83 (25.4) 26 (24.1) 22 (31.0) 35 (23.7)

Abbreviations: USOC, usual source of care; ED, emergency department; ER, emergency room.
*Participants who strongly agree/agree (agree), neither agree nor disagree (neither), or strongly disagree/disagree (disagree) with the specified

statement.

efforts to differentiate the value proposition of primary
versus ED care for safety-net patients. Additionally, some
patients have reported preferring ED over non-ED USOCs
due to unmet needs or negative interactions in primary
care settings.'**7%#%0

Participants’ high agreement that every person should have
a medical home suggests several opportunities to enhance the
value proposition of primary care. Trusted clinicians, patient
navigators and other health care team members are well-posi-
tioned to facilitate “teachable moments” in the ED about spe-
cific benefits of maintaining medical homes and to directly
link patients with primary care options that meet their needs
and preferences.”*>! Some organizations, including Memorial
Hermann Community Benefit Corporation, have established

24-hour telephone advice lines, or implemented point-of-ser-
vice interventions that navigate low-acuity patients to nearby
primary care clinics in order to encourage patients to engage in
continuous primary care.”>”>>® Additionally, providers can
emphasize the coordination of medical and related nonmedical
(eg, social) services as potentially value-added benefits of pri-
mary care, particularly given increased calls to address patients’
unmet social needs, along with barriers to health care.****’

Limitations

Key limitations of this exploratory study are that we did not
ask participants to rate overall access to and quality of their
USOC, to rank or rate the importance of each attribute of



290

Journal of Primary Care & Community Health 8(4)

Table 3. Perceptions of Usual Source of Care Experiences and the Medical Home Concept.”

All, n (%) Non-ED USOC, n (%) ED USOC, n (%) P
It is easy to contact my usual medical care provider:
—during regular business hours over the telephone about a health problem.
Agree— 89 (56.7) 55 (56.1) 34 (57.6) .664
Neither— 32 (204) 22 (22.5) 10 (17.0)
Disagree— 36 (22.9) 21 (21.4) 15 (25.4)
—after regular hours in case of urgent medical needs.
Agree— 49 (31.6) 21 (21.9) 28 (47.5) .001
Neither— 41 (26.5) 25 (26.0) 16 (27.1)
Disagree— 65 (41.9) 50 (50.1) 15 (25.4)
| can go to my usual medical care provider:
—for any health problem.
Agree— 87 (55.8) 59 (60.8) 28 (47.5) 132
Neither— 32 (20.5) 20 (20.6) 12 (20.3)
Disagree— 37 (23.7) 18 (18.6) 19 (32.2)
—for preventive health care, such as checkups and immunizations.
Agree— 99 (63.9) 73 (76.0) 26 (44.1) <.001
Neither— 34 (21.9) 17 (17.7) 17 (28.8)
Disagree— 22 (14.2) 6 (6.3) 16 (27.1)
—for medication prescriptions.
Agree— 101 (64.7) 74 (76.3) 27 (45.8) <.001
Neither— 27 (17.3) 16 (16.5) I'1(18.6)
Disagree— 28 (18.0) 7(72) 21 (35.6)
—provider for referrals for other medical services.
Agree— 94 (60.7) 65 (67.0) 29 (50.0) .027
Neither— 34 (21.9) 21 (21.7) 13 (22.4)
Disagree— 27 (17.4) I(1.3) 16 (27.6)
—for services such as transportation to medical appointments and help applying for Medicaid.
Agree— 68 (45.0) 41 (44.1) 27 (46.6) 459
Neither— 42 (27.8) 29 (31.2) 13 (22.4)
Disagree— 41 (27.2) 23 (24.7) 18 (31.0)
Every person should have a medical home.
Agree— 124 (70.1) 74 (71.0) 48 (68.6) .159
Neither— 32 (18.1) 22 (20.6) 9 (14.3)
Disagree— 21 (11.9) 9 (8.4) 12 (17.1)
Had you heard the term “medical home” before taking this survey?
Yes— 30 (16.8) 14 (13.0) 16 (22.5) 224
No— 114 (63.7) 73 (67.6) 41 (57.8)
Don’t know— 35(19.5) 21 (19.4) 14 (19.7)

Abbreviations: USOC, usual source of care; ED, emergency department.

* Participants who strongly agree/agree (agree), neither agree nor disagree (neither) or strongly disagree/disagree (disagree) with the specified

statement.

their USOC experiences, or to name additional attributes of
importance. Such measures would have enabled us to fur-
ther assess differences in perceptions among those who per-
ceived access to and quality of their USOC as good versus
poor and more directly illuminated how to enhance the
value proposition of primary care. These limitations should
be systematically explored in future research. Other limita-
tions include recall bias from self-reported data and the
potential for selection bias inherent in nonrandom, cross-
sectional studies. Furthermore, we surveyed only patients
who were seeking low-acuity care in ED settings, which

potentially introduces bias in the responses obtained; sur-
veying patients in non-ED settings would have helped to
address this limitation. Additionally, all participants were
uninsured and Medicaid patients from one Southwestern
US health system, which limits the generalizability of find-
ings to other settings and populations.

Conclusion

Until patients perceive that seeking ongoing care in primary
care versus ED settings will better serve their needs and
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preferences, it is unlikely that attempts to modify their utili-
zation behaviors will be achieved and sustained over time.
This study offers useful information regarding safety-net
patients’ perceptions of care in ED and non-ED settings that
should be further explored as opportunities to enhance and
to more effectively communicate the value proposition of
primary care.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest
with respect to the research, authorship, and/or publication of this
article: The lead author is a paid consultant for the Memorial
Hermann Community Benefit Corporation, a not-for-profit, 501(c)
(3) organization; on an as needed basis, she evaluates for the pur-
poses of quality improvement several of its community benefit
programs for safety-net populations.

Funding

The author(s) disclosed receipt of the following financial support
for the research, authorship, and/or publication of this article: This
work was supported by the W.K. Kellogg Foundation (P0117943),
the National Institute on Minority Health and Health Disparities
(P60 MD000503), and the National Cancer Institute (NCI) at the
National Institutes of Health (2 R25 CAS57712).

References

1. Centers for Medicare and Medicaid Services. Comprehensive
Primary Care Initiative. Baltimore, MD: Centers for Medicare
and Medicaid Services, 2016. https://innovation.cms.gov/
initiatives/comprehensive-primary-care-initiative. Accessed
December 22, 2016.

2. Abrams M, Nuzum R, Mika S, Lawlor G. How the Affordable
Care Act will strengthen primary care and benefit patients,
providers, and payers. Issue Brief (Commonw Fund).
2011;1:1-28.

3. Berwick DM, Nolan TW, Whittington J. The triple aim: care,
health, and cost. Health Aff (Millwood). 2008;27:759-769.

4. Bodenheimer T, Pham HH. Primary care: current problems
and proposed solutions. Health Aff (Millwood). 2010;29:799-
805.

5. Agency for Healthcare Research and Quality. 2014 National
Healthcare Quality and Disparities Report. (AHRQ Pub. No.
15-0007.) Rockville, MD: Agency for Healthcare Research
and Quality, 2015.

6. US Department of Health and Human Services. 2015
Annual Progress Report to Congress: National Strategy for
Quality Improvement in Health Care. Washington, DC: US
Department of Health and Human Services. http://www.ahrq.
gov/workingforquality/reports/annual-reports/nqs2015annl-
rpt.htm. Accessed December 22, 2016.

7. Lewin ME, Altman S. America’s Health Care Safety Net:
Intact But Endangered. Washington, DC: National Academy
Press, 2000.

8. Smedley BD, Stith AY, Nelson AR, eds. Unequal Treatment:
Confronting Racial and Ethnic Disparities in Health Care.
Washington, DC: Institute of Medicine, National Academies
Press, 2002.

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

. Institute of Medicine. Hospital-Based Emergency Care: At

the Breaking Point. Washington, DC: National Academies
Press, 2006.

Weech-Maldonado R, Hall A, Bryant T, Jenkins KA, Elliott
MN. The relationship between perceived discrimination and
patient experiences with health care. Med Care. 2012;50(9
suppl 2):S62-S68.

Braveman P, Gottlieb L. The social determinants of health:
it’s time to consider the causes of the causes. Public Health
Rep. 2014;129(suppl 2):19-31.

Williams DR, Mohammed SA. Discrimination and racial
disparities in health: evidence and needed research. J Behav
Med. 2009;32:20-47.

Agency for Healthcare Research and Quality. Engaging
Patients and Families in the Medical Home (AHRQ
Publication No. 10-0083-EF). Rockville, MD: Agency for
Healthcare Research and Quality, 2010. https://pcmh.ahrq.
gov/page/defining-pcmh. Accessed December 22, 2016.
Epstein RM, Fiscella K, Lesser CS, Stange KC. Why the
nation needs a policy push on patient-centered health care.
Health Aff (Millwood). 2010;29:1489-1495.

Epstein RM, Street RL. The values and value of patient-cen-
tered care. Ann Fam Med. 2011;9:100-103.

Landon BE, Gill JM, Antonelli RC, Rich EC. Prospects for
rebuilding primary care using the patient-centered medical
home. Health Aff (Millwood). 2010;29:827-834.

Jackson GL, Powers BJ, Chatterjee R, et al. Improving patient
care. The patient centered medical home. A systematic review.
Ann Intern Med. 2013;158:169-178.

Cunningham PJ. Many Medicaid beneficiaries receive care
consistent with attributes of patient-centered medical homes.
Health Aff (Millwood). 2015;34:1105-1112.

Kern LM, Dhopeshwarkar RV, Edwards A, Kaushal R. Patient
experience over time in patient-centered medical homes. 4m J
Manag Care. 2013;19:403-410.

Pourat N, Charles SA, Snyder S. Availability of care concor-
dant with patient-centered medical home principles among
those with chronic conditions: measuring care outcomes. Med
Care. 2016;54:262-268.

Pines JM, Zocchi M, Moghtaderi A, et al. Medicaid expan-
sion in 2014 did not increase emergency department use
but did change insurance payer mix. Health Aff (Millwood).
2016;35:1480-1486.

Sommers BD, Blendon RJ, Orav EJ, Epstein AM. Changes
in utilization and health among low-income adults after
Medicaid expansion or expanded private insurance. JAMA
Intern Med. 2016;176:1501-1509.

Roby DH, Pourat N, Pirritano MJ, et al. Impact of patient-
centered medical home assignment on emergency room vis-
its among uninsured patients in a county health system. Med
Care Res Rev. 2010;67:412-430.

Shane DM, Nguyen-Hoang P, Bentler SE, Damiano PC,
Momany ET. Medicaid health home reducing costs and reli-
ance on emergency department: evidence from lowa. Med
Care. 2016;54:752-757.

Morgan SR, Chang AM, Alqatari M, Pines JM. Non—
emergency department (ED) interventions to reduce
ED utilization: a systematic review. Acad Emerg Med.
2013;20:969-985.


https://innovation.cms.gov/initiatives/comprehensive-primary-care-initiative
https://innovation.cms.gov/initiatives/comprehensive-primary-care-initiative
http://www.ahrq.gov/workingforquality/reports/annual-reports/nqs2015annlrpt.htm
http://www.ahrq.gov/workingforquality/reports/annual-reports/nqs2015annlrpt.htm
http://www.ahrq.gov/workingforquality/reports/annual-reports/nqs2015annlrpt.htm
https://pcmh.ahrq.gov/page/defining-pcmh
https://pcmh.ahrq.gov/page/defining-pcmh

292

Journal of Primary Care & Community Health 8(4)

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Enard KR, Ganelin DM. Reducing preventable emergency
department utilization and costs by using community
health workers as patient navigators. J Healthc Manag.
2013;58:412-427.

America’s Essential Hospitals. Policy Brief: Medicaid
Incentive Programs: Extending the Reach of Healthcare
Transformation. Washington, DC: America’s Essential
Hospitals, 2014. http://essentialhospitals.org/wp-content/
uploads/2014/06/AEH_Waiver_Paper_ PolicyBrief
PrintReady1.pdf. Accessed December 22, 2016.

Gates A, Rudowitz R, Guyer J. An Overview of Delivery
System Reform Incentive Payment (DSRIP) Waivers. Menlo
Park, CA: The Henry J. Kaiser Family Foundation, 2014.
http://kff.org/medicaid/issue-brief/an-overview-of-deliv-
ery-system-reform-incentive-payment-waivers. Accessed
December 22, 2016.

Capp R, Camp-Binford M, Sobolewski S, Bulmer S,
Kelley L. Do adult Medicaid enrollees prefer going to
their primary care provider’s clinic rather than emergency
department (ED) for low acuity conditions? Med Care.
2015;53:530-533.

Kangovi S, Barg FK, Carter T, Long JA, Shannon R, Grande
D. Understanding why patients of low socioeconomic status
prefer hospitals over ambulatory care. Health Aff (Millwood).
2013;32:1196-1203.

Janke AT, Brody AM, Overbeck DL, Bedford JC, Welch
RD, Levy PD. Access to care issues and the role of EDs
in the wake of the Affordable Care Act. Am J Emerg Med.
2015;33:181-185.

Shaw EK, Howard J, Clark EC, Etz RS, Arya R, Tallia AF.
Decision-making processes of patients who use the emer-
gency department for primary care needs. J Health Care Poor
Underserved. 2013;24:1288-1305.

Capp R, Kelley L, Ellis P, et al. Reasons for frequent emer-
gency department use by Medicaid enrollees: a qualitative
study. Acad Emerg Med. 2016;23:476-481.

US Census Bureau. QuickFacts Texas. Washington, DC: US
Census Bureau. https://www.census.gov/quickfacts/table/
PST045214/48201,48. Accessed December 22, 2016.

Begley CE, Behan P, Seo M. Who uses hospital emergency
rooms? Evidence from Houston/Harris County Texas. J
Health Care Poor Underserved. 2010;21:606-616.

Begley C, Le P, Lairson D, Hanks J, Omojasola A. Health
reform and primary care capacity: evidence from Houston/
Harris County, Texas. J Health Care Poor Underserved.
2012;23:386-397.

Agency for Healthcare Research and Quality. Emergency
Severity Index (ESI): a triage tool for emergency department.
https://www.ahrq.gov/professionals/systems/hospital/esi/
index.html. Accessed April 30, 2017.

Harris-Kojetin LD, Fowler FJ, Jr, Brown JA, Schnaier JA,
Sweeny SF. The use of cognitive testing to develop and eval-
uvate CAHPS 1.0 core survey items. Consumer Assessment
of Health Plans Study. Med Care. 1999;37(3 suppl):MS10-
MS21.

Weidmer B, Brown J, Garcia L. Translating the CAHPS 1.0
Survey Instruments into Spanish. Consumer Assessment of
Health Plans Study. Med Care. 1999;37(3 suppl):MS89-
MS96.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

Andersen R, Newman JF. Societal and individual determi-
nants of medical care utilization in the United States. Milbank
0.1973;51:95-124.

American Academy of Family Physicians. The patient-cen-
tered medical home. http://www.aafp.org/practice-manage-
ment/transformation/pcmh.html. Accessed January 30, 2012.
StataCorp. 2013. Stata Statistical Software: Release 13.
College Station, TX: StataCorp LP.

Pines JM, Asplin BR, Kaji AH, Gillen E, Mechrotra A.
Frequent users of emergency department services: gaps in
knowledge and a proposed research agenda. Acad Emerg
Med. 2011;18:e64-e69.

Uscher-Pines L, Pines J, Kellermann A, Gillen E, Mehrotra A.
Emergency department visits for nonurgent conditions: sys-
tematic literature review. Am J Manag Care. 2013;19:47-59.
Rhodes KV, Smith KL. Short-term care with long-term costs:
the unintended consequences of EMTALA. Ann Emerg Med.
2017;69:163-165.

Hardy M, Cho A, Stavig A, et al. Understanding frequent
emergency department use among primary care patients
[published online June 13, 2017]. Popul Health Manag.
doi:10.1089/pop.2017.0030.

Vinton DT, Capp R, Rooks SP, Abbott JT, Ginde AA.
Frequent users of US emergency departments: character-
istics and opportunities for intervention. Emerg Med J.
2014;31:526-532.

Widmer AJ, Basu R, Hochhalter AK. The association between
office-based provider visits and emergency department utili-
zation among Medicaid beneficiaries. J Community Health.
2015;40:549-554.

Cunningham A, Mautner D, Ku B, Scott K, LaNoue M.
Frequent emergency department visitors are frequent primary
care visitors and report unmet primary care needs. J Eval Clin
Pract. 2017;23:567-573.

Allen H, Wright BJ, Harding K, Broffman L. The role of
stigma in access to health care for the poor. Milbank Q.
2014;92:289-318.

Chin MH, Clarke AR, Nocon RS, et al. A roadmap and best
practices for organizations to reduce racial and ethnic dispari-
ties in health care. J Gen Intern Med. 2012;27:992-1000.
Doctor K, Correa K, Olympia RP. Evaluation of an after-hours
call center: are pediatric patients appropriately referred to the
emergency department? Pediatr Emerg Care. 2014;30:798-
804.

Krumperman K, Weiss S, Fullerton L. Two types of prehos-
pital systems interventions that triage low-acuity patients to
alternative sites of care. South Med J. 2015;108:381-386.
Dent RL. The the effect of telephone nurse triage on the appro-
priate use of the emergency department. Nurs Clin North Am.
2010;45:65-69.

Memorial Hermann Community Benefit Corporation. 2014
Report to the Community. Houston, TX: Memorial Hermann
Community Benefit Corporation, 2014. http://community-
benefit.memorialhermann.org/about-us/report-to-the-com-
munity/. Accessed December 15, 2016.

Doran KM, Colucci AC, Hessler RA, et al. An intervention
connecting low-acuity emergency department patients with
primary care: effect on future primary care linkage. Ann
Emerg Med. 2013;61:312-321.


http://essentialhospitals.org/wp-content/uploads/2014/06/AEH_Waiver_Paper_PolicyBrief_PrintReady1.pdf
http://essentialhospitals.org/wp-content/uploads/2014/06/AEH_Waiver_Paper_PolicyBrief_PrintReady1.pdf
http://essentialhospitals.org/wp-content/uploads/2014/06/AEH_Waiver_Paper_PolicyBrief_PrintReady1.pdf
http://kff.org/medicaid/issue-brief/an-overview-of-delivery-system-reform-incentive-payment-waivers
http://kff.org/medicaid/issue-brief/an-overview-of-delivery-system-reform-incentive-payment-waivers
https://www.census.gov/quickfacts/table/PST045214/48201,48
https://www.census.gov/quickfacts/table/PST045214/48201,48
https://www.ahrq.gov/professionals/systems/hospital/esi/index.html
https://www.ahrq.gov/professionals/systems/hospital/esi/index.html
http://www.aafp.org/practice-management/transformation/pcmh.html
http://www.aafp.org/practice-management/transformation/pcmh.html
http://communitybenefit.memorialhermann.org/about-us/report-to-the-community/
http://communitybenefit.memorialhermann.org/about-us/report-to-the-community/
http://communitybenefit.memorialhermann.org/about-us/report-to-the-community/

Enard and Ganelin

293

57. Healthy People 2020. Social Determinants of Health.
Washington, DC: US Department of Health and Human
Services, Office of Disease Prevention and Health
Promotion.  https://www.healthypeople.gov/2020/topics-
objectives/topic/social-determinants-of-health. Accessed
May 30, 2017.

Author Biographies

Kimberly R. Enard, PhD, MBA, MSHA, FACHE, is an Assistant
Professor of Health Management & Policy in the College for
Public Health and Social Justice at Saint Louis University. In

partnership with health systems and communities, her work is
dedicated to addressing health inequities by designing and imple-
menting effective strategies to improve care coordination and
quality of care for safety-net populations.

Deborah M. Ganelin, MHA, is the Associate Vice President of
the Memorial Hermann Community Benefit Corporation. Ms.
Ganelin oversees community benefit initiatives that include an ER
Navigation program for safety-net patients and a Health Centers
for Schools program that provides primary medical, mental health,
dental and nutrition services to underserved students at 72 Houston
area schools in five districts.


https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-of-health

