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Emergency Medicine: a specialty that
deserves "re-branding”, because it
enables large financial savings!

(This may seem counter-intuitive, but it’'s true)

Gary Michael Gaddis

Department of Biomedical and Health Informatics, University of Missouri-Kansas City School of Medicine, Kansas City, MO, USA

Abstract

Emergency departments are costly to maintain. They remain open every hour of the year to provide care for those
who need it, when they need it. Therefore, emergency departments are a crucial resource for any modern society,
and no sensible person would want to close them, despite their cost. However, the view held by many, that the care
provided in an emergency department is excessively costly, is just plain wrong. When our doctors’ and our special-
ty’s performance is viewed objectively, it becomes clear that emergency physicians have become crucial agents of
cost savings. Therefore, EPs have earned the right to proudly “re-brand” themselves not as high-cost care providers,
but as indispensable, money-savers in any nation’s health care enterprise. If you don’t believe that, continue reading
this commentary.
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Roles and availability of Emergency
Departments

As “background information,” those who allege that
emergency care is too costly and should in most cases be pro-
vided in outpatient clinics overlook at least four critical facts:

First, much of the emergency care we provide could not
be provided in an outpatient clinic or a doctor’s office. Could
you imagine treating a polytrauma patient, a cerebrovas-
cular accident (“stroke”) patient or acute S-T elevation my-
ocardial infarction (STEMI) patient in an outpatient clinic?
Of course not!

Second, most urgent and emergent medical problems
don’t happen just on weekdays, while the sun is in the sky.
Patients often need to be able to access medical care when
doctors’ offices are closed. If an outpatient clinic remains
open from 09:00 until 17:00 on weekdays, even if these cli-
nicians in that facility are able to accommodate a few “ur-
gent” appointment requests, they are available for only
40 hours, or 23.8%, of a 168-hour week.

Third, we have implemented research findings to safely
decrease costs of care via processes which did not exist when
| entered emergency medicine (EM) residency training in
1986. This implementation of research findings saves consid-
erable sums of money.

Fourth, the public’s need for inpatient care ebbs and
flows, and when a hospital is operating “above capacity”,
the emergency department is typically where that care is
provided. Provision of inpatient-level care in an emergen-
cy department is less expensive than would be the case if
a hospital spent money to add sufficient bed capacity to en-
able that happy day when ED boarding of patients never had
to occur.

Points number 1 and 2, and especially point 4, should all
be obvious, yet are sometimes not overtly acknowledged.
They will not be further discussed, except for asking you, the
readers, to imagine the cost to a hospital system, if it expand-
ed its inpatient capacity sufficiently such that ED boarding of
to-be-admitted patients was rarely required!

We leverage research findings to save
money

Regarding the third point, the leveraging of research find-
ings, an important development that can easily be taken for
granted, here are some illustrative examples demonstrating
how EPs save health care systems money every day, when
1986 is compared to 2023:

. In 1986, all patients with acute pyelonephritis were
admitted for several days of inpatient intravenous (IV) antibi-
otic therapy. Now, many of these patients receive one dose of
an IV antibiotic, plus analgesia and an antiemetic, in the ED.

Once they demonstrate that their nausea and vomiting is
controlled, most of these patients are then prescribed oral
antibiotics, analgesics and antiemetics, and discharged. Acute
pyelonephritis has become a disease for which emergency
physicians can contribute cost savings, because less expensive
outpatient management is often feasible and appropriate [1].

. In 1986, most patients with pelvic inflammatory
disease (PID) were admitted for several days of IV antibiotics,
under the now-disproven dogma that IV antibiotics decreased
the scarring of the Fallopian tubes and enhanced the patient’s
future fertility. Now, many patients with PID are treated and
released after ED administration of appropriate antibiotics to
eradicate possible infection by Neisseria gonorrhea and Chla-
mydia trachomatis, often with added treatment for anaerobic
microbes, and an oral antibiotic upon home-going. Female
upper genital tract disease has been transformed to another
disease for which emergency physicians can contribute cost
savings, because less expensive outpatient management is
often feasible and appropriate [2].

. In 1986 all patients diagnosed with the venous
thromboembolic (VTE) diseases of deep venous thrombosis
(DVT) or acute pulmonary embolism (PE) were admitted for
several days of inpatient care to enable therapy with intrave-
nous heparin as a bridge to oral warfarin. Warfarin pills are
inexpensive, but the associated care is not. Warfarin is a drug
highly prone to drug-drug and drug-food interactions [3].
Further, warfarin dosing requires regular monitoring of the
International Normalized Ratio (INR), both a cost and an in-
convenience to patients. Fortunately, we first learned we
could safely treat most patients with DVT as outpatients by
prescribing direct oral anticoagulants (DOACs) such as Factor
Xa Inhibitors. Subsequently, we also learned that patients
with PE without hypoxia or evidence of right heart failure can
safely be discharged home with DOAC prescriptions. DVT and
PE have been transformed to diseases for which emergency
physicians can contribute cost savings, because they usually
can implement feasible and appropriate outpatient manage-
ment [4].

. In 1986, chest pain patients without an S-T Eleva-
tion Acute Myocardial Infarction (STEMI), whose pain was
suspected to be cardiac in nature, became inpatients for se-
quential monitoring of their Lactate Dehydrogenase (LDH)
and Creatine Kinase (CK) isozyme profiles. This process re-
quired at least a full day and an overnight inpatient stay. Now,
for selected patients, EPs can leverage low and non-rising high
sensitivity troponin values and a low “HEART score” to safely
implement outpatient follow-up plans, within hours, sparing
an inpatient admission. Chest pain has been transformed to
a chief complaint for which emergency physicians can con-
tribute cost savings, because outpatient management can be
feasible and appropriate [5].
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o In 1986, a complete workup of many other diseas-
es also required several days of inpatient care. Thanks to im-
proved systems of care and better implementation of medical
evidence, patients who used to be admitted for their multi-
-day “workup” can occasionally be “treated and released”. For
example, a hospital at which | had worked in the past had a
dedicated fast track pathway for patients diagnosed with tran-
sient ischemic attacks (TIA). Most of our patients with TIA who
did not need an urgent vascular procedure to protect them
against a near-term stroke were treated and released from
the ED observation area within 12 hours of their arrival. This
expedites hospital throughput and saves significant sums of
money.

. A further benefit of all of these examples is that
patients with these diseases can be returned to work much
more quickly than in past years, enhancing overall workforce
productivity in a nation’s economy.

Further improvements are possible

We could do even better at implementing cost savings,
if only our patients would permit it. We already know how
to apply validated and highly reliable clinical decision rules
(CDRs) such as the Ottawa Ankle Rules, the Ottawa Knee
Rules, the NEXUS and Canadian C Spine Rules, and the PE-
CARN (for children) and Canadian Head CT (for adults) Rules
[6-11]. All perform with high accuracy and validity. However,
we know that patients often expect radiographs that these
CDRs would establish as contraindicated.

Our collective experience is that there is

validated CDRs with the creation, testing and validation of
accurate and persuasive patient education tools, sufficient to
dissuade most patients of their dogmatic and erroneous be-
liefs regarding radiographs. EPs have abolished incorrect dog-
mas before. For instance, consider the well-deserved death
at the hands of academic EPs of the previous dogmatic belief
that no abdominal pain patient can be administered an opiate
until they have been examined by a surgeon [13]. Hopefully,
patients’ dogmatic beliefs regarding radiographs can also be-
come consigned to the dustbin of history.

Certain myths need to die

In re-branding ourselves, we should also work to abolish
other dogmatic myths that plague us, by refuting certain mis-
leading beliefs that cause the public to wrongly conclude that
ED care is a larger source of health care expenditures than is
the case.

Consider the myth of Medicaid expenditures in the Unit-
ed States. Medicaid, contrary to popular belief, is not health
insurance. It is a government welfare program. It provides a
payment mechanism for low-income individuals to obtain
health care, while shielding them from the costs and charges
for that care. When | ask my friends and neighbors what per-
centage of a state’s Medicaid budget is spent for emergency
department care of persons living in poverty, most of them
estimate that number to be about 50%. In truth, 52% of Med-
icaid spending goes for managed care organizations (MCOs)
and health plans, 20% pays for fee-for-service acute care and

a significantly long time required to explain
these CDRs to patients, so it becomes more cost-
and time-effective to simply obtain the non-
-indicated imaging. Consider this idea for the fu-
ture: create educational modules that present
advocacy to patients to allow doctors to imple-
ment these CDRs. This education could be effi-
ciently accomplished if patients were enabled
to view effective bedside “plug and play” teach-
ing tools, explaining those CDRs. Such resources
could dissuade patients of their false beliefs and

persuade them to agree that omission of the

FFY 2021 Total Medicaid Spending: $728 Billion

Disproportionate Share Hospital (2%)
B payments to Medicare (3%)
B Fee-for-Service Institutional Long
Term Care (7%)
B Fee-for-Service Home Health and
Personal Care (12%)
B Fee-for-Service Acute Care (20%)
Other Managed Care (4%)
B payments to Comprehensive MCOs (52%)

contraindicated radiographs, tests which they
believed they needed upon their ED arrival, rep-
resents appropriate care. This would both save
money and shorten the patient’s ED stay. Added
benefit would accrue when a pediatric patient
avoids a head CT by decreasing their risk for
a subsequent cancer [12].

To enable this vision and further enhance
our role toward cost savings will require emer-
gency medicine researchers to complement

Figure Total national Medicaid spending in the United States [14]

FFY 2021 — Federal fiscal year (October 1, 2020-September 30, 2021), MCOs — managed
care organizations. “Other managed care” includes prepaid health plans (PHP), primary
care case management (PCCM), programs of all-inclusive care for the elderly (PACE) and
premiums and coinsurance paid toward employer group insurance plans and premiums
paid for other insurance or remedial care. Managed care prescription drug spending is inc-
luded in “Payments to Comprehensive MCOs ”. “Fee-for-Service Acute Care ” includes inpa-
tient hospital services, physician, lab and x-ray services, prescription drugs and other servi-
ces. “Fee-for-Service Institutional Long-Term Care” includes spending on nursing facilities,
intermediate care facilities for individuals with intellectual disabilities and mental health
facilities. Data shown above exclude administrative spending, adjustments and payments
to the territories. Source: The Urban Institute based on FY 2019 data from the CMS-64,
prepared for the Kaiser Program on Medicaid and the Uninsured [14].
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19% is spent for long term care (e.g. “nursing homes”) [14].
The Figure parses the spending by MCOs. Spending for ED
care is not large enough to merit its own “share” of that
“pie”! [14]. I'd bet that a similar misconception about how
much of the nation’s health care budget is spent for emer-
gency department care exists in every voivodeship in Poland!

In the United States, patients who ideally would be re-
ceiving their medical care in an inpatient department often
receive much of that care in an emergency department, when
surges in patient demand occur. By pitching in and providing
inpatient-type care to “boarders” in the emergency depart-
ment, we help the hospital system avoid the considerable
expense of expanding their inpatient capacity in such a man-

“

ner that the hospital’s “percent occupancy” would fall, while
enabling them to better accommodate occasional surges in

demand for inpatient medical care.
The "take-home message”

In summary, rather than repeatedly serving as the “whip-
ping boy” in the “court of public opinion” for our provision of
what is incorrectly perceived to be high-cost medical care, EPs
should proudly call attention to the numerous ways by which
EPs and EDs in which they work help save their nations and
patients significant sums of money.

Hopefully, you are now convinced that as EPs, we deserve
to be valued not only for being available 24 x 7 x 365, but also
for the numerous cost savings that our training permits us
to enable.

Brian Zink captured a wonderful initial “vision statement”
for EM with the title of his book documenting the history
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of our specialty, “Anyone, Anything, Anytime”. That book
was first published in 2006. However, in 2023, it is time to
move beyond that title. We need a new “vision statement”
to “re-brand” EM in a manner that captures how EPs help
not only save lives, but also save significant sums of money,
24 x 7 x 365.

| offer for consideration: “Emergency Medicine: Saving not
only lives, money, by delivering life-saving, life-enhancing evi-
dence-based medical care quickly, efficiently and effectively”.

Emergency physicians should deservedly take pride in the
numerous ways that they help save their nations’ money, via
application of their tools and their training, as they accurately
and expeditiously work up patients and implement therapy
plans that were unthinkable when | entered my emergency
medicine residency in 1986. As the citizens of your nation
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praise could usefully offset the “burnout” that plagues many
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Now that you know the story that justifies the claim that
emergency medicine should be “re-branded” as a cost-saving
specialty, it is up to all of us to adopt and spread this message.
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