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Öz
Amaç: Acil servislerin gerçek kullanılma nedenleri dışında uygunsuz kullanılması her geçen gün artmakta ve
acil servislerin işleyişini bozmaktadır. Çalışmamızda Acil Servise müracaat eden hastaların bir yıllık verileri
incelenerek, bu hastaların son tanılarına göre, ne kadarının acil servisleri uygun kullandığını belirlemek ve bu
konuda oluşturulacak yeni politikalara yardımcı olmak amaçlanmıştır.
Materyal ve Metot: 1 Ocak -31 Aralık 2017 tarihleri arasında hastanemiz acil servisine müracaat eden
hastaların dosyaları incelenmiştir. Veriler SPSS 22 programı ile değerlendirilmiş, analizde Ki-kare testi
kullanılmıştır. Anlamlılık değeri p<0,05 olarak kabul edilmiştir.
Bulgular: Acil servise bir yıl içinde başvuranların %72,20’sinin (n: 42785\59282) birinci basamak veya uzman
polikliniği başvurusu gerektiren nedenler ile başvurduğu, başvuru yapanların sadece %19,2’sinin (n:
11359\59282) gerçekten acil başvurusuna uygun olduğu bulunmuştur. Tüm müracaatlar içinde solumun
sistemi ve ağrı şikâyetleri en sık başvuru nedenleridir.
Sonuç: Acil servise başvuran hastaların büyük çoğunluğunun aslında acil kategorisinde olmadığı görülmüştür.
Acil servislerdeki iş yükünün azaltılması aile hekimliği sisteminin etkin kullanılması için sevk sisteminin
uygulanması, acil servislerde triaj uygulanmasının kullanılması ve uygunsuz şekilde acil servisi kullananlardan
ekstra ücret alınması gibi önlemlerin uygulanabileceği kanaatindeyiz.
Anahtar Kelimeler: Acil servisler, birinci basamak, sevk zinciri.

Abstract
Objectives: Inappropriate use of Emergency Department (ED) for non-urgent complaints compromises the
functioning of ED and has been increasing day by day. In this study, we examined the annual data of the patients
who admitted to the Emergency Department in order to determine the ratio of appropriate usage according to
the definitive diagnoses of the patients and to help forward new policies regarding this issue.
Materials and Methods: Files of patients, who admitted to our ED between January 1 and December 31, 2017,
were examined. Data were evaluated by SPSS software version 22, and the analyses were performed by using
the Chi-square test. A value of p <0.05 was accepted to be statistically significant.
Results: We found that 72.20% (n: 42785\59282) of the people who admitted to the ED during one year had
admitted for complaints that should be addressed in the primary healthcare centers or specialist policlinics
and only 19.2% (n: 11359\59282) of the ED visits were appropriate. We also found that the most frequent
reasons for ED visits were respiratory system symptoms and pain.
Conclusion: We found that the vast majority of the patients admitted to the emergency department were not
actually urgent. We suggest that measures such as effectuation of the referral system for effective use of the
family medicine system, use of triage in emergency departments, and extra fees for using the emergency
department inappropriately can be implemented to reduce the workload in emergency services.
Keywords: Emergency department, primary care, gatekeeping.
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Introduction
Emergency departments (ED) are the facilities where first aid is available 24 hours a day to intervene in cases
of need and unorganized diseases of patients are treated. When the literature is examined, it is seen that the
emergency departments are preferred to have analyses, to get prescription to alleviate their symptoms or
because the EDs are more quiet during working hours, rather than for indications that require admission to the
ED.1 This is a common problem in many country and compromises the actual functioning of emergency
department by increasing the burden.2,3 Occupation of emergency services, especially by non-emergency
patients, disrupts provision of healthcare in real emergency cases and reduces the quality of the service. 4 This
can lead to further increases in violence by disrupting both patient satisfaction and personnel satisfaction. In
the last 20 years, the reasons for unnecessary use of emergency department have been investigated in many
countries5 and the most common reasons were summarized as low availability of community health centers 6,
faster operation of the ED7, more likely to be preferred by the elderly patients.8 Turkish Republic Ministry of
Health reported that a total of 295 million 808 thousand patients admitted to hospitals between January and
October 2017, and the emergency services ranked first with 76 million 834 thousand (25.97%) patients.9
Family physicians can make referrals to get the opinion of other physicians and to apply for specialist
knowledge.10,11 However, currently, most countries do not have referral restrictions, so patients prefer to admit
to ED rather than family physicians. The purpose of this study was to determine the extent to which emergency
services were used appropriately, according to the preliminary diagnosis and the definitive diagnosis of the
patients who weren’t admitted to intensive care and received outpatient treatment, and to help forward new
policies regarding this issue.

Materials and Methods
The study was designed as a descriptive study. Patients who admitted to the Emergency Department between
January 1 and December 31, 2017 constitute the universe of the work. A total of 59282 patients' files were
examined. The study protocol was approved by the local ethical committee (Decision: Date: 10.04.2018;
Decision Number: 2018 / 8-5). Patients' files were evaluated from a primary care perspective and what
proportion of diagnosis and treatment could be done within the scope of primary health care. The admission
symptoms were classified under 19 categories. Subsequently, the admission symptoms were grouped under 5
categories which is the symptoms of organs and systems in the body were classified. Including those that
require emergency department treatment, those that can be treated in family medicine clinics, those requiring
follow-up by outpatient clinics, those requiring long-term observation in inpatient services, and those that
were not classified due to insufficient data. SPSS version 22 software was used for evaluation of the data and
analyses were performed by using the Chi-square test. A value of p <0.05 was accepted as significant.
Ankara Med J, 2020;(2):281-289 //

10.5505/amj.2020.61214

282

Results
The mean age of the 59,282 individuals was 42.56 ± 19.77 years (min: 1-max: 124); 50.3% (n:29827\59282)
of the patients were female. The most frequently admitted patients were in 16-30 age groups and emergency
department admissions were most often in summer. Table 1 shows the distribution of gender and age group of
the patients and the periods for ED admission.
Regarding the reasons that patients admitted to the emergency department for, we found that the most
common symptoms were upper respiratory tract infections, lower respiratory tract infections, and chronic
diseases of the respiratory tract, with a maximum rate of 24.1% and the least common reason was cardiac
arrest with a ratio of 0.1%.
After admission symptoms were evaluated, a reclassification was made according to urgency that requires an
ED admission or not. The classification of the symptoms according to urgency is given in Table 2.
We found that only 19.2% of the ED admissions were due to actual urgencies. The remaining admissions were
identified to be the symptoms that can be diagnosed and treated in family medicine, specialist outpatient
clinics, and inpatient service conditions. The results of the analysis of the relationship between gender, age
group, and season of admission and ideal classification are given in Table 3.
Regarding gender and age, we observed that women and those in 16-30 and 31-45 years of age group admitted
to the ED with symptoms that need to be addressed in the family medicine clinics. Regarding seasons, we
observed that the patients admitted to the ED for reasons that could be addressed in the family medicine clinics
during summer, most frequently.
When we evaluated the admission symptoms according to primary care perspective, we found that 9.4% of
those who admitted with pain in any body region, 9.7% of those who admitted with psychiatric complaints,
16.5% of those with cardiovascular symptoms, 14.4% of those with an upper respiratory infection, lower
respiratory infection and chronic respiratory complaints, 18.8% of those with gynecological diseases, 20.6% of
those with metabolic symptoms, and 40.1% of those with trauma-related complaints were required to be
treated in the emergency department with actual urgencies (p <0.001).
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Table 1. The distribution of gender and age group of the patients and the periods for ED admission
Gender
Female
Male
Age group
0-15 years of age
16-30 years of age
31-45 years of age
46-60 years of age
61 years and older
Season
Winter
Spring
Summer
Fall
Total

n
29827
29455

%
50.30
49.70

2172
17996
15082
11123
12909

3.70
30.40
25.40
18.80
21.80

13605
13693
15688
16296
59282

22.90
23.10
26.50
27.50
100.00

Table 2. The classification of the symptoms according to urgency
Classification
1. Symptoms that require admission to the ED
2. Symptoms that require Family Medicine Clinics
3. Symptoms that require outpatient follow-up
4. Diagnoses that require long term inpatient follow-up
5. Symptoms unclassified due to insufficient data

n
11359
42785
3058
1390
690

%
19.20
72.20
5.20
2.30
1.20

Table 3. The ralationship between gender, age group, and season of admission and ideal classification
Gender
Female
Male
Age group
0-15 years of age
16-30 years of age
31-45 years of age
46-60 years of age
61 years of age and older
Season
Winter
Spring
Summer
Fall
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2nd group
21829/73.20
20956/71.10

Other groups
7998/26.80
8499/28.90

p

1321/60.80
14485/80.50
11269/74.70
7998/71.90
7712/59.70

851/39.20
3511/19.50
3813/25.30
3125/28.10
5197/40.30

<0.001

9554/70.20
9313/68.00
11146/71.00
12772/78.40

4051/29.80
4380/32.00
4542/29.00
3524/21.60

<0.001

<0.001
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Discussion
The emergency departments of the medical faculties are tertiary healthcare facilities and expected to provide
more specific care for more complicated diseases. However, the fact that the patients prefer the emergency
department of the secondary and tertiary centers instead of the primary health care centers makes the working
conditions of the emergency departments harder and causes unnecessary patient burden. 12,13,14 This is a
common problem in many developed countries and solutions for decreasing patient concentration in the EDs
have been sought. Evaluation of the patients, according to age reveals that inappropriate use of emergency
departments is inversely related to age.12,13,15 In the literature, it has been reported that inappropriate use of
emergency services is more common among younger patients.16,17 Rajpar et al18, reported that inadequate use
of the emergency department is more common among the patients between 21 and 30 years of age and Carret
et al4, reported it is more common among the patients between 15 and 49 years of. In our study, we found that
the age groups mostly use EDs inappropriately were 16-30 and 31-45 age groups. We attribute this finding to
the fact that the patients in these age groups are usually working individuals and the family medicine centers
are closed after working hours.
In the literature, some studies report that there is no relationship between gender and inappropriate use of the
emergency department.18,19 However, Robert et al. in their study reported that inappropriate use of EDs is most
common among women aged 18-40.20 In the literature, there are other studies report that women use
emergency departments inappropriately more than men. 4,13,15 In our study, we also observed that that
inappropriate use among women is more frequent. This may be due to the fact that women are more likely to
seek counseling on health issues and tend to use health services more frequently. Inadequate use of EDs is a
worldwide problem. Particularly in the last 20 years, attempts have been made to establish a scale to determine
the inappropriate use of EDs, but the studies could go further than determining the sociodemographic
characteristics of the patients.21 On the other hand, in USA, prevalence studies investigating the reasons of
inappropriate use of EDs has been conducted and it has been suggested that inadequate use of EDs might be
due to insufficiency of the emergency departments and the unsatisfying experiences related to the primary care
services, but the studies couldn’t reach a conclusion.5,8,22
In the literature that inappropriate use of EDs has been reported to vary between 10% and 90%, in related
studies.4,6,14,15 In our study, the inappropriate use rate of emergency services was found to be 75%. In our study,
we found the rate of patients who actually should admit to family medicine as 72.2%. In the study of Young et
al., it has been shown that individuals with regular primary care physicians, family physicians, use emergency
services more appropriately.23 In our country, family medicine provides comprehensive, continuous and
holistic service to all individuals who apply to them. Furthermore, in the family medicine centers, a physician
on duty and assistant health personnel were assigned every day after working hours, until 19:00 o’clock, in
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order to prevent inappropriate admissions to the EDs. Carret et al. reported that family medicine centers were
not convenient to admit due to transportation difficulties and the coinciding working hours, and therefore the
EDs were used more frequently. In the same study, it has been emphasized that the most important factor for
inappropriate usage of primary healthcare centers is the difficulty to access rather than the quality of the
service.4 Similarly, Biancoet al15 and Carret4 found that in cases where self-admission without a referral is
possible, inappropriate use of emergency services was more frequent. Similarly, in Coleman's study, it is
reported that two-thirds of the patients who visited the EDs inappropriately, directly admitted without
referral.24 In the literature, it has been reported that providing individuals a regular physician and health
insurance that directs patients to the primary care centers at first can be effective in encouraging patients to
prefer family medicine rather than emergency departments.25,26 In our study, we found that 72.2% of patients
admitted to the emergency department should admit to family medicine services. Supported by the literature,
we attribute this condition to the fact that in our country, patients can admit to the EDs directly because there
is no limit in referring from the primary care to the secondary and tertiary centers.
Tang et al., their study regarding the increasing number of admissions to the emergency departments and
payment costs in the USA, during the last decade, reported that patients with Medicaid insurance use
emergency services more than those with private health insurance.27 In some countries, in cases of
inappropriate Ed usage, sharing cost with adult patients has been emphasized, due to the increased pressure
of inappropriate ED admissions on the state budget.28 Similarly, a contribution of 15 $ in California29 and in 100
$ Florida have been proposed for an inappropriate admission to the EDs.30 Although these proposals have not
been implemented, there are also studies suggesting that sharing the costs with the patients will be effective 31.
In another study, geographical conditions and easy accessibility of the EDs in comparison to family medicine
was listed among the reasons for the inappropriate use of Eds.32 Capp et al33, suggested that the most frequent
cause of inappropriate use of ED was previous negative experience with staff in the primary health care
facility.33 The complaints about primary care include encountering different health personnel in each admission
and not being listened to about the complaints completely. Another reason is that the family medicine centers
work with an appointment system and do not have a reminding system for the appointments.
Kılıcaslan et al34 found that 47% of the patients admitted to the ED with non-urgent causes; the most common
reasons for admission were chest pain, abdominal pain, respiratory disorders and headache. Another study
found that about 32% of ED admissions were due to non- urgent causes. It the same study, the most important
causes of using ED was patients’ more reliance on the ED and the shorter distance of the ED.35 In a study
investigating admissions to the ED of Sisli Etfal Hospital in 3 years, the 3-year-old patients who had emergency
services in Etfal Hospital were examined, the most common reasons for admission to the ED included
abdominal pain, chest pain, general disorder, dyspnea and hemorrhage. Hemorrhage, fatigue, and dyspnea
were more frequent in patients older than 65 years of age, whereas chest pain was more common in patients
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younger than 65 years of age.36 Vanpeeet al in the review reported that more than 20% of the elderly patients
admitted to EDs with the general disorder; this condition was attributed to inadequate formal or informal social
care and support.37 In our study, we found that the most common reasons for admissions were respiratory
system diseases, pain in any body area and traumatic complaints. We think that the higher ratios of the first
two causes are due to the admissions of the relatives who seek inpatient treatment for their patients.
It has been seen that the vast majority of the patients who admitted to the ED are not actually urgent and should
use primary health care services. Effective referral system application of triage for ED admissions, and
collecting extra contribution fee for those admitting for non-urgent complaints can be suggested for reducing
non-indicated workload in emergency departments.
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