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Abstract 

 

Purpose: The purpose of this project is to increase knowledge in the older adult population of 

Okaloosa and Walton counties in Florida, of the differences between Emergency Rooms (ER’s) 

and Urgent Care Facilities (UCF’s) so that they are able to make informed decisions regarding 

which facility is best suited for their healthcare needs. 

Methods: This is a quality improvement research project for the older adult population of 

Okaloosa and Walton Counties of Florida. The project is comprised of a pre and post 

questionnaire with an educational intervention to identify and address knowledge gaps regarding 

the appropriateness of ER visits as opposed to a facility better suited to address non-emergency 

visits. Convenience sampling was used with a sample size of (n=34) participants. 

Results: Frequency and percentage statistics were used to describe the sample’s characteristics 

and subsequent survey items that had categorical response sets. The repeated-measures t-test 

analysis found that there was not a significant increase in survey scores across time, t(29) = - 

1.46, p = 0.15. However, when the participants were asked if they felt more confident in deciding 

upon ER or UCF, 87.9% answered yes. When asked if they felt better informed about the 

difference between an ER and UCF, 90.9% answered yes. This reflects an increase in confidence 

reported by the majority of study participants. 

Discussion: While post test scores improved following the educational intervention, the results 

were not statistically significant (p = 0.15). However, the high confidence percentages illustrate a 

positive response to the educational intervention and presumably, a need for further education. 

Conclusion: This research study shows that there are health literacy knowledge gaps in the 

older adult population of Walton and Okaloosa counties of Florida as it pertains to what 

constitutes an ER visit or UCF visit.  
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A comprehensive assessment of waste inefficiency in healthcare by the New England 

Healthcare Institute (NEHI) in 2007 reported that the fourth largest source of waste was 

Emergency Room overuse at a cost of $38 billion per year in the United States (NEHI, 2007). A 

secondary data analysis from the Medical Expenditure Panel Survey, National Hospital 

Ambulatory Medical Care Survey and the Healthcare Cost and Utilization Project’s Nationwide 

Inpatient Sample showed that emergency department visits accounted for $328.1 billion in 

payments in 2010. A study by United Health Group revealed that the average cost per visit for a 

primary care treatable conditions in 2018 was $2,032 in the Emergency Room, $193 in the 

Urgent Care Facility and $167 in a Primary Care setting. The same study states that visiting a 

Primary Care clinic or Urgent Care instead of a hospital could save more than $1800 per visit 

and could create an annual $32 billion in savings systemwide (UnitedHealth Group, 2019). 

Freestanding Emergency Rooms (FSERs), Emergency Rooms (ERs) and Urgent Care 

facilities (UFCs) offer varying services and varying rates. Freestanding Emergency Rooms are 

facilities that provide emergency services outside of a traditional hospital campus. These 

facilities are not attached to a larger hospital, but they are generally owned by a hospital or larger 

health system. Emergency Rooms and FSERs visits cost the most because they are providing the 

highest level of care 24 hours a day, 365 days a year. 

Free Standing Emergency Rooms claim to provide relief for ER overcrowding and 

deliver more efficient care at a lower cost to the patient, yet critics argue they increase spending 

because they function as extensions of traditional ERs instead of substitutes; most of the care 

provided at FSERs and ERs could be provided at a more economical facility such as an Urgent 

Care Facility (UCF) (Ho, Metcalfe, Dark, Vu, Weber, Shelton, & Underwood, 2017). Urgent 

Care facilities offer medical care for medical conditions that require prompt attention but are not 
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as serious to require emergency care. The rule of thumb is that if life or limb are at risk then this 

is an emergency requiring the care provided by the ER. Urgent Care facilities can provide care 

for other less imminent conditions. Urgent Care Facilities have extended hours, and most are 

open on weekends and most holidays. Most of these facilities offer screening for common 

conditions such as flu and strep. They also provide breathing treatments, X-ray services, suturing 

for lacerations not involving ligament or muscle injury, hydration and splinting. 

The number of visits to the ER has increased in recent years (Van den Heede & Van de 

Voorde, 2016). A 2017 inventory and location analysis of FSERs identified “360 FSEDs located 

in 30 states; 54% were hospital satellites, 36.6% were independent, and 92% were not 

classifiable” (Shuur, Baker, Freshman, Wilson, & Cutler, 2017, p. 383). This increase has been 

attributed to a variety of reasons including an aging population, an increase in chronic 

conditions, limited availability of primary care services, and a lack of understanding of the 

appropriateness of visiting an ER (Van den Heede & Van de Voorde, 2016). In Texas, FSER use 

increased 236% between 2012 and 2015 (Ho et al., 2017). This increase in the number of visits 

to the ER is associated with overcrowding, long wait times, patient dissatisfaction, and 

department efficiency concerns (Van den Heede & Van de Voorde, 2016). 

There is a knowledge deficit among healthcare consumers regarding the appropriateness 

of visiting the ER as opposed to a more cost-effective facility better suited to address non- 

emergency visits (Van den Heede & Van de Voorde, 2016). The knowledge deficit is especially 

prominent in the older adult population, evident by their overuse of the ER. The older adult 

population use the ER more than most other population groups. They are more likely to have 

chronic health conditions with acute exacerbations and therefore represent a larger portion of 

emergency services use including ambulances. 
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The United States is not the only developed country experiencing an increase in ER visits 

“Studies from the United States, Canada, the United Kingdom, and Australia report that demand 

for emergency department care is increasing by as much as 3% to 6% each year” (Coster, Turner, 

Bradbury, & Cantrell, 2017, p. 1138). Taiwan, Australia, and Ireland have all reported 

inappropriate use of ERs. A deficiency in health literacy is a resounding cause of inappropriate 

ER use. Unfortunately, there is a dearth of literature on interventions to reduce the occurrence 

and frequency of inappropriate emergency room visits, illustrating the need for educational 

interventions addressing overuse of ERs. 

Purpose of the Project 

 

This quality improvement project is designed to increase knowledge in the older adult 

population of the differences between ERs and UCFs and the services they provide so that they 

can make informed decisions regarding which facility is best suited for their healthcare needs. 

As the numbers of ERs increase, educating older adults on these differences and reducing 

inappropriate ER use will help minimize overcrowding in ERs and reduce costs associated with 

wasted resources and improve patient satisfaction. 

This project, with an educational intervention, was delivered at the local library and 

rehabilitation facilities targeting the older adult population. The educational intervention outlined 

the differences between urgent, non-urgent and emergency visits as well as the differences in 

services provided by UCFs and ERs. A pre-test assessed knowledge prior to the seminar 

followed by a post-test to measure retention. A flyer was used to promote the workshop. 

Clinical Question
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Will a quality improvement project in the form of an educational intervention regarding 

differences in level of care between an Emergency Room and Urgent Care facility increase older 

adults’ knowledge and understanding of which facility is best suited for their needs? 

The specific aims of this project are: 
 

1. Increase the knowledge of the differences in ERs and UCFs of the older population of 

Walton and Okaloosa counties. 

2. Increase the older population’s understanding of how to access appropriate resources for 

health care services in their area of residence. 

3. Educate the older population on the differences between emergency, urgent and 

non- urgent visits. 

4. A demographics profile was included in the pretest to determine if there were any 

key demographics related to the use between ERs, UCFs and primary care 

facilities.  

Review of Literature 

 

There continues to be an ongoing increase in ER visits with consequences such as 

overcrowding, longer wait times and poor outcomes that are well documented in the literature 

(Durand, Gentile, Devictor, Palazzolo, Vignally, Gerbeaux, & Sambuc, 2011). Contributing 

factors include poor health literacy, convenience, increase in chronic conditions and limits in 

access to healthcare (Durand et al., 2011). Increasing visits to the ER results in longer wait times, 

increased costs and inefficient management of emergency patients by healthcare providers 

(Durand et al., 2011). 

The following literature review focuses on contributing factors to the increase ER visits. 
 

Themes that emerged in the review and synthesis of literature related to convenience and inappropriate  
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use of ER, age of users, insurance status, and health literacy. Currently, there is little reported in 

the research literature on interventions to minimize unnecessary ER visits. 

Convenience and Inappropriate Use of the ER 

 

Emergency Rooms across the world are intended to be convenient and provide medical 

care for those most in need at critical times. The purpose of ERs is to provide a multitude of 

services at all times. As visits increase, however, the convenience of the ER is self-limiting. 

Overuse of these convenient facilities leads to impaired patient flow and poor patient satisfaction 

as well as being a threat to patient safety (Durand et al., 2011). 

In a systematic review of literature on visiting the ER for non-urgent conditions 

conducted by Uscher-Pines, et al. (2013), convenience emerged as a leading cause of 

unnecessary ER visits. Patients stated going to the ER was more convenient than going to their 

primary care physician (PCP). Convenience was referred to as “the ease with which a patient 

can seek care including travel, timing and location” (Uscher-Pines et al, 2013, p. 5). Patients 

stated going to the ER was more convenient than going to their primary care physician (PCP). 

As mentioned earlier, the United States is not the only country experiencing misuse of 

the ER. A Taiwanese study situated in the ER of a tertiary care hospital in a suburb of Taichung 

City echoed the convenience theme and found that most ER visits were non-urgent (Tsai, Liang, 

& Pearson, 2010). The study found that patients were more likely to be single, government 

employed, have a history of chronic illness and visit during the day or on the weekends. The 

visits were more likely to be from patients that took less than fifteen minutes to reach the ER, 

concluding that convenience contributes to non-urgent ER visits. The researchers used a five- 

level triage system to assign acuity level. Five-level triage systems such as the Emergency 

Severity Index (ESI) used in the United States have been found to be the most reliable means of 
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assigning acuity level to patients (Travers,Waller, Bowling, Flowers, & Tintinalli, 2002). This is 

a notable factor as it makes the results of the study more relatable to domestic findings. Another 

study by Unwin et al. (2016) assessed patients’ perspectives of ER visits for non-urgent 

complaints in Tasmania and revealed that convenience was the most common reason for non- 

urgent ER visits. This study also employed a five-level triage system and found that 56.5% were 

triaged as category four and five patients or non-urgent (Unwin, Kinsman, & Rigby, 2016). The 

study further surmised that the ER was perceived as a main location for diagnostic services 

(Unwin et al., 2016). 

A qualitative study investigating the reasons parents of children less than eight years of 

age take their children to the ER found that convenience was a factor for this demographic, as 

well. Parents stated that if it took longer than two days to be seen by their PCP, they would bring 

their children to the ER instead of waiting. The parents reported going to the clinic only if the 

appointment was within hours (May et al., 2017). 

Age and Inappropriate Use of the ER 

 

Age may be a factor influencing ER usage. Some studies found that adolescents were 

contributing to overuse of the ER. In a systematic review of literature regarding non-urgent visits 

to the ER, six out of nine of the articles found that younger adults were more likely to use the ER 

for non-urgent visits (Uscher-Pines, Pines, Kellermann, Gillen, & Mehrotra, 2013). Non-urgent 

visits were described as visits for illnesses that would not result in undesirable outcomes should 

care be delayed for a matter of hours (Uscher-Pines, et al.,2013). A study that surveyed patients 

aged 12-21 and their parents or guardians discovered that out of the 203 participants, 82 

participants, or 40%, were triaged as non-urgent. Perhaps most interestingly, 189, or 93%, of the 

participants reported having primary care physicians (Weiss, D'Angelo, & Rucker, 2013). 
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A retrospective cross-sectional study categorizing ER visits for patients 65 and over 

found that 71.6% of the visits by this population resulted in discharge and 95.4% of the patients 

had a primary care physician (Latham & Ackroyd-Stolarz, 2014). The same study cited a 

national hospital ambulatory medical care survey from 2005 which claims that in the United 

States, patients 75 and older had the highest ER visit rates second only to infants younger than 

one year of age (McCaig & Burt, 2005). These results illustrate the need for an educational 

intervention regarding appropriateness of ER visits for the elderly population. 

Insurance Status and ER Usage 

 

Emergency rooms offer flexibility in payment not available at other facilities. Patients 

who are unable to pay at the time services are rendered, may be uninsured and could prefer the 

convenience of being billed at a later date, or in some cases, not being billed at all. ERs are 

required by law set by the Emergency Medical Treatment and Labor Act (EMTALA) to provide 

medical screening to every patient who enters the ER regardless of ability to pay. This law is an 

important factor in the decision-making process of ER visits for uninsured, vulnerable 

populations which could include the elderly (Trzeciak, S., & Rivers, E. P., 2003). 

In a study measuring adolescent use of the ER, participants with public insurance or no 

insurance were more likely to be classified as non-urgent compared to those with private 

insurance. “Private insurance was significantly associated with urgent triage status” (Weiss et al., 

2014, p. 416). In a study that analyzed insurance claims processed by Blue Cross Blue Shield of 

Texas from 2012 to 2015, it was found that visits to FSERs increased 236% during that time 

(Ho, Metcalfe, Dark, Vu, Weber, Shelton & Underwood, 2017). Texas was the first state to pass 

legislation in 2009 that allowed the establishment of FSERs and there are over 200 FSERs in 

Texas today. The study concludes that the overlap of services provided at both FSERs and UCFs 
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combined with the higher rates charged by FSERs suggest inappropriate use of ERs (Ho et al., 

2017). 

Health Literacy and Inappropriate Use of the ER: 

 

Most ER visits are Emergency Severity Index (ESI) triage levels four and five. A level 

four is considered less urgent such as a urinary tract infection or laceration and a level five is 

non-urgent and includes prescription refill visits and rashes. Health literacy plays an important 

role in the decision-making process preceding ER visits. A lack of health literacy on the 

appropriateness of visiting the ER leads to increased costs associated with unnecessary 

diagnostics and can adversely affect continuity of care (McCaig & Burt, 2005). 

A recent study investigated the decision-making process of parents of children eight or 

younger and why they sought care in the ER for mild acute illness, triage level five. The study 

identified that a lack of familiarity with assessing and treating as well as understanding illness 

severity were influential variables in parents deciding to bring their children to the ER. The 

study, in identifying these deficiencies, concludes that the identified factors may aid the 

development of health literacy interventions in the future, for which there is currently a shortage 

of in the literature (May, Brousseau, Nelson, Flynn, Wolf, Lepley, & Morrison, 2018). 

A systematic review of the literature on the relationship between parent health literacy 

and use of pediatric emergency services discovered that an average of 30% of parents in the ER 

displayed low health literacy (Morrison, Myrvik, Brousseau, Hoffmann, & Stanley, 2013). The 

study lists a lack of intervention studies as a limitation but found that seven out of eight low- 

literacy interventions under review indicated a correlation between the literacy interventions and 

a reduction in ER use (Morrison et al., 2013). “Three of the studies achieved a reduction in ER 

use after distributing a general pediatric health education book to nonurgent patients in the 
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pediatric ED” (Morrison et al., 2013, p. 424). This is a significant finding as it parallels the 

proposed project of providing the local older adult community with an educational intervention 

complete with literature to increase health literacy on appropriateness of ER visits. 

Knowledge Gaps 

 

It is evident in the literature that there is a lack of educational interventions for all 

populations, including the older adult population, of the appropriateness of ER visit 

in contrast to other facilities such as UCFs. Overuse of ERs is associated with higher costs, 

longer wait times, impaired continuity of care, patient dissatisfaction, and ultimately 

poor outcomes (McCaig & Burt, 2005). 
 

Locally this is a concern as it is a retirement destination for many and an FSER was 

opened as a satellite to another hospital in March 2017. Many older adult patients visit 

the FSER as the wait times are more favorable than the two larger neighboring hospitals. This 

element attracts this population to the FSER for a myriad of chief complaints ranging from 

suture removals to chest pain. They leave pleased with the efficiency of their care and call or 

come back weeks to months after their visit with bills in hand to complain about the costs; and 

therein lies the problem of health literacy regarding the appropriateness of FSER/ER visits 

among the elderly in the community. 

Theoretical Framework 

 

The Health Belief Model 

 

The study used aspects of the Health Belief Model (HBM) to help outline the factors that 

drive the decision-making process of the population under review. The HBM was originally 

developed to predict behaviors as it pertained to perceptions related to obtaining health services. 

It was developed in the 1950’s by a social scientist at the U.S. Public Health Service to 
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better understand why the public did not adopt disease prevention strategies or undergo 

screening for early detection of disease (LaMorte, 2018). The Health Belief Model consists of 

four original constructs: (1) perceived susceptibility, (2) perceived severity, (3) perceived 

benefits, (4) perceived barriers. The last 2, (5) cues to action, and (6) self-efficacy were later 

added as HBM research evolved (LaMorte, 2018). These constructs relate to inappropriate ER 

use by the older adult population in the following: 

1. Perceived susceptibility is seen in patients that do not want to risk visiting a UCF first to 

be sent to the ER and be left with both medical bills should their condition be worse than 

originally perceived. 

2. Perceived severity demonstrated by the lack of health literacy by the population under 

review as it relates to illness severity and appropriateness of ER visits. 

3. Perceived benefits correlates to the older adult’s perception that ERs should be used for 

non-urgent visits out of convenience. 

4. Perceived barriers relate to the older adult population’s misunderstanding of what 

services are provided at UCFs versus what services are provided at ERs. 

5. Cues to action are strongly influenced by the larger advertising budgets of hospitals that 

boast short wait times and superior service. 

6. Self-efficacy refers to the older adult’s confidence level in the deciding between an ER or 

UCF visit. 
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Methodology and Implementation 
 

Research Design 

 

This quality improvement evidence-based project used a descriptive design to illustrate 

knowledge gaps and influences on the decision-making practices employed by the older adult 

population when deciding if they should go to the ER or UCF. The Institution Review Board 

(IRB) determined on October 17, 2019 that the proposed project is not research involving human 

subjects and was therefore exempt from the IRB review and approval process. 

Participants were recruited by posting flyers (See Appendix 1 for the flyer) in the various 

long-term care facility and community libraries.  The participants were asked to complete pretest 

which included demographic information including age, gender and education level. The 

educational intervention was conducted by the PI. After the workshop, a post-test was completed 

to measure understanding of the differences between the varying healthcare facilities and the 

appropriate use of each. 

Tool   

The tool used was designed by the PI and her Faculty advisor Dr. Susan Porterfield. The 

pre-test included 17 questions and was divided into 2 parts. Part I included 10 Demographic 

Questions such as gender, ethnicity, age, highest level of education completed, retirement status, 

type of work prior to retirement, self-rating of current health, status of primary care provider, 

status of chronic illness and type of chronic illness. The questions were closed-ended with the 

exception of ethnicity, current health rating and chronic illness. In the event that “Other” was 

chosen for these items, an area for an open-ended response was provided on the pre-test. See 

Appendix 1 for the Pre-Test. 

Part II included questions regarded choosing between the ER or UCF. There were 7 

questions combining single selection, multiple selection and true or false. Question 1 asked the 

participant to select all the items that indicated one should go to the ER instead of UCF. The 

items to choose included signs of stroke, earache, poisoning, head trauma, skin rash, sprains 
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stomachache, chest pain and fever or flu. Question 2-4 were True/False questions regarding ER 

visits for certain conditions. Question 5 was a multiple-choice question regarding expected wait 

times for a UCF. Questions 6 and 7 compared ERs and UCFs. Question 6 asked if one is in a car 

accident should they go to the ER or UCF and question 7 asked which facility would be less 

expensive to be treated in ER or UCF. 

 The post-test included all the questions on Part II of the pre-test with the addition of 3 

questions for a total of 9 questions. The final questions were designed to measure if the 

participants felt more confident and better informed on the differences between ERs and UCFs 

and when it is appropriate to visit one over the other. The final question asked if the participant 

found the seminar useful. Both the pre-test and post-test are provided in the appendix for 

reference.  

Participants and Settings 

 

The participants of this study are older adults, living in Walton and Okaloosa counties of 

Florida. Some participants live in American House, a retirement community in Niceville, Florida 

(Okaloosa County). The other participants live in private residences but frequent the Walton 

County Branch Public Library in Santa Rosa Beach, Florida for activities geared toward their age 

group. The convenient sample includes both males and females aged 50 years and older with a 

proposed sample size of 30.  

Resources and Intervention 

 

With the help of the facility activities coordinators and librarians, participants received 

information regarding the seminars via literature in the form of posters, print flyers and 

announcements regarding upcoming activities. Printed flyers were placed in windows, bulletin 

board displays and in common areas about the seminars including content, locations, dates and 

times. See Appendix 3 for flyer. The study took place at American House in Niceville Florida 

and the Walton County Branch Public Library in Santa Rosa Beach Florida. 
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A total of 7 seminars were conducted to obtain the proposed sample size of 30. Five 

seminars were conducted at the Walton County Branch Public Library in the multipurpose room 

following the most popular senior activities of Yoga and Tai Chi. The projector, screen and 

computer were provided by the Walton County Coastal Branch Library. Two seminars were 

conducted at American House in the theatre room. Projector and screen were provided by the 

American House and two activities coordinators were instrumental in creating interest and 

distributing study materials to participants. The final sample size for both locations was 34. 

All 34 participants were provided with a clipboard containing a packet including consent, 

information about the study, pretest and posttest. Consents were signed and demographic 

information such as age, gender, education, retirement status and health status were collected 

prior to the intervention. Participants were assured that all information would be kept 

confidential throughout the study and no personal identifiers would be collected or stored. A 

pretest was completed that measured the baseline knowledge of the study participants regarding 

appropriateness of emergency room visits versus other facilities. 

The educational intervention was then implemented in the form of a 20-minute Power 

Point presentation which outlined the differences between the varying medial facilities and 

services provided by each. Common emergency and urgent medical conditions were reviewed. 

The seminar ended with discussion questions in the form of scenarios in which there was active 

participation by the study participants to reinforce the educational material. Participants then 

took a posttest to measure their knowledge following the educational intervention 
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Data Collection and Statistical Methods 

 

The data was entered into a spreadsheet for data analysis using SPSS Version 26 

(Armonk, NY: IBM Corp). Frequency and percentage statistics were used to describe the 

sample’s (n=34) characteristics and subsequent survey items that had categorical response sets. 

The survey scores were calculated using the associated scoring rubric. The survey scores were 

checked for the statistical assumption of normality using skewness and kurtosis statistics. 

When the assumption was met for both the pre-intervention and post-intervention 

observations of the survey scores, then repeated-measures t-test was used to test for significant 

change in scores across time. Means and standard deviations were reported and interpreted for 

the t-test analysis. Statistical significance was assumed at an alpha value of 0.05 and all analyses 

were performed using SPSS Version 26 (Armonk, NY: IBM Corp). 

Results 

 

Part 1 of tool included the 17 questions including demographics of the participant, self 

rating current health, whether they had a PCP, and whether they had any chronic illness, if so 

what one.  Table 1 shows the demographic of the participant and Table 2 show the medical 

information. There were more females than males represented in the sample at 81.8%. 

Caucasians represented 78.8 % of the population under review. Thirty percent were between 

the ages of 81-90 and 97% were college educated and retired. Sixty-six percent considered 

themselves to be in good health. Of those under review, 93.9% had a Primary Care Practitioner 

(PCP) and 36.4% reported having a chronic condition.  

Table 1 Demographic of Participants 

 

Gender Female (%) Male (%) Total  

 27 (82%) 6 (18%) 33  

    

Ethnicity N (%)   

Caucasian 26 (78%)   

African American 2 (6%)   

Latino/Hispanic 3(9%)   

Native American 1(3%)   

Total 33   
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Age    

40-50 2 (6%)   

51-50 4 (12%)   

61-70 9 (27%)   

71-80 7 (21%)   

81-90 10 (30%)   

91-100 1 (3%)   

    

Education    

High school 1 (3%)   

Some college 11 (33%)   

Bachelor’s 8 (24%)   

Master’s 9 (27%)   

PhD 4 (12%0   

    

Retired No Yes 1 missing 

 8 (24%) 24 (73%)  

    
 
The participants were asked to rate their overall health, whether they had a primary care provider (PCP), and if they 

had a chronic illness.   Overall the participants are older and in fairly good health.  

 
Table 2 Medical information 

Rate Health  

poor 2 (6%) 

fair 5 (15%) 

good 21 (64%) 

Excellent 5 (15%) 

  

Have a PCP Yes No 

 31 
(94%) 

2 (6%) 

   

Have a Chronic 

Illness 

Yes No 

 12 
(36%) 

21 (64%) 

 

Part II of the tool included 7 questions regarding choosing between ER or UCF usage for different 

situations. Table 3 shows the chief complaint and what the participant indicated prior to the educational 

intervention and then post intervention results. For the multiple answer question “Check all the items that 

indicate that you should go to the Emergency Room instead of Urgent Care” n=30 (90.9%) incorrectly 

chose earache on the pretest and n=32 (97%) incorrectly chose earache after the intervention. For skin 
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rash, n=32 (97%) incorrectly chose this chief complaint as an appropriate reason for an ER visit on the 

pre-test and n=33 (100%) following the intervention. Sprains were deemed as a fitting ER visit by n=31 

(93.9%) and n=33 (100%) on the post-test.  Skin rash/infection were considered ER type visits by n=29 

(87.9%) and n=33 (100%) on the post-test. Stomach-aches were reported to be ER type visit by n=31 

(93.9%) and 33 (100%) on the post-test. Fever/flu was considered an ER worthy complaint by n=30 

(90.0%) on the pre-test and n=31 (93.9%) on the post-test.  Of these results the areas that showed an 

improvement following the intervention were signs of stroke, head trauma and chest pain. 

 

Table 3: Chief Complaint’s indication using the ER instead of a UCF 

 

Chief Complaint Pre-test Post-Intervention 

Signs of Stroke  n=32 (97%) yes  n=33 (100%) yes  

Earache n=30 (90.9%) yes n=32 (97%) yes 

Poisoning n=27 (81.8%) yes  n=24 (72.7%) yes 

Head Trauma  n=27 (81.8%) yes   n=28 (84.8%) yes  

Skin Rash n=32 (97%) yes n=33 (100%) yes 

Sprains n=31 (93.9%) yes n=33 (100%) yes 

Skin Rash/Infection n=29 (87.9%) yes  n=33 (100%) yes  

Stomachache n=31 (93.9%) yes  n=33 (100%) yes 

Chest Pain n=28 (84.8%) yes n=31 (93.9%) yes 

Fever/Flu n=30 (90.0%) yes n=31 (93.9%) yes 

 

Would it be faster to be seen in the ER for the following complaints 

Sore Throat n=32 (97%) yes n= 33 (100%) yes 

Sinusitis n= 32 (97%) yes n= 33 (100%) yes 
 
 

Question 3 asked if “Going to the Emergency Room will be faster than going to the Urgent Care?”  Of the 

participants, n=27 (81.8%) indicated that going to the ER would be faster than going to the UCF on the 

pre-test and n=30 (90.9%) on the post-test.  

Question 5 asked if “On average how long do you expect to sit in an urgent care office to be seen for a 
sprain? 
 
[  ] 30 minutes,  [  ] 1 hour, [  ] 2 hours, [   ] 5 hours 
 
The majority of participants indicated that they would expect to see seen between 30 minutes to 1 hour, n 

=27 (82%) on the pretest question and posttest results indicated that 30 (91%) would expect to sit in an 
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urgent care office to be seen for a sprain 30 to 1 hours. 

Question 6 asked “If you are in a car accident should you go to the Emergency Room or Urgent care?” 

The majority of the participants n=31 (93.9%) on the pre-test felt that they should got to the ER if they 

were in a car accident. The post-test answers did not change.  

Question 7 asked “Which facility would be less expensive for you to be treated in?”  Of the participants, 

n=29 (87.9%) reported on the pre-test that they felt the ER would be less expensive to be treated in. On the 

post-test n=31 (93.9%) reported they felt that the ER would be less expensive to be treated in.  

 
Questions 8, 9 and 10 asked about confidence in choosing a facility to be treated at,  whether they felt 

better informed, and if they felt the seminar was helpful  The majority of the participants, n=29 (87.9%) 

answered “yes” indicating that they felt more confident in deciding whether to go to an ER or UCFs, n=2 

answered “no” and n=2 did not respond.   The majority of the participants, n=30 (90.9%) answered “yes” 

indicating that they felt more informed about the differences between ERs and UCFs. The majority of the 

participants, n=31 (93.9%) answered “yes” indicating that they felt the seminar was helpful.  

Statistical Analysis 

 Paired Sample Statistics was used to measure the success of the educational intervention and 

determine if there were statistically significant results from the intervention. The assumption of normality 

was met for both observations of the survey scores. The repeated-measures t-test analysis found that there 

was not a significant increase in survey scores across time, t(29) = - 1.46, p = 0.15. Means and standard 

deviations for the t-test analysis can be found in Table 4. The paired sample test in Table 5 illustrates that 

there was not a statistically significant increase in scores across time, p = 0.15 demonstrating that the 

educational intervention did not significantly increase the older adult population’s knowledge of the 

differences in services provided by ERs and UCFs.   

Table 4: Paired Samples Statistics 

Mean N Std. Deviation Std. Error Mean 

Pair 1 PreScore .9133 30 .13351 .02437 

PostScore .9489 30 .05448 .00995 
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Table 5: Paired Samples Test 

Paired Differences  
 
 
 
 
 

t 

 
 
 
 
 
 

df 

 
 
 
 

Sig. (2- 

tailed) 

 
 
 
 

Mean 

 
 

 
Std. 

Deviation 

 
 

Std. Error 

Mean 

95% Confidence 

Interval of the 

Difference 

Lower Upper 

Pair 

1 

PreScore - 

PostScore 

- 

.03556 

.13303 .02429 -.08523 .01412 -1.464 29 .154 

 
 

Discussion 

 

Health literacy as a common theme among the literature also emerged in the study results. 

Of these results the areas that showed an improvement following the intervention were signs of 

stroke, head trauma and chest pain. These findings confirm that there are still significant 

knowledge gaps in the sample population regarding what constitutes an appropriate ER chief 

complaint.  

The results also mirrored the results of a cross-sectional study that analyzed 34,454 ER 

visits for patients 65 and over that showed that 95.4% of the patients had a primary care provider 

(Latham & Ackroyd-Stolarz, 2014).  Our study showed that 94% of the participants reported 

having a PCP. This finding is indicative that this population could benefit from education on 

appropriateness of ER visits.  

The results of this research study did not reveal statistically significant increase in scores 

over time. A p-value of 0.15 is considered to lean towards significance but is still below the 

threshold. However, when the participants were asked if they felt more confident in deciding 

upon ER or UCF, 87.9 % answered yes. When asked if they felt better informed about the 

difference between an ER and UCF, 90.9 % answered yes. When asked if they found the seminar 

helpful, 93.9 % answered yes. 

This illustrates that although there were no significant increases in scores over time the 

study participants reported feeling more informed and more confident in deciding which facility 

was better suited to address specific medical needs. It remains that there is a significant lack of 
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literature and data on educational interventions as it relates to overuse of the ER and the older 

adult population. It is evident that more research is needed in this area. 

Limitations 

 

Convenience sampling and a small sample size of (n=34) challenged the generalizability 

of the study. The majority of the sample, 81.8%, was female and college educated, which 

contributed to a lack in diversity of the sample. The small sample size also increases the chances 

of a type I or type II error. Other factors influencing the generalizability of the study include that 

97% of the sample was college educated, 78.8% were Caucasian, and 63% considered 

themselves to be in good health. This sample may not have been diverse enough to represent the 

average older adult in Walton and Okaloosa counties. Future studies would be enriched by a 

larger, more diverse sample. The study failed to explore limited access to healthcare as a reason 

for overuse of the ER. Future studies may benefit from exploring local barriers to healthcare 

access as it pertains to non-emergency visits.  

Conclusion 

 

The objective of the educational intervention was to address the knowledge gaps in the 

local older adult population’s knowledge of the differences in emergency, urgent and non-urgent 

visits and educate the target population on how best to access appropriate healthcare services for 

their specific needs. Statistically, the older adult utilizes the ER more than most populations and 

as there is a shortage of ERs in the area, it is important to address this issue to minimize misuse 

and overuse of our already overcrowded ERs.  

Overcrowding and wasted resources are not the only reasons to address misuse of the ER 

by the older adult population. Research shows that the ER may not be the best place for this 

population to seek care. Emergency Rooms are fast paced environments and may not be suitable 

to treat more complex cases where there are multiple comorbities and medications to consider. 

In response to this dilemma the advent of senior emergency departments aims to provide 

geriatric specific care.  



Running head: OLDER ADULTS AND ER VISITS 22 
 

The first geriatric emergency room was started by Trinity Health Systems in 2008 at 

Holy Cross Hospital in Silver Spring, Maryland (George, 2011). They provide multidisciplinary 

care including physicians, nurses, occupational therapist and social workers. While this provides 

a solution for the misuse of the ER by the older adult population it is costly and time consuming 

to provide multiple geriatric emergency rooms, especially in rural areas such as Okaloosa and 

Walton counties of Florida. Efforts would be better served by providing education to the older 

adult population addressing the appropriateness of ER visits.  

 The study failed to show statistical significance of the benefits of the educational intervention. 

However, the data collected showed deficiencies in health literacy and illustrates the need for more 

education on appropriateness of ER visits as it pertains to the older adult population.  Additionally, when 

the participants were asked if they felt more confident in deciding upon ER or UCF, 87.9% answered yes. 

When asked if they felt better informed about the difference between an ER and UCF, 90.9 % answered 

yes. The majority of the participants, 93.9%, answered that they felt the seminar was helpful. This reflects 

an increase in confidence reported by the majority of study participants and displays qualitative merit of 

the educational intervention. 
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Appendix 1 

Pretest: Please complete PRIOR TO the Power Point presentation 

 

Information on when to use the ER vs the Urgent care 

This questionnaire is in two parts:  the demographic questions and the knowledge questions on 
when you should go to the ER versus an Urgent Care Facility. 

 

Definition of Emergency Room: The department of a hospital that provides immediate treatment 
for acute illnesses and trauma. 

Definition of Urgent Care: An urgent care center is a walk-in clinic focused on the delivery of 
medical care for minor illnesses and injuries in an ambulatory medical facility outside of a 
traditional hospital-based or freestanding emergency department. 

 

Part I Demographics Questions: 

Question 1: What is your gender? [ ] M  [ ]   F.  

 

Question 2: What is your ethnicity?   

 

[ ] Caucasian  [ ]  African American  [ ] Latino/Hispanic    [ ] Asian 

[ ] Other, please specify ______________ 

 

Question 3: What is your age? 

 

[ ] 40-50 [ ] 51-60 [ ]71-70 [ ]81-90 [ ]91-100 

 

Question 4: What is the highest level of education that you have completed? 

 

[ ] High School [ ] Vocational School [ ] Some College [ ] Bachelor degree [ ] 

Master degree [ ] PhD [ ] Other, please specify ______________ 

 

Question 5: Are you retired? 

 

[ ] yes [ ] no 

 

Question 6: What type of work do you or did do before you retired? 

 

[ ] please specify ______________ 

 

Question 7: How would you rate your current health? 
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[ ] poor[ ] fair[ ] good [ ] excellent 

[ ] Other, please specify ______________ 

 

Question 8: Do you have a primary health care provider (doctor or nurse practitioner)? 

 

[ ] yes [ ] no 

 

Question 9: Do you have a chronic illness? 

[ ] yes [ ] no 

 

Question 10: If you answered yes to the last question, what type of chronic illness do you have? 

[ ] heart disease[ ] diabetes [ ] respiratory disease (like COPD) 

[ ] other , please specify____________ 

 

Part II Question about when to go to the ER or Urgent Care 

 

1.  Check all the items that indicate that you should go to the Emergency Room instead of Urgent 
Care. 

 

[ ] signs of stroke 
[  ] earache 
[ ] poisoning 
[ ] head trauma 
[  ] skin rash 
[  ] sprains 
[  ] skin rash or infection 
[  ] stomach ache 
[  ] chest pain 
[  ]fever or flu 
 

2.  True [  ]or False [  ]  If I have a sore throat I should go to the Emergency Room because it may be strep 
throat? 
 
3.  True [  ] or False [  ] Going to the Emergency Room will be faster than going to the Urgent Care?   
 
4.  True [  ] or False [  ] I will be seen faster by going to the Emergency Room for sinusitis? 
 
5.  On average how long do you expect to sit in an urgent care office to be seen for a sprain? 
 
[  ] 30 minutes,  [  ] 1 hour, [  ] 2 hours, [   ] 5 hours 
 
6. If you are in a car accident should you go to the Emergency Room or Urgent care? 
 

[  ] Emergency Room  
[  ] Urgent Care 
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7. Which facility would be less expensive for you to be treated in? 
 

[  ] Emergency Room  [  ] Urgent Care 
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Appendix 2 

The Post-Test (post-intervention questionnaire) 

1.  Check all the items that indicate that you should go to the Emergency Room instead of Urgent 
Care. 

 
[ ] signs of stroke 
[  ] earache 
[ ] poisoning 
[ ] head trauma 
[  ] skin rash 
[  ] sprains 
[  ] skin rash or infection 
[  ] stomach ache 
[  ] chest pain 
[  ]fever or flu 
 

2.  True [  ]or False [  ]  If I have a sore throat I should go to the Emergency Room because it may be strep 
throat? 
 
3.  True [  ] or False [  ] Going to the Emergency Room will be faster than going to the Urgent Care?   
 
4.  True [  ] or False [  ] I will be seen faster by going to the Emergency Room for sinusitis? 
 
5.  On average how long do you expect to sit in an urgent care office to be seen for a sprain? 
 
[  ] 30 minutes,  [  ] 1 hour, [  ] 2 hours, [   ] 5 hours 
 
6. If you are in a car accident should you go to the Emergency Room or Urgent care? 
 

[  ] Emergency Room  
[  ] Urgent Care 

 
7. Which facility would be less expensive for you to be treated in? 
 
 [  ] Emergency Room  [  ] Urgent Care 
 
8. Do you feel more confident in deciding whether to go to an Urgent Care facility or an Emergency 
Room? 
  [  ] Yes   [  ]  No 
 
9. Do you feel better informed about the differences between an Emergency Room and Urgent Care 
facility? 
 [  ] Yes   [  ]  No 
 
10. Was this seminar helpful? 
 [  ] Yes   [  ]  No 
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Appendix 3 
 The Educational Flyer provided to study participants. 
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