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Introduction

Inappropriate use of emergency departments (ED) is generally 
defined as the use of EDs for health problems that do not 
require emergency intervention and can be safely treated in 
another unit of a healthcare institution. While inappropriate use 
has been a significant problem for EDs for more than 50 years, 
standard criteria for assessing eligibility for ED visits have yet to 

be developed. Criteria used by researchers vary, which leads to 
differences in the study results (1). A systematic review by Uscher-
Pines et al. (2) found that the prevalence of inappropriate ED 
visits worldwide ranged from 8% to 62%.

Inappropriate use of EDs leads to delays in providing treatment, 
longer waiting times, difficulties in identifying patients, and 
increased health expenses (3). Increased workload, the inability to 
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use emergency resources for emergency patients, and a negative 
psychological effect on health professionals are other problems 
arising from inappropriate ED use (4,5). In addition, patients 
who use EDs instead of primary healthcare services to monitor 
chronic diseases cannot receive the health education necessary 
to keep their chronic conditions under control, leading to 
recurrent exacerbations of symptoms and an increase in health 
expenses (6). 

Globally, EDs are categorized into levels based on the services 
they offer. Factors affecting the tendency to visit EDs for non-
emergency health problems and how they differ across various 
levels of EDs are unclear. However, various studies have 
identified several factors influencing the inappropriate use of 
EDs. These include the perceived need for immediate care for 
emergent health issues; the belief that specialized diagnostic 
and treatment methods are necessary; recommendations to use 
EDs made by healthcare professionals or the patients’ relatives; 
the convenience of easy access; challenges in accessing primary 
healthcare services; the desire to avoid lengthy waits for care; 
the absence of health insurance; and the lack of alternative 
healthcare service options (1,7-10).

A review of the relevant literature indicates that, unlike the 
current study, previous research exploring the reasons for 
inappropriate ED use typically focused on a single level and one 
ED only.

This study investigated the reasons for inappropriate ED visits 
and analyze how these vary with seasonal changes and across 
different ED levels.

Materials and Methods 

Study Design and Setting

This descriptive study was conducted at three different levels of 
EDs located in a province in the Black Sea Region of Turkey. The 
data collection periods were March 16-22, 2018, and July 22-28, 
2018. In Turkey. EDs are stratified into three distinct levels based 
on specific criteria:

Level 1: General practitioners manage the front line, with on-call 
specialist overseeing processes. Patients whose conditions have 
stabilized but remain critical are referred to higher-level EDs for 
further treatment.

Level 2: General practitioners and emergency medicine 
specialists provide care, with oversight from at least one internal 
medicine specialist and one surgical specialist.

Level 3: Care is primarily provided by specialists in emergency 
medicine. In addition, comprehensive round-the-clock 

healthcare services are maintained by specialist physicians in 
internal medicine, surgery, and women’s and children’s health.

The Level 1 ED where the study was conducted is located in a 
district state hospital with 14 beds, averaging 350 visits per day. 
The Level 2 ED, situated in a state hospital in the city center, has 
25 beds and accommodates approximately 500 daily patients. 
The Level 3 ED is part of a university hospital with 38 beds and 
handles approximately 300 visits daily.

Selection of Participants

The study inclusion criteria included patients aged 18 years 
or older whose ED visits were considered inappropriate and 
who voluntarily participated in the study. Exclusion criteria 
encompassed any physical or mental conditions that could 
impede understanding of the study details, providing consent, 
or participating in the interview, as well as being under the 
influence of substances like alcohol or drugs that could impair 
cognitive functions.

Inappropriate Use of EDs 

Criteria for inappropriate ED visits include: patients with Level 
5 or Level 4 on the emergency severity index (ESI); those who, 
according to a physician’s assessment, can wait at least 24 h for 
medical care and treatment; and patients not referred by another 
health service unit. In addition, visits are considered inappropriate 
if the patient’s main complaint could be managed in outpatient 
clinics or by family physicians and if no surgical procedures are 
necessary, such as wound suturing. In Turkey because there are 
no alternative healthcare departments for procedures requiring 
suturing, casting, or splinting besides hospital EDs, visits for 
these services are not deemed inappropriate.

Data Collection Tools 

The data were collected using a 30 question, four-
part questionnaire designed to identify the reasons for 
inappropriate use of EDs. This questionnaire was designed 
on the basis of a review of existing literature and the clinical 
experiences of the researchers (1,11). The first section gathers 
sociodemographic information. The second section asked 
about the reasons for choosing to visit an ED. The third section 
collected opinions on EDs and the fourth assessed patients’ 
perceptions of medical emergencies. Before launching the 
study, the clarity and appropriateness of the questionnaire 
were validated by five emergency physicians and five ED 
nurses. Additionally, a pilot study with 20 patients was 
conducted to test the questionnaire and make necessary 
adjustments. These pilot study participants were excluded 
from the main study sample.
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Data Collection

ESI, a five-level ED triage algorithm developed in the USA in 
1999, was used to assess the appropriateness of ED visits in terms 
of emergency need. This system categorizes patients on the basis 
of their primary complaints and resource needs. Before data 
collection, physicians working in the EDs where the study was 
conducted were trained on ESI and the criteria for inappropriate 
ED use. The trained physicians then determined the eligibility of 
the patients for the study. The questionnaire was administered 
face-to-face after the eligible patients had received treatment 
and care. This ensured that the responses accurately reflected 
the participants’ experiences and perceptions.

Statistical Analysis

Data were analyzed using Statistical Package for the Social Sciences 
21.0. Descriptive data are given in numbers and percentages. 
Qualitative data were evaluated using the chi-square test. The 
statistical significance level was set as <0.05.

Results

During the study period, a total of 13,221 ED visits were evaluated, 
of which 75.6% (n=10,001) were deemed inappropriate. Of those 
identified as inappropriate users, 54.3% consented to participate 
in the study. The participants’ average age was 40.2 years 
(Standard deviation=16.4), ranging from 18 to 91 years, and 
54.0% were female (Table 1). 

In March and July, most inappropriate users across all three ED 
levels were women (p<0.05). In the Level 1 and Level 2 EDs, the 
most inappropriate users-63.7% and 42.9%, respectively-had 
received primary education or less. Conversely, in Level 3 ED, 
44.6% of inappropriate users were university graduates or held 
higher academic degrees (p<0.005). Additionally, the proportion 
of married patients and those aged over 40 years in Level 1 
ED were significantly higher at 77.7% and 59.0%, respectively, 
compared with the other levels (p<0.005). Furthermore, Level 2 
ED had a higher percentage (34.8%) of inappropriate users with 
chronic diseases compared with the other levels (p<0.005).

The primary reasons for inappropriate usage varied significantly 
across the ED levels, as shown in Table 2. For Level 1, the most 
common reason was easy access to ED (806 cases, 61.2%); for 
Level 2, the predominant reason was that ED are the only health 
services available after working hours (1,207 cases, 43.0%); and 
for Level 3, the leading cause was patients’ belief that their health 
condition necessitated intravenous serum or intramuscular 
injection treatments (761 cases, 58.2%). With the exception of 
seeking shelter, these differences in the reasons for inappropriate 
visits across ED levels were statistically significant (p<0.05).

In analyzing the seasonal variations in reasons for inappropriate 
ED visits, the most frequent justification in both March (47.5%) 
and July (52.5%) was the accessibility of ED locations. The second 
most common reason in March (39.3%) involved patients’ 

Table 1. Sociodemographic characteristics of participants with ED level

Level 1 Level 2 Level 3 X2

n % n % n % p value

Age (n=5.430) 

<40 539 41.0 1.541 54.9 927 70.9 238.866
0.000>40 777 59.0 1.266 45.1 380 29.1

Sex (n=5.430)

Female 699 53.1 1.562 55.6 670 51.3 7.420
0.024Male 617 46.9 1.245 44.4 637 48.7

Education status (n=4.908)

Primary school and lower 678 63.7 1.138 42.9 354 29.7
388.717
0.000High school 240 22.6 856 32.3 307 25.7

University graduate or higher 146 13.7 657 24.8 532 44.6

Chronic disease (n=5.430)

Yes 417 31.7 978 34.8 263 20.1 92.175
0.000No 899 68.3 1829 65.2 1044 79.9

Marital status (n=4.570)

Married 892 77.7 1535 68.9 627 52.5 176.788

Single 256 22.3 692 31.1 568 47.5 0.000

ED: Emergency department
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beliefs that their health issues required 
intravenous serum or intramuscular 
injection treatments, whereas in July 
(47.0%), the predominant reason was that 
EDs were the only available health services 
after working hours. The third most cited 
reason for visits during both March (32.1%) 
and July (33.4%) was the perceived need for 
urgent intervention.

Among the participants, 36.3% reported that 
receiving treatment and care from EDs made 
them feel valued (Table 3). Participants 
with primary and high school education 
reported a higher sense of feeling valued 
when admitted to the ED (38%) than those 
with undergraduate and higher education 
(31.8%), with a statistically significant 
difference (p<0.0005). Additionally, 15.7% 
of participants noted that visiting the ED 
drew the attention of their relatives. This 
perception was more common among 
those over 40 years of age (17.6%), married 
(17.1%), and patients without undergraduate 
education (16.0%) (p<0.05) (Table 3). No 
significant correlations were observed 
between other descriptive characteristics 
and opinions (p>0.05).

The study also assessed participants’ 
perceptions of the purpose of emergency 
services. Among inappropriate users, 
68.1% believed that EDs were intended for 
“health problems that require immediate 
intervention”, while 26.0% thought EDs 
serve “all kinds of health problems, 
regardless of urgency”. Additionally, 2.6% 
of the participants (n=143) indicated that 
ED offer services for a general examination 
from head to toe.

Among the participants, 57.8% described 
their health issues as “urgent” and 14.7% as 
an “emergency”, while 27.5% labeled them 
as “non-urgent”. Significant differences were 
observed in the participants’ perceptions 
of urgency across study periods and levels 
of EDs (p<0.05) (Table 4). Additionally, the 
perception of health problems as urgent 
or emergency was more prevalent among 
females (74.2%) than among males (68.2%) Ta
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(p<0.0005), among those with a chronic disease (73.9%) than 
among those without (70.4%) (p=0.029), and among individuals 
without undergraduate education (73.6%) than among those 
with a graduate degree (68.6%) (p<0.0005).

The average waiting time expected by inappropriate users to be 
examined and receive care in the ED was 27.4±34.0 min (min. 0 
min, max. 360 min). Among the participants, 60.8% reported that 
they were willing to wait for a maximum of one hour.

Discussion

Main Findings

In our study, the incidence of inappropriate use was 75.6%. The 
distribution of these inappropriate visits varied according to 
season and ED level, as detailed in the study by Gunduz et al. 
(12), and the reasons for such usage were further explored in 
our study. The study identified significant differences between 
the ED levels regarding the reasons for inappropriate use. The 
most prevalent reason for inappropriate use at Level 1 ED was 
“easy access”; at Level 2, it was “the absence of other health 
services providers after working hours”; and at Level 3, the 
predominant reason was “patients’ belief that their health issue 
required intravenous serum/ intramuscular injection treatment”. 
Seasonal analysis revealed that “easy access” remained the most 
common reason for inappropriate use across both study periods. 

Furthermore, approximately one-third of the participants 
reported feeling valued upon admission to the ED, while roughly 
one-fourth of the inappropriate users believed that EDs should 
address all types of health problems, regardless of their urgency.

In the Level 3 ED, most inappropriate visits were primarily for 
serum or injection therapy. In a related study by Tatli et al. 
(13) conducted at the same center, it was found that 82.3% of 
ED visits, including patients and their relatives, sought serum/
injection treatment; however, the study did not address the 
appropriateness of these visits. Similarly, Gentile et al. (14) 
reported that 37.6% of inappropriate ED visits were for obtaining 
medication. Amiel et al. (9) noted that this motive accounted 
for 69% of the visits. These findings align with the results of the 
current study.

The primary reason for inappropriate use at Level 2 ED was the 
absence of alternative health service providers after working 
hours, a factor also identified in other studies conducted in 
Turkey (7,15). The Level 1 ED, where the study was conducted, is 
situated in a rural area characterized by widespread agricultural 
activities. In contrast, the Level 3 ED is located within a 
university hospital and primarily serves a student population. 
Given its location in the city center, Level 2 ED primarily serves 
a population of working individuals. Therefore, it is likely 
that the proportion of individuals required to work during 
traditional working hours is higher in the community served 
by the Level 2 ED than in those served by Level 1 and Level 3 
EDs. This demographic feature of the served community may 
explain the observed differences in ED usage patterns across 
the levels.

Various countries have implemented policies to extend 
primary healthcare services beyond traditional hours to reduce 
inappropriate ED visits resulting from the unavailability of these 
services outside regular working hours. Buckley et al. (17) showed 
that this method reduced visits with low urgency by 7.04%, and 
Daniel (16) reported that it reduced non-urgent visits by 0.03%. 

Table 3. Opinions of inappropriate users about the social 
benefits of choosing EDs (n=5.430)*

Benefits n %

Makes me feel valuable 1970 36.3

Helps me gain the attention of my relatives  854 15.7

Makes it easier for me to express my problems  331  6.1

Helps me get the attention of the ED team  320  5.9

Allows me to enter a different social environment  199  3.7

Allows me to establish social communication  209  3.8

*The n number was increased because multiple options were checked. 
ED: Emergency department

Table 4. Participant opinions on perceived urgency levels of health issues according to different periods and levels of ED 

Level 1 n (%) Level 2 n (%) Level 3 n (%) Total

March
(n=518)

July
(n=785)

March
(n=977)

July
(n=1791)

March
(n=641)

July
(n=639)

n=5.351

Emergency 34 (6.6) 126 (16.1) 162 (16.6) 240 (13.4) 133 (20.7) 93 (14.6) 788 (14.7)

Urgent 368 (71.0) 422 (53.8) 469 (48.0) 1132 (63.2) 331 (51.6) 369 (57.7) 3091 (57.8)

Non-urgent 116 (22.4) 237 (30.2) 346 (35.4) 419 (23.4) 177 (27.6) 177 (27.7) 1472 (27.5)

p value <0.0005 <0.0005 0.01

Bonferroni correction was applied for pairwise comparisons (p=0.016). Statistical differences in perceived urgency between March and July were as follows: in Level 1, all binary 
comparisons; Level 2, “emergency and urgent” and “non-urgent and urgent”; in Level 3, urgent and emergency.
ED: Emergency department
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However, Nagree et al. (18) found that this method did not 
affect the rate of non-urgent visits. In Turkey, some centers offer 
outpatient services outside regular working hours during certain 
periods. However, no research has demonstrated the impact of 
this practice on ED visits in Turkey.

Easy access was identified as the most common reason for 
inappropriate use at Level 1 ED. This trend is associated with the 
ED’s central location in an area characterized by rough terrain. 
Additionally, when analyzing the reasons for inappropriate use 
by season, it was found that easy access remained the most 
common reason in both study periods, March and July. Another 
study conducted in Turkey found that 12.8% of inappropriate 
ED visits were attributed to the facility’s proximity to patients 
(15). In contrast, a study by Amiel et al. (9) in England reported 
a much higher rate of 46% for similar reasons. Meanwhile, an 
additional study in the UK identified a considerably lower rate 
of 6.5% for visits influenced by the ED’s vicinity (10). In Belgium, 
the rate of inappropriate ED visits attributed to the proximity 
of the facilities was 21.3%, whereas in Malaysia, it was slightly 
higher at 27% (19, 20). Therefore, when assessing inappropriate 
visits related to the closeness of EDs, it is crucial to compare the 
distances between EDs and alternative healthcare units.

Approximately one-quarter of the participants visited the ED 
because diagnostic and treatment procedures were performed 
quickly (28%), and there was no need to wait in line for 
examination (24%). In an international study covering 34 
countries, while the rate of ED visits due to short waiting times 
was below 5% in most countries, it was determined to be 20% in 
Turkey (21). These results indicate that the rate of inappropriate 
visits due to short waiting times in Turkey is higher than the 
global average.

Conditions affecting ED visits are explained by the conceptual 
model developed by Andersen and Newman. According to the 
model, the main factors affecting ED visits are demographic 
characteristics, the health system, and factors related to the 
health problem (22). In our study, apart from the factors 
mentioned in the model, it was determined that receiving 
treatment and care from the ED affected ED visits by leading 
to individual perceptions such as feeling valuable (36.3%) and 
gaining the attention of relatives (15.7%).

It was determined that 57.8% of the participants evaluated their 
health problem as “urgent” and 14.7% as “emergency”. Similar 
to our study, Ahmed et al. (23) found that 54% of inappropriate 
users defined their health problem as “emergency” and 37% of 
the participants perceived as “urgent”. In the study by Nelson (8), 
none of the inappropriate users defined their health problem as 
“emergency”, but 48% defined it as “urgent”.

Our study determined that approximately one-third of the 
participants (32.9%) visited the ED because they believed 
that urgent intervention was necessary for their complaint. 
The rate of inappropriate visits due to perceived urgency was 
14.5% in another study conducted in Turkey (7). This rate 
was 85% in the study by Selasawati et al. (20) and was similar 
to our findings at 33.2% in the study by Detollenaere et al. 
(19). Variations in these research results may be associated 
with differences in the public’s level of knowledge about 
emergency health issues.

Study Limitations

Some participants left the interview before completing the form, 
resulting in incomplete demographic data for certain patients.

Conclusion

Inappropriate attendance constitutes a significant portion of 
ED usage. The predominant reasons for such misuse varied by 
level: “easier access” at Level 1, “lack of other healthcare services 
outside normal working hours” at Level 2, and “perceived 
need for serum/injection treatment” at Level 3. Additionally, 
patients often prefer EDs for non-emergency health issues 
because the care received makes them feel valued. Seasonal 
analysis also revealed that “easy access” was consistently the 
most common reason for inappropriate use across both study 
periods. The insights from this study elucidate the motivations 
driving individuals to use EDs for non-emergency situations 
and could inform strategies aimed at reducing inappropriate 
ED use.
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