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A team convened by the Greater Detroit Area Health Council (GDAHC), an AF4Q Alliance, was able to devise a 
plan and conduct a pilot demonstrating substantially decreased emergency department (ED) use for primary 
care treatable conditions—all by using inexpensive, “low-tech” methods.
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Simple Tools Reduce Emergency Department Use



The University’s goal, however, was 90 percent member participation. As an incentive to members, the University 
doubled the cost of health insurance for those employees or dependents not wanting to take the appraisal. Also, the 
University changed a benefit design with a $25 emergency department (ED) copay to one with a $100 ED copay and 
$10 primary care physician copay. Finally, it joined with SEHC in its work with health care systems to form ACOs.

Thanks to these effective collaborations, Maine experienced the second-largest improvement in health care quality in 
the United States in 2010, 
according to Agency for 
Healthcare Research and 
Quality state snapshots.

Researchers at the 
University of Southern 
Maine, through a study 
funded by the Robert 
Wood Johnson Founda-
tion, found that collect-
ing information for these 
quality reports made a 
dramatic impact on most 
participating practices by 
spurring them to improve 
their chronic and preven-
tive care, participate in 
quality improvement 
initiatives, use quality 
benchmarks and 
outcomes to motivate 

When several major hospitals fell off the preferred tier, 
they tried to convince SEHC to change its ratings 
process. But SEHC believed in the quality ratings and 
held firm. But in 2010, when a major hospital fell off the 
preferred list thanks to low ratings on patient experi-
ence, the hospital approached SEHC to consider a new 
way. As a result, SEHC and the health system now are 
meeting monthly to work together to redesign the way 
health care is delivered by forming an accountable care 
organization (ACO) based in primary care. MHMC is 
facilitating the process. 

The University of Maine system also adopted the state’s 
tiering structure. In addition, it began to focus to well-
ness as a driver. While it had an active wellness program, 
only about 25 percent of members were participating in 
a health risk appraisal. 

                                                               
         GDAHC’s purchaser members had identified ED use as a top priority in reducing 

costs and improving access to care. In response, the team established a goal of 
reducing ED use for primary care physician (PCP) treatable conditions. To 
accomplish this, the group worked with PCPs to demonstrate actions they could 
take to achieve this goal. 

Working hand in hand with Blue Care Network of Michigan (BCN), a nonprofit, 
statewide health maintenance organization, and Oakland Southfield Physicians 
(OSP), an independent practice association of approximately 300 family and 
general practitioners, pediatricians, and internal medicine physicians, the team 
developed and implemented a pilot program to test interventions and tools 

for use in PCP practices. 

They collected metrics on ED use both before and after the launch of the pilot to assess whether these interventions made an 
impact on ED use for conditions that could be treated by PCPs instead. The interventions used in the pilot were straightforward 
and already in use in many practices.

 •Use telephone triage and recorded messages to direct patients to the appropriate care provider.
 •Establish a strategy for what patients should do when confronted with an acute, but minor, illness or injury  and their  
                   PCP is not available, and  communicate that strategy to patients.
 •Ensure office scheduling allows same-day appointments, including evenings and weekends.

The pilot ran during a four-month period in 2010 and included six practice sites with 17 PCPs and hundreds of continuously 
enrolled health plan members with the same copay. It produced clear results. Chosen pilot sites had three years of increasing ED 
visits for PCP-treatable conditions (a worsening trend) before the interventions were implemented and demonstrated substan-
tial improvement, with pilot sites performing better than control sites, which had a three-year trend of decreasing use 
(improving trend) before 2010.

“This outcome shows that just 
having the right tools is necessary, 
but not sufficient,” said Lisa Mason, 
director of cost quality for GDAHC. 
“There must be motivation to use 
them effectively.”

GDAHC asserts that the pilot’s 
success was attributable to both the 
practice interventions and tools, 
but also to OSP’s direct supportive 
efforts with each practice site. All 
sites involved in the pilot believed 
these tools made ED visits for 
PCP-treatable conditions less likely. 
Additionally, most believed a 
follow-up letter or call after an ED 
visit would help reduce future use.
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Lessons Learned
• Develop relationship-based interactions with PCP offices.

• Help PCP offices figure out how to answer the question, “How 
accessible are we to our patients?”

• Provide templates for office protocols and insight on how to use them.

• Commit to measuring and interacting with  offices with high rates of 
ED visits for PCP treatable conditions.

• Establish frequent and repetitive contact with each spotlighted 
practice site.


