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Abstract 
Background: The centers of disease control and prevention define a non- 
urgent Emergency Department (NU-ED) visit as a medical condition requir-
ing treatment within more than 24 hours. These visits constitute one of the 
main reasons for emergency department (ED) overcrowding, which greatly 
affects healthcare workers’ wellbeing, health costs, patients’ satisfaction and 
treatment outcomes. Currently, there is no solid definition of non-urgent 
emergency visits, which is the first step towards dealing and potentially solv-
ing this issue. Having that, the aim of the current study is to define and vali-
date the criteria for NU-ED visits in Israel. Methods: This qualitative study 
included twelve senior physicians and nurses working in Emergency Depart-
ment and/or Health Maintenance Organizations (HMOs) across Israel. The 
study was performed using in-depth, semi-structured, open-ended interviews. 
Qualitative data analysis was performed by conventional content analysis. 
Results: The urgency of medical visits was defined based on these two ques-
tions: 1) Does the medical condition require an immediate treatment? 2) Is 
the emergency department the only place that can provide the required 
treatment at a certain timepoint? We found that non-urgent visits mostly oc-
cur during the nights and weekends, when medical treatments are not avail-
able in the HMOs. Visitors for non-urgent cases mostly complained about 
minor injuries or chronic conditions, fever, abdominal or chest pain. Most 
visits occurred based on referral from the family physician or the nurse from 
the call center. Participants reported a lack of awareness and knowledge about 
the roles of the EDs and the available options in the HMOs, which seem una-
ble to provide patients with appropriate treatments. The usage of triage scales 
seems to ensure that patients are being treated based on the clinical urgency 
of their condition. Medical cases that score above 3 can be defined as non- 
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urgent visits. Therefore, implementation of these scales in the community 
and their use in decision making of referrals to emergency department might 
greatly reduce non-urgent visits. Conclusions: Participants defined urgent 
ED visits as medical situations that need to be treated immediately, while 
there are no available treatment options in the HMOs. Participants identified 
many reasons behind NU referrals to the ED, mainly, low awareness about 
the role of ED, low availability of certain tests in the HMOs, and inability to 
provide adequate treatment in the community. 
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1. Background 

The primary healthcare setting in Israel is constituted of four non-profit health 
funds, or Health Maintenance Organizations (HMOs): Clalit, Maccabi, Meuhe-
det and Leumit. The main goal of these HMOs is to provide curative treatments 
for the Israeli citizens to ensure their health and well-being [1]. In urgent condi-
tions and cases when primary care is unable to provide the patient with appro-
priate treatment, the family physician can refer the patient to one of the emer-
gency departments (EDs) [2]. In addition, Israel has a National Health Insurance 
Law, which allows each citizen to visit the ED of hospitals by themselves, based 
on one’s own decision. A visit to the ED without consultation with a physician 
or nurse results in a payment of 1049 NIS (approximately $300). In some cases, 
determined by the Ministry of Health or the HMO, the patient is eligible for par-
tial or full reimbursement by the healthcare provider (i.e., the HMO). 

In Israel, EDs are the connection between primary care and hospitals. In 2020, 
there were about 2.6 million visits to the ED; 2.2 million did not concern preg-
nant women. About 27% of these visits had ended with hospitalization [3]. In 
2019, the average waiting time in the ED was 3.9 hours and the average occu-
pancy rate was 80%. Understaffed emergency departments, high workload, bur-
nout levels, and population ageing are additional factors leading to more com-
plex medical conditions, resulting in ED overcrowding, thus making it difficult 
for medical staff to provide adequate treatment [4] [5]. 

One of the main causes for ED overcrowding is non-urgent (NU) or inappro-
priate visits [6]. “Non-urgent Emergency Department” (NU-ED) visits have 
many definitions. Uscher-Pines et al. (2013) used the following definition: “visits 
for conditions for which a delay of several hours would not increase the likelih-
ood of an adverse outcome” [7]. Similar definition was used in other work: “vis-
its that can be treated in the community care in case they are available there” [8]. 
NU-ED visitors are defined as those who attend the ED due to a prolonged 
medical condition [9] or in cases which can be treated in the community setting 
[10]. NU-ED visitors are also those whose medical conditions do not require 

https://doi.org/10.4236/ojem.2023.111001


R. Leshinski et al. 
 

 

DOI: 10.4236/ojem.2023.111001 3 Open Journal of Emergency Medicine 
 

hospitalization [11]. 
Non-urgent visits to the ED constitute a global phenomenon which is a direct 

cause for ED overcrowding. It is well known that ED overcrowding has great im-
plications on health workers’ well-being, quality of care, patients’ satisfaction and 
the efficacy and economics of heath care system [6] [12]. In many countries, over-
crowding management programs are installed to reduce the number of NU-ED vis-
its. Defining these NU visits is the first step in many of these programs [13] [14]. 
Considering the above, the main goal of this qualitative research is to develop and 
validate an algorithm for defining urgent and non-urgent visits to the ED in Israel. 

2. Methods 
2.1. Study Design and Population 

The present study is a qualitative study that was conducted via semi-structured, 
open-ended interviews. The interviews collected the experience of physicians 
and nurses working in ED and/or primary care senior physicians from different 
hospitals or HMOs in Israel. The study aims to formulate and validate criteria 
for unjustified referrals to the ED in Israel. Based on these criteria, it will be 
possible to classify the referrals to the ED as urgent or non-urgent visits. 

Emphasis was placed on the creation of a heterogeneous research population, 
with the purpose of finding the largest number of possible reasons for non-urgent 
visits to ED. Participants’ number was determined based on the saturation idea 
[6]. Referral to the participants was done using emails, intended to these specific 
specialists. Senior physicians working in emergency medicine, internal medicine 
or pediatrics, and those working in the HMOs across Israel (family physician, 
pediatrician or intern) for more than 3 years were included in the study. In addi-
tion, senior physicians and nurses with more than 3 years experience in ED and 
who were employed as a manager or director for at least one year, were also in-
cluded. Physicians and nurses who did not wish to participate in the study and 
those who have not worked in the ED or HMOs in the last 6 months, were ex-
cluded from the study. 

2.2. Sampling Method and Data Collection 

A qualitative study does not require a sample size calculation, but the idea is to 
reach saturation of the categories. The sample size was determined by theoret-
ical and practical thematic saturation of the data [6]. Qualitative data collec-
tion took about 3 months. Following the approval of the health facilities in 
which subjects worked, participants were recruited through professional email 
listservs with information regarding the study goals. Subjects were invited to 
participate in 1 h semi-structured in-depth interviews including general and 
specific questions regarding the progress of non-urgent visits to ED. The par-
ticipation in this study was done voluntarily. After 12 interviews, we achieved 
thematic saturation and a balanced sample based on practice settings. Purpo-
sive sampling was done—four senior doctors, four nursing managers in medi-
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cal centers across the country and four doctors with managerial rank were se-
lected—a total of 12 participants [6]. 

We developed and used a semi-structured interview guide consisting of open- 
ended questions organized in a progressive sequence to ensure topics were ad-
dressed systematically across participants. The research team developed ques-
tions based on our literature review on the topic and clinical experiences. Face- 
to-face and online interviews (using Zoom) were conducted individually with 
each participant. Place and time of the interviews were determined according to 
the convenience of the interviewees. Every interview lasted about one hour and 
was recorded following signing up informed consent. When necessary, another 
completion interview was arranged. Afterwards, these interviews were tran-
scribed and analyzed to determine possible reasons for NU visits to ED. A list of 
possible criteria for NU-ED visits was constructed based on the words of the in-
terviewees and while obtaining agreement between the interviewees. 

In addition, during the interviews, theoretically representative clinical cases 
were presented with possible reasons for referrals to the ED. The cases were pre-
sented while classifying requests to the ED as justified and unjustified by the inter-
viewees. In order to determine the urgency of contacting the ED, reference was 
made to laboratory tests, imaging tests, medical operations, treatments and diag-
noses, which were conducted as part of the visit and documented in the discharge 
sheet from the ED. According to the criteria defined, it is possible to classify the 
referrals to the ED into urgent and non-urgent visits and characterize them at the 
population level. The following conditions were classified as urgent or non-urgent: 
MRI (magnetic resonance imaging), CT (computerized tomography) scan, CT an-
giography examination, doppler, electrocardiogram and echocardiogram, cardiac 
troponin, D-dimer test, ammonium laboratory tests, cut sewing, casting a limb af-
ter a fracture, administrating fluid infusions, diagnosis of a “femoral neck frac-
ture”, removal of an ingrown toenail, tendon suture, enema, gastroscopy, bron-
choscopy, chest or abdominal pain and treatment given under sedation. 

2.3. Data Analysis 

Qualitative data analysis was performed by a conventional content analysis [15] 
[16]. Briefly, participants’ answers were categorized into several categories and 
sub-categories, based on their content. According to this method, the content 
categories were extracted directly from the interview data. A list of the reasons 
for NU visits to ED, according to the interviewees, was compiled. This list was 
organized according to categories and subcategories, uniting similar categories 
on one hand, and splitting categories into several subcategories, on the other 
hand, as needed. This process led to the development of an algorithm for defin-
ing urgent and NU visits to the ED. 

3. Results 

Twelve physicians and nurses participated in this study. Among the participants, 
three were females and nine were males. All females are nurses, and all males are 
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physicians. Most of the participants were born in Israel and studied in other 
countries. Seniority ranged between 11 and 35 years. Most of the participants 
were specialized in emergency medicine (Table 1). 

3.1. Definition of NU-ED Visits from Nurses’ and Physicians’  
Perspective 

3.1.1. Definition of NU Visits to the ED 
At the beginning of the interview, the participants were asked to define NU-ED 
visits. For some of them, there was a certain difficulty in defining the phenome-
non, probably because of the issue of defining what is “urgent”. This can be un-
derstood from Z.’s words: “...This is a really very complex issue, very difficult to 
say...” There is a difficulty in determining the urgency of a referral before per-
forming the tests, as can be seen in H.’s words: “...you treat people who should 
not necessarily have come to the emergency room and they want to go home 
quickly, and we want to help everyone. It is not possible to know at that moment 
who is justified and who is not until a medical team examines the patient. That is 
why it is not possible to know in advance...” Y. said that “all visits are urgent, but 
some of them can be treated in the community”. Most of the participants stated 
that the urgency level should be defined based on the triage scale (1 - 5). Thus, 
inquiries that rated on the triage scale 3, 4 or 5 (mainly 4 or 5) are usually not 
justified and in most cases can be treated outside the ED. Another definition was 
based on the urgency of the treatment, whether it can tolerate a delay and be 
given in a few hours or a few days. In addition, participants stated that NU-ED 
visits include cases where the patient is not hospitalized and do not need tests 
such as CT, ultrasound, MRI, treatment under sedation, special laboratory tests 
that do not exist in HMOs, and advanced treatments that must be performed in 
a hospital and are not available in the community. 

3.1.2. Effect of NU-ED Visits on ED Overcrowding 
Participants were asked to describe how the phenomenon of NU referrals mani-
fests in ED and how it affects the load levels. All participants reported expe-
riencing high burden and workload every day in their workplaces. In addition, it 
is evident that participants are aware of the impact of unjustified referrals on this 
burden. However, many of them thought that these NU visits were intentional. 
They described a phenomenon in which family physicians are often referring 
patients to the ED, in cases when the availability of a specific test in the HMOs is 
much lower than in the ED. For example, participant A. stated that in his area of 
work, emergency medical services in HMOs are not available and therefore there 
are many NU-ED visits: “…in Israel we do not have enough community services 
to respond to all patients at all hours of the day...”. 

3.2. Manifestation of NU-ED Visits Phenomenon 
3.2.1. Patterns of NU-ED Visits 
According to the participants, most NU-ED visits occurred outside the working  
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Table 1. Socio-demographic and professional characteristics of study participants. 
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hours of HMOs, during nights and weekends. G. stated “...the phenomenon ma-
nifests itself at selected times of the day, for example when medical centers near 
to my hospital are closed (11:00-00:00)...”. 

In addition, many patients were referred by their family physicians to ED for 
further investigations or to carry out certain tests or to receive an answer from a 
more specialized expert in the ED, when in fact the answer can also be given 
within HMOs. G. stated “...many inquiries are in need of a completion of the 
medical investigation that started in the community and can certainly continue 
in the community as well, but for some reasons they are referred to the hospital. 
Some inquiries might require medical advice only by a professional doctor such 
as an ophthalmologist, neurologist, urologist (testicles) solely due to a lack of 
service in the community. Moreover, there is a lack of communication between 
doctors in the community and doctors in ED, and there are no doctors specia-
lized in emergency medicine who are present in medical centers and can provide 
an answer...” Moreover, D. stated “...we see a lot of shortage of appointments for 
imaging, as well as minor medical cases with unclear referral reasons to ED. 
Around 15% of referrals are unnecessary...”. 

3.2.2. Numbers of NU-ED Visits 
The participants were asked to roughly estimate the percentage of NU-ED visits. 
It is important to note that at this stage, most of them mentioned referrals given 
by a qualified person such as a family doctor, a professional doctor or a nurse. A 
large variation was found in the estimation of NU-ED visits: between 10% - 80% 
(depending on the time of day and day of the week). This wide range is ex-
plained by the type of ED (adults vs. pediatric, lying vs. mobile etc.) and its geo-
graphical location. This can be understood from H. who stated that there is a 
difference between mobile and lying ED: “...This is an answer that depends on 
the wing I am working in. We have a walking wing and a lying wing. There are 
patients who come to the ED lying down; at least 1 - 2 patients could be treated 
in ambulatory setting. These are patients who are less mobile and may need 
more medical help. At the community, about 70% of arriving patients could be 
treated within the HMOs…”. 

3.3. Main Reasons for NU-ED Visits 

Several questions dealt with the reasons for unjustified referrals to the ED. 

3.3.1. Complaints for Which Patients Turned to ED 
Most NU-ED visitors complained about high fever, small burns and wounds, 
chronic conditions or asked to perform tests which are barely available in HMOs. 
Most of the participants stated that in many cases NU visitors’ complaints could 
be solved in the HMOs. Several participants emphasized that when seeking 
treatment for chronic conditions, the problem cannot be solved immediately at 
ED. Most problems of this type will require adjustment of treatment and fol-
low-up in the community, so it can be assumed that it is unnecessary to go to 
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ED in these cases, as H. said: “...for example, a patient who has been suffering 
from back pain repeatedly for several months goes to the emergency room be-
cause he has not found an appropriate solution through a family doctor or in 
the community. In the event that he goes with the intention of solving the 
problem altogether, we have no way to help him, since ED intend treatments 
for acute cases. It will be possible to alleviate his pain at the moment, but to 
balance chronic pain he needs a pain clinic or a follow-up with a spine special-
ist...”. 

Often people turn to ED out of a need for treatment or attention, as Z. 
emphasizes in his story the wrong way in which ED is perceived by patients 
and the health services working outside the hospitals: “...one day a guy came 
to me, it was quarter past eleven at night. He looked perfectly fine, and he 
came for a toothache. Then he said to me: “Just so you know, I’m under house 
arrest and I just wanted to get out of the house for a bit to get some fresh air, 
so I ordered an ambulance. And I have to call to let them know I’m in the 
hospital, I don’t care, how many hours it takes, I’m fine, I’ll be fine. He just 
wanted time off”. 

3.3.2. Logistic and Personal Reasons for NU-ED Visits 
Since most of the clinics in the community are open at specific hours and not 
during the afternoon, evenings, nights or weekends, many patients cannot get 
the treatment in this setting. Attending urgent care centers, available in some ci-
ties with longer working hours, can be a solution, although many patients still 
choose to attend the Eds. 

In terms of appointments’ availability, many patients have to wait weeks or 
even months for the appointments they need in order to find out their medical 
condition, monitor it and adjust treatment. Patients often apply independently 
or are referred by a care provider in cases where it is necessary to perform a 
procedure or test, for which the queue in the community is very long. As G. re-
ported: “...most of the reasons are logistical or administrative and do not arise 
from the patient’s true level of urgency and the need for treatment. The reasons 
can be related to completing a medical investigation by means of diagnosis that 
is not available at the time in the community. A significant part of NU inquiries 
is intended for a medical advice by an expert in some field and is sent to ED to 
shorten the waiting times for that doctor in the community...”. 

Moreover, for many people, everyday life does not allow access to the neces-
sary inquiries during daytime hours. Therefore, these people turn to ED even in 
chronic cases out of convenience. B. pointed: “...over the years, working in shifts, 
there are many inquiries from people during non-hours, because it is convenient 
for them, because they think that they will receive the full services of the hospital 
as part of a visit, instead of making appointments and running around in the 
hospital. There is a widespread opinion among the public that there are special-
ist doctors in ED in every field at every hour of the day, but we know that reality 
is not like that...”. 
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3.3.3. Unique Patterns 
There are unique contact patterns for some ED, such as the case of pediatric ED 
in Israel where the capacity of visits is maximum for 24/7. The second case con-
cerns non-Israeli citizens who cannot get medical treatment in the HMOs if they 
do not have a suitable medical insurance. In these cases, they attend the ED and 
get the required treatment regardless of the urgency of medical condition. 

3.4. Referral for NU Cases 

The referring source was one of the most frequently reoccurring factor in the in-
terviews. The participants chose to repeatedly mention the fact that many pa-
tients come to ED in unjustified cases as a result of referrals made by family 
physicians, specialists’ physicians, medical home services at various centers and 
different medical call services. 

3.4.1. Referrals by Family and Expert Physicians 
According to the interviews, the family physician is the main referring source for 
NU reasons. The main reason for these NU referrals is a lack of understanding 
and knowledge of the role of ED, as A. stated: “there is a phenomenon of pa-
tients being referred by professional doctors who are too lazy to perform opera-
tions in the community despite that they are expected to do so. Some of the in-
quiries are done because of a lack of knowledge about the services available in 
community medicine…” The second reason is the inability to treat the patient 
properly with the given resources or system constrains (long waiting lists for 
medical inquiries, treatments, meeting with specialist physicians etc.). 

3.4.2. Referrals by Nurses from the Call Center 
Referrals by nurses from call centers are another main referral source. As stated 
in the interviews, since these nurses are not meeting the patients in person, they 
must provide the appropriate treatment that will ensure the patient’s well-being. 
This might explain why their referral rate is rather high. Furthermore, many pa-
tients choose to refer themselves to the ED, without medical advice, contributing 
to ED overcrowding. Y. stated: “...in the centers, and certainly if it’s just a phone 
call and not a video, nurses work according to protocols. If the patient mentions 
some code word, the protocol indicates that the nurse should refer him to ED...”. 

3.5. Reasons for Urgent ED Visits 

At the end of the interview, the participants were asked to give several examples 
of justified reasons for ED visits. 

3.5.1. Relevant Laboratory Tests 
Most of the participants listed a number of laboratory tests that require atten-
dance to the ED, such as cardiac troponin and D-dimer. Although, most of these 
tests are also available in the urgent care centers. Nevertheless, the results of 
these examinations can require immediate treatment that can be supplied in 
hospitals only. Some laboratory analyses, such as ammonium test or metabolic 
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spectrum, are only done in hospitals and not in community. 

3.5.2. Relevant Imaging Tests 
Participants indicated some imaging tests as urgent, such as MRI, CT scans, ul-
trasound, Doppler and echocardiography. Participants emphasized that these 
tests should be performed in the ED only when they are not available in the 
community and there is an urgency to perform them. H. said “...imaging tests 
such as CT and ultrasound, which are most commonly used in ED, can also be 
performed within the community depending on patient’s diagnosis. In the case 
of a patient with a known history of kidney stones and complaining of back pain, 
there is no medical need to perform an ultrasound for the urinary tract stones as 
this is not a solvable condition in the ER. The patient will need follow-up and 
pain relief treatment that can be given in the community...”. 

3.5.3. Relevant Treatments 
A number of treatments that are carried out in urgent cases in ED are also 
available in the community, but their availability is low. To mention few, chest 
or abdomen drains, shoulder replacement, decompression of the digestive sys-
tem, removal of foreign bodies from the pharynx or eye that mostly requires use 
of optical fibers or microscope. T. stated that treatments given in trauma or 
shock rooms are exclusively performed in ED. 

In pediatric cases, any treatment that requires sedation, incisions, sutures, 
lumbar puncture, as well as reduction of fractures, must be performed in ED. 

3.5.4. Relevant Diagnosis 
Chest pain and abdominal pain are two relevant reasons for referring to ED. In 
these cases, other health parameters of the patient should be considered, justifi-
cation can be based on various reasons and not necessarily on life-threatening 
situations. Participants mentioned a series of specific relevant diagnoses: multi 
trauma, head injuries in people treated with anticoagulants, renal colic with fev-
er, severe COPD (Chronic Obstructive Pulmonary Disease), epistaxis under an-
ticoagulants and more. 

3.5.5. ED Referrals during COVID-19 Outbreak 
The interviews took place at the end of 2020 to the middle of 2021, a period in 
which a high incidence of COVID-19 was observed. Thus, the topic of the coro-
na epidemic came up a lot in the interviews and received similar interpretations 
from the seniors in emergency medicine. Several phenomena were very common 
in EDs during this period. Since COVID-19 tests were not available in the 
HMOs, many patients arrived to the ED in order to perform the test. Addition-
ally, during lockdowns, a decrease in the general number of ED visits was ob-
served, most people preferred to postpone a visit to a hospital in order not to be 
exposed to the virus and thus may have postponed treatment of medical prob-
lems, which needed attention without delay at that time. The ED became the 
place where positive COVID-19 patients got medical treatments, since they were 

https://doi.org/10.4236/ojem.2023.111001


R. Leshinski et al. 
 

 

DOI: 10.4236/ojem.2023.111001 11 Open Journal of Emergency Medicine 
 

not allowed to arrive to HMOs, as stated by T. “a corona patient with a bruised 
finger or rubbing of the knee or back pain or any other complaint was referred 
via a phone call only to the emergency room—by default for the purpose of re-
ceiving medical treatment for corona patients. There were no other settings in 
the community for corona patients and only now there is a glimmer of the pos-
sibility of treating them at home by protected teams...”. 

4. Discussion 

The main goal of this work was to define criteria for NU visits to the ED. NU-ED 
visits are very common worldwide and their negative effect on ED overcrowd-
ing, patient’s satisfaction, healthcare worker’s burnout and treatments’ effec-
tiveness is great [7]. As a matter of fact, NU-ED visits affect all the health system. 
To understand the way senior physicians and nurses working in the EDs or 
HMOs perceive NU-ED visits, we first asked them to define this phenomenon. 
Most of them stated that NU or urgent visits should be distinguished based on 
the answers for the following questions: 1) Does the medical condition require 
an immediate treatment? 2) Is ED the only place that can provide the required 
treatment at the certain timepoint? Similar definitions were given previously by 
other researchers [7]. 

NU-ED visits occur mostly during the afternoon, evening, night and week-
ends, when medical treatments are not available in the HMOs. These visits also 
occur due to a low availability of diagnostic tests and treatments in the HMOs. 
Similar trends were found in other researchers’ works that dealt with NU-ED 
visits worldwide [17]. According to the twelve participants’ answers, 10% to 80% 
of the ED visits are NU. In other works that are mostly based on different rele-
vant databases, observations reported a very different range of 20% - 40% [7] 
[18]. Very often in these works, the definition of NU-ED visits is not clear [7] 
[18]. 

As reported by the participants, the main reasons for NU-ED visits include 
minor injuries, chronic conditions, fever, abdominal or chest pain. Some of 
them noted that these reasons might sometimes turn out to be urgent, but in 
most of the cases, they are not. One of the main reasons for NU-ED visits is re-
ferral by physicians who percept a given medical condition as more urgent than 
it really is [19] [20]. Another reason for NU-ED visits is the availability of ED in 
terms of hours or geographical location. The possibility of attending the ED in 
any time is a central factor affecting patients’ decision even in NU cases. Moreo-
ver, many patients perceive the medical staff in the ED as more professional than 
in the community. These patterns are in accordance with other studies [21]. 

The main source for NU-ED visits is referral from a family physician or nurse 
from the call center. Both family physicians and call center nurses are considered 
to have the required skills and knowledge to differentiate between urgent and 
NU medical conditions. Indeed, for the same reason, there are low chances that 
a patient would visit the ED without a referral from the family doctor [22]. Often 
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in the community, there is a lack of awareness and knowledge about the roles of 
ED and the available options in HMOs. In addition, appropriate treatment can 
not always be provided in the community. Finally, participants stated that some 
procedures and conditions are urgent enough to attend the ED, such as cardiac 
troponin, D-dimer, blood gases, ammonium laboratory test; MRI, CT, doppler 
and echocardiogram; treatment given under sedation and complains of chest 
and abdominal pain. 

COVID-19 outbreak in its different stages also had great influence on NU-ED 
visits. Surprisingly, during the first outbreaks and lockdowns, people were afraid 
to leave their houses without a worthy reason. A decrease in the general number 
of ED visits was observed, most people preferred to postpone a visit to the hos-
pital in order not to be exposed to the virus. 

A great tool to reduce NU-ED visits is the usage of the triage scales that help 
to ensure patients are getting treated based on the clinical urgency of their case. 
Using this scale, it only takes few minutes to determine the urgency level. These 
scales mostly range between: (1) life risk situation that requires immediate diag-
nosis and treatment to (5) chronic condition that can be treated in the HMOs. 
According to the participants in this study, medical cases that scores above 3 in 
the triage scale, can be treated in the HMOs and can be defined as NU-ED visits. 
Therefore, implementation of these scales in the community and their use in the 
decision making of ED referrals by family physicians and call center nurses, 
might greatly reduce NU-ED visits. 

5. Conclusions 

The main goal of this work was to define NU-ED visits and to determine and va-
lidate criteria for urgent and NU-ED visits. According to the participants, an 
appropriate reason for urgent ED visits is when a given medical situation must 
be treated immediately and there are no treatment options in the HMOs. It was 
found that most NU-ED visits occur in times when the HMOs services are not 
available, mainly due to convenience and availability considerations. These visits 
had negative effect on health services. Most participants repeatedly mentioned 
that many family physicians and nurses from call centers refer patients to the ED 
instead of providing them with the adequate treatment in HMOs or urgent 
medical centers. Low awareness of the role of ED, low availability of certain tests 
in the HMOs, and inability to provide the appropriate treatment in the commu-
nity clinics are reasons behind these referrals. Finally, the participants noted 
reasons for appropriate ED visits, such as several laboratory tests, imaging and 
specific treatments, although these options are also available in the HMOs. It is 
important to note, that in Israel, the Ministry of Health is obligated to maintain 
a triage process in emergency medical departments in general hospitals 24 hours 
a day by qualified staff members, while maintaining structured work processes 
and quality control. 

Specifically, the following triage methods are implemented in Israel: 
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1) Canadian triage and Acuity scale (CTAS) 
2) Australian triage scale (ATS) 
3) Emergency Severity Index (ESI) 
The implementation of the triage scales in the community might greatly re-

duce NU-ED visits. 
We believe that the Ministry of Health in collaboration with HMOs should 

implement communication programs to educate the public about the role of an 
emergency department and the necessity of referring a patient to a family physi-
cian before going to ED. At the same time, it is important to publish addresses of 
clinics and urgent medical centers, where primary medical care can see patients 
in cases that do not require an ED. 

In addition, consideration should be given to implementing educational pro-
grams in higher educational institutions and workplaces regarding the impor-
tance of early treatment in the community and the avoidance of last-minute ED 
visits, while at the same time empowering and staffing initial health services in 
the community. 
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