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Myth: Low-Acuity Patients Are the Cause of Emergency Department
Overcrowding

A common misconception is that ED overcrowding is driven primarily by
patients presenting with low-acuity conditions that could potentially be
managed in Primary Care. While these presentations contribute to ED
volume and workload, the literature consistently identifies access block—
the inability to transfer admitted patients from the ED to appropriate
inpatient beds—as a major determinant of ED crowding. Consequently,
interventions aimed solely at redirecting low-acuity patients to Primary Care
are unlikely to substantially resolve ED overcrowding in the absence of
strategies addressing hospital capacity, patient flow and access block.
Improving access to Primary Care remains important for other reasons,
including continuity of care, prevention, chronic disease management,
patient experience and long-term population health. However, the rationale

for strengthening Primary Care should extend beyond its potential to
reduce ED utilization; Primary Care reform should be understood as one
component of broader health-system reform rather than a stand-alone
solution to ED overcrowding.

Myth: Better Primary Care Access Will Immediately Reduce ED Visits

5.9 Canadians lack reliable access to a regular family physician, nurse
practitioner or Primary Care team. Expanding Primary

Care access is therefore an important health-systems priority, but its impact
should be evaluated over an appropriately long time horizon. Increasing
primary care access does not necessarily translate into an immediate
reduction in ED utilization. Newly attached patients may have previously
unmet health needs requiring diagnostic investigation, specialist
consultation or acute assessment. More importantly, many of the benefits
of high-quality primary care accrue longitudinally. Effective management of
hypertension, diabetes, chronic respiratory disease and other chronic
conditions can reduce complications and potentially prevent future
hospitalizations and emergency care.

Continuity itself appears to be an important determinant of outcomes.
Greater longitudinal continuity with a Primary Care clinician is associated
with improved health outcomes and reduced use of unscheduled
secondary care. Thus, the principal value of Primary Care is not simply its
ability to divert individual episodes of acute illness away from the ED, but its
capacity to improve health and health-system performance across the
patient's life course.

Reimagining Primary Care as the Front Door to the Health System

In many North American health systems, the ED has effectively become the
default point of access when other components of the system are
unavailable or difficult to navigate. Patients may be required to choose
among family practices, walk-in clinics, urgent care centres, nurse advice
lines, virtual services and EDs, often without sufficient information to
determine which service is most appropriate.



Alternative models demonstrate that this configuration is not inevitable. In
the Netherlands, for example, Primary Care plays a central role as the first
point of contact, supported by regional organization of after-hours services
and structured triage. A similar conceptual approach could provide patients
with a single, trusted initial access point through which they could receive
self-management advice, telephone or virtual assessment, same-day or
next-day Primary Care, or direction to emergency services when
appropriate. The objective is not to restrict access to emergency care, but
to create credible and accessible alternatives so that the ED is not the only
reliably available entry point into the health system.

Emergency, Urgent and Primary Care-Sensitive Conditions

Effective system design requires a common conceptual framework for
differentiating emergency, urgent and Primary Care-sensitive conditions. An
emergency can broadly be understood as a condition posing an immediate
threat to life, limb or long-term function and requiring rapid intervention.
Urgent conditions require timely assessment but do not necessarily pose
the same immediate threat. Primary Care-sensitive conditions are those for
which timely, accessible and effective longitudinal Primary Care may prevent
disease progression, complications, ED utilization or hospitalization.

These categories are useful for health-system planning but should not be
interpreted as rigid classifications at the individual patient level. Patients
generally seek care because they perceive a need for assessment, and their
ability to determine clinical acuity before evaluation is necessarily limited.
Health systems should therefore combine accessible triage with public
education and health literacy initiatives that help patients identify
conditions suitable for self-management, those requiring timely
professional assessment and symptoms requiring emergency care.

After-Hours Primary Care and the Dutch Triage Model: Build a Bridge, Not
Another Walk-In Clinic

Comprehensive after-hours Primary Care does not require individual family
physicians to be continuously available. Regional cooperatives can share

responsibility while preserving continuity with a patient's usual Primary Care
system. The Netherlands provides a well-established model: regional
General Practitioner (GP) cooperatives use centralized telephone triage,
with specially trained Practice Assistants applying structured protocols to
determine whether patients require self-care advice, same-day or delayed
Primary Care assessment, physician consultation, home assessment or
escalation to emergency services.

The key distinction is between integrated after-hours care and isolated
episodic care. Ideally, after-hours clinicians have access to relevant patient
information and communicate important findings back to the regular
Primary Care team. Evidence suggests that expanded after-hours Primary
Care increases Primary Care utilization and may reduce some lower-acuity
ED use, although effects on overall ED utilization are heterogeneous.
Referral to the ED may also be less likely when the after-hours physician
already knows the patient, reinforcing the importance of relational
continuity. The broader lesson from the Dutch model is that triage,
navigation and after-hours access should function as coordinated
components of Primary Care rather than as disconnected alternatives to
the ED.

Team-Based Primary Care: Design Around Functions, Not Professional Titles

The increasing complexity of contemporary Primary Care makes it difficult
for an individual physician to provide comprehensive, accessible and
longitudinal care independently. Team-based models distribute clinical and
administrative functions among professionals whose skills are matched to
patient and population needs. Such teams may include physicians, nurse
practitioners, nurses, pharmacists, social workers, dietitians and
appropriately trained medical office personnel. Canadian evidence suggests
that Primary Care reform incorporating interdisciplinary teams can improve
some measures of health-system performance and may reduce ED
utilization, although effects vary across models and populations.

Rather than prescribing a universal professional composition, teams can be
designed around the functions required by the population they serve. A



smaller core or “mini-team,” for example, might include a physician or nurse
practitioner working closely with nurses and trained administrative
personnel capable of structured triage. More specialized professionals can
then be integrated according to local needs. Importantly, team-based care
should preserve rather than dilute continuity. Strong longitudinal and
relational continuity remains associated with better outcomes and reduced
unscheduled secondary care utilization.

Funding Models Should Reward Access and Continuity

Payment mechanisms influence how Primary Care is organized and which
activities health systems incentivize. Traditional fee-for-service models
predominantly reward individual encounters, whereas capitation and
blended models can provide greater flexibility to organize services around a
defined population. Under capitated models, practices receive funding
based principally on the population for which they are responsible rather
than solely on the number of face-to-face encounters delivered. This can
create greater flexibility for telephone triage, nursing care, team-based
management and other services that may not fit traditional encounter-
based payment structures. However, evidence comparing Primary Care
funding models is complex, and capitation should not be assumed to be
intrinsically superior. Canadian studies demonstrate that associations
between funding models, Primary Care organization and ED utilization vary
considerably. The more defensible principle is that funding mechanisms
should be aligned with desired health-system objectives, including timely
access, continuity, comprehensiveness, interdisciplinary care and
accountability for defined populations.

Virtual Primary Care Works Best When It Is Integrated With In-Person Care

Virtual care can improve accessibility, but its impact appears to depend
substantially on how it is integrated into the broader Primary Care system.
Virtual encounters delivered by a patient’s existing physician or Primary
Care team retain important advantages: access to longitudinal clinical
information, knowledge of the patient, capacity for follow-up and the ability

to arrange subsequent in-person assessment. Conversely, stand-alone
virtual services that function as virtual walk-in clinics may provide access
without continuity. An Ontario population-based study found that virtual
encounters with an outside family physician were associated with greater
subsequent ED utilization than virtual encounters with the patient's own
family physician. This association does not establish that outside virtual care
itself causes ED utilization, but it supports the importance of continuity and
integration when designing virtual services. Virtual care should therefore be
viewed primarily as one modality within longitudinal Primary Care rather
than a substitute for it. Hybrid models combining virtual and in-person
services may be particularly valuable in rural and remote communities,
where geographic barriers limit conventional access.

Better ED-Primary Care Communication and Warm Handoffs

Transitions between EM and Primary Care are a recurrent vulnerability in
health care delivery. Effective information exchange should prioritize timely,
clinically actionable information rather than indiscriminate data
transmission. When patients are referred to the ED, EM physicians need
relevant history, medications, recent investigations and the reason for
referral; following discharge, Primary Care clinicians need a concise
summary of the ED assessment, treatment changes and required follow-up.
Effective information transfer should emphasize clinically actionable
information rather than indiscriminate data transmission. Systematic
reviews of discharge communication and ED-to-outpatient transitions have
identified substantial opportunities to improve the quality, timeliness and
content of information exchanged across care settings. Systematic reviews
suggest that patient access to electronic health records can improve
aspects of engagement, communication, self-management and
empowerment. Patient-accessible records may therefore serve not only as
an autonomy intervention but also as an additional mechanism for
improving continuity across otherwise fragmented systems.

Technology alone, however, cannot ensure effective transitions. In selected
cases, direct clinician-to-clinician communication or a “warm handoff’ can
convey clinical reasoning and context that standardized documentation



cannot. Communication failures across acute and outpatient care are well
documented, and strengthening mutual trust, communication and shared
accountability between EM and Primary Care remains an important
component of safer integrated care.

Patient Education Is a Health Systems Intervention

Health-system navigation assumes a level of health literacy that cannot be
taken for granted. Limited health literacy is common among ED populations
and may influence patients’ understanding of diagnoses, discharge
instructions and appropriate subsequent care. Patient and public education
should therefore be considered part of health-system design. This may
include education about available Primary Care services, appropriate self-
management of common minor illnesses, the roles of pharmacists and
other health professionals (who, in some jurisdictions provide medication
prescriptions for minor illnesses), and recognition of symptoms requiring
urgent or emergency assessment. However, education alone should not be
expected to solve inappropriate or avoidable health care utilization. Reviews
of interventions intended to reduce ED use demonstrate heterogeneous
results, and the effectiveness of educational interventions depends on the
broader availability and accessibility of appropriate alternatives. Public
education is therefore most likely to be effective when combined with
simple, trusted and readily accessible pathways to care.

6 Practical Strategies to Improve ED-Primary Care Integration

The available evidence does not support a single intervention capable of
resolving fragmentation between EM and Primary Care. Instead,
improvement will likely require multiple complementary interventions
addressing continuity, access, communication, navigation and
accountability. Based on the evidence and health-system models discussed
above, clinicians and health systems can consider the following:

1. Design ED processes to preserve continuity with Primary
Care. Emergency care should function as one component of a

patient's longitudinal health care rather than as an isolated
episode whenever possible.

2. Develop integrated regional call-first or virtual-first
pathways. These systems should direct patients toward self-care,
Primary Care, virtual assessment, home-based care or emergency
services according to clinical need while preserving continuity and
mechanisms for escalation.

3. Invest in patient and public health literacy. Education should help
patients understand available services, appropriate self-
management and indications for emergency assessment, while
recognizing that education must be accompanied by accessible
alternatives.

4. Provide patients with meaningful access to their health
information. Patients should understand what occurred during an
ED visit, relevant investigation results, changes in treatment and
required follow-up, and should be able to share this information
across care settings.

5. Develop and rigorously evaluate innovative models of integrated
care. Home-based care, peer-support programs, hybrid virtual/in-
person services and formal ED-Primary Care partnerships should
be implemented with appropriate evaluation of patient outcomes,
equity, utilization and cost.

6. Engage patients and communities in health-system
redesign. Patient engagement can identify barriers to access and
continuity that may not be apparent to clinicians or administrators
and can help ensure that new models address patient-defined
priorities.

The Future of Emergency Medicine and Primary Care Is a Connected Health
Care Ecosystem

Nearly a decade ago, the SMACC debate between Scott Weingart and
Simon Carley, _Is Emergency Medicine a Failed Paradigm? asked whether
the specialty had become too broad—expected simultaneously to
resuscitate the critically ill and absorb every failure elsewhere in the health



https://www.youtube.com/watch?v=GcG2TaXgA58

care system. The answer emerging from this EM Cases podcast is not
necessarily to narrow Emergency Medicine. It may instead be to widen the
system around it. Patients do not live in silos, and neither should their
clinicians. Team-based longitudinal Primary Care, regional after-hours
systems, intelligent triage, integrated virtual care, useful information
exchange and warm handoffs can create alternatives to a system in which
every road eventually leads to the ED.

The relationship between EM and Primary Care should not be
conceptualized principally as a competition over which service should
manage particular categories of patients. Both specialties care for
overlapping populations but perform different and complementary health-
system functions. The evidence summarized above supports several
recurring principles: strong longitudinal Primary Care is associated with
better health-system performance; continuity is associated with improved
outcomes and reduced unscheduled care; organized after-hours and triage
systems can provide alternatives to ED care for selected patients;
integrated virtual care appears preferable to episodic virtual care without
continuity; and effective information exchange is essential during
transitions between acute and longitudinal care. The objective of
integration should therefore not be to minimize ED utilization at all costs.
The goal should be to construct a health system in which patients can
reliably access the appropriate level of care without being required to
independently navigate a fragmented collection of services.

In this framework, the ED is neither the health system’s default front door
nor an isolated destination. It is one component of a connected health care
ecosystem organized around the needs of patients rather than the
boundaries between specialties. The most important infrastructure may
ultimately be neither an app nor an algorithm. It is relationships: between
patients and Primary Care teams, between Emergency Physicians and
Family Physicians, and between services that accept shared responsibility
for the same population. Continuity matters. Communication matters. Trust
matters. The goal is not to keep patients out of the ED at all costs. Itis to
create a health system in which patients can reliably find the right care, in

the right place, at the right time—and in which the ED no longer has to
compensate for every closed door elsewhere in the system.
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