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CHAPTER 1

General introduction
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8 Chapter 1

The Emergency Department (ED) is a unique place, visited by a broad variety of people 
of all ages when they experience an acute health problem. In the ED, acute health 
problems may be due to an acute illness or accident in otherwise healthy individuals, 
but can also be caused by a known condition or an accumulation of multiple health 
problems. Patients visiting the ED may be referred by their general practitioner or 
a medical specialist, brought in by an ambulance, or patients visit the ED on their 
own initiative. However, most visits are typically unscheduled. In the ED, treatments 
are often initiated to first stabilize the patient’s health situation, and diagnostic 
procedures are primarily aimed at finding the cause of the disease. Treatment in the 
ED is usually reactive care, as it is provided in response to an acute health problem, 
and usually not aimed at treating a disease over the longer term.

An ED visit may have a large impact on patients as their situation is often acute 
and severe. Under these circumstances, patients are generally receptive to help 
and education. Moreover, if the ED visit is a result of the consequences of their 
behavior, patients may be more open to seeing the connection with the medical 
consequences.1-3 Therefore, the ED is potentially an excellent setting for the detection 
of hazardous behavior, such as excessive alcohol consumption, or other health 
problems, e.g., repeated falls in older adults. In addition, the ED can also be a suitable 
setting for patient education and starting support.4

Proactive care programs for specific patient groups in the ED
In several countries, many EDs offer proactive care programs. In contrast to reactive 
care, where action is taken if the patient presents with a health problem, the aim of 
proactive care programs is to actively identify patients at risk and to subsequently 
offer these patients additional care to improve their situation.

Within existing care, proactive care programs generally target specific patient groups, 
with each program serving a specific goal, such as reducing unplanned ED return 
visits or referral to specialist treatment after ED discharge. Proactive care programs 
usually include a screening tool to detect target patient groups. Subsequently, these 
patients are offered one or more interventions, which can be performed by trained 
ED staff, by specialized professionals in the ED, or by other professionals at a later 
stage in the outpatient setting. International examples of proactive care programs 
in the ED are pharmacist-led discharge medication counselling to improve patient 
satisfaction and length of ED stay, and to reduce ED-representations;5 suicide risk 
screening and brief interventions to reduce suicidal behavior;6 and a fall prevention 
program for older ED patients presenting with a fall.7

Until recently, proactive care programs were uncommon in Dutch EDs. One important 
reason for this is the good accessibility of primary care in The Netherlands. Patients 
usually have a long-term relationship with their general practitioner, who takes 
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9General introduction

preventive measures when indicated and ensures regular follow-up. However, 
people who suffer from an underlying psychiatric or cognitive problem often avoid 
the health care system and do not present to their general practitioner.8-10 For these 
patients, an ED visit provides a “window of opportunity” to signal these problems, 
provide education, and start support. Therefore, an increasing number of Dutch EDs 
have started proactive care programs in the last decade. Other reasons for starting 
proactive care programs are the changes in the Dutch healthcare system and in the 
characteristics of patients visiting the ED.

Changes in the Dutch healthcare system and in the organization of 
Dutch EDs

Less and larger EDs
In the last decade, the Dutch ED-landscape has changed. The number of EDs was 
reduced gradually from 105 in 2010 to 83 in 2020 because of hospital mergers or 
closures.11-13 The aim of concentrating emergency care in a smaller number of EDs was 
to reduce costs and increase the quality of ED care.11 The remaining EDs increased 
in scale, receiving more patients and operating with more ED staff. Unfortunately, 
the reduction in the number of EDs did not reduce the total number of ED visits, 
nor did it reduce the pressure on the acute care system.11 A particularly growing 
problem concerns crowding in the ED, meaning that the remaining EDs have become 
excessively busy.14,15 Crowding is associated with negative consequences, including 
delayed patient care and poorer outcomes for patients.16-18

Increased professionalization of ED staff
Until a few decades ago, EDs were staffed by one or more non-specialized nurses 
and house staff resident physicians.19 From 1992 onwards, EDs gradually became 
increasingly staffed by trained ED nurses. However, the treating physicians in the ED 
remained junior doctors on rotation with little clinical experience and without formal 
training in emergency medicine. In 2000, four teaching hospitals started the first 
emergency medicine training program in The Netherlands.20-23 Since 2008 a uniform, 
nationwide, emergency medicine medical training program has been in place. In 
2017, 85% of the Dutch EDs were staffed with trained and registered emergency 
physicians (EPs).20,23 This permanent, well-educated staff ensures continuity of the 
work processes in the ED.

Increase of quality standards in the ED
An increasing number of guidelines and quality standards set by health care 
authorities and professional medical associations, such as the Health and Youth 
Care Inspectorate and the Royal Dutch Medical Association, emphasize early 
awareness of specific diseases and health problems in the acute care setting. 
Examples of mandatory checklists in the ED are screening instruments to detect child 
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10 Chapter 1

maltreatment,24,25 and delirium in older adults needing hospitalization.26 In addition 
to checklists, guidelines from professional medical associations have been published 
on how to detect or rule out specific diseases in the acute setting. Many of these 
guidelines advise complex but often time-consuming diagnostic investigations, like 
CT-and MRI-scans.27

Changes in characteristics of patients visiting Dutch EDs

More seriously ill patients
Until the 1990s, between 40% and 80% of all patients presented to the ED on their 
own initiative (self-referrals).22 They were mostly young men with minor traumas, of 
whom only 4% needed hospital admission. From 2000 onwards, acute care provided 
by general practitioners has become organized nationally in joint ventures, the so-
called General Practitioners Cooperatives (GPCs). Cooperation between GPCs and 
EDs has increased over the last ten years. Self-referrals were more often redirected 
to the GPCs instead of directly treated in the EDs.22,28 At the same time, patients in 
the ED were more often referred by the general practitioner or the associated GPC, 
or came by ambulance. The number of hospital admissions from the ED increased 
and was 32% in 2019.13 These findings suggest that patients currently visit the ED with 
more serious medical problems.11,29,30

More older patients
In the Netherlands, the proportion of patients aged 65 years and older in the ED 
increased from 29% in 2013 to 33% in 2016 and is still rising.12,13,30 This increase is 
due to demographic changes and the increasing number of older adults with one or 
more chronic diseases.31-33 In addition, the in 2015 implemented stay-at-home policy 
of the Dutch government has led to increased utilization of the ED by older adults.12,34-

37 This policy supports older patients living at home longer38 and has resulted in an 
increase in the number of frail older persons living in the community. At home, the 
health of older patients is less likely to be adequately monitored than in an assisted 
living environment, and therefore health deterioration may not be noticed and picked 
up until a later stage. As a result, a relatively minor medical problem can trigger a 
disbalance in the at home situation, making an ED visit necessary.

More patients with mental health problems and intoxications
Due to budget cuts, staff shortages, increased social and economic stressors and 
reduction of psychiatric beds, waiting lists for patients with mental health problems 
have grown.39 This is reflected in the increasing number of patients with acute 
psychiatric problems presenting to the ED.39
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11General introduction

There has also been a steady increase in patients presenting to the ED with alcohol or 
drugs intoxications in the last decade.40,41 Although these patients represent a small 
proportion of the ED population in The Netherlands, they put a high burden of care 
on ED staff, and their often maladaptive behavior may result in countertransference 
phenomena and stigmatization.42,43 In addition, these patients often present outside 
office hours when the ED has fewer staff.

In conclusion, Dutch EDs have increased in capacity, and receive more patients with 
complex and serious medical problems, older adults and patients with mental health 
problems and intoxications. These patients require more diagnostic investigations 
and more care and competence from ED staff. All of these changes contribute to 
ED crowding. The implementation of proactive care programs may improve the 
quality of care for target patient groups, facilitate patient flow, reduce hospital 
returns by initiation of follow-up care and may therefore contribute to a reduction 
of ED crowding. The development of proactive care programs is stimulated by the 
government by introducing mandatory checklists for specific patient groups and 
by establishing quality indicators. The permanent staff in the ED can facilitate the 
implementation of proactive care programs.

AIM OF THESIS
The overall aim of this thesis is to contribute to optimization of ED care by evaluating 
the effectiveness and the feasibility of two pro-active care programs in the ED.

Proactive care programs in the EDs of Haaglanden Medical Center
In this thesis two proactive care programs that were implemented in the ED of the 
Haaglanden Medical Center (HMC) are evaluated.

HMC is located in The Hague, a seaside city in The Netherlands, with more than 
500,000 inhabitants. HMC delivers care at three locations: Antoniushove, Bronovo 
and Westeinde. Acute care was gradually centralized from three EDs in 2017 into one 
in 2019. The remaining 34-bed ED is located at the Westeinde hospital in the city 
center. It serves as a regional level I trauma and acute neurovascular center, has 
an annual census of approximately 54,000 patients, and a 29% admission rate. The 
usual staffing includes emergency physicians (EPs), EP residents and residents of 
Cardiology, Neurology, Surgery and Internal Medicine 24 hours per day, seven days 
per week. The total nursing staff consists of approximately 80 nurses, being certified 
emergency nurses (CEN) (75%), nurse practitioners (5%) and registered nurses in 
training for CEN (20%).

1
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12 Chapter 1

The ED of HMC is located in an area where many individuals of lower socio-economic 
status live, and a substantial number of people have no permanent address. In 
addition, there is a considerable number of immigrants. In particular undocumented 
immigrants often have neither insurance nor a general practitioner. Therefore, they 
often remain undetected by health care providers.

Because of its unique position in a large inner-city hospital, the ED of HMC has 
frequently been a pilot department for proactive care programs during the last 
decade. Most programs were designed by members of the ED staff themselves, often 
adopted from programs in foreign EDs, and started from a need to provide better 
quality of care for a specific patient group. Examples are a program for detection of 
child maltreatment, based on parental characteristics,44,45 and a follow-up program 
for patients visiting the ED after a suicide attempt.46 The programs were initially not 
set up as scientific programs (e.g., clinical trials or case-control studies). For some 
of these programs, (temporary) external financial funding for implementation was 
obtained. The procedures of the programs were all conducted by the ED staff and 
incorporated into daily practice, making them low-threshold, easy to apply and 24/7 
available.

Outline of this thesis
Part one focuses on the effectiveness and feasibility of a screening and intervention 
program for hazardous alcohol use in a Dutch inner-city ED. In chapter 2, we examine 
whether screening and intervention for hazardous alcohol use in ED patients results in 
a reduction of alcohol consumption in the three months after the ED visit. Moreover, 
we explore which factors are associated with hazardous alcohol use in ED patients. 
In chapter 3, we investigate whether patient-and staff-related factors are associated 
with screening failures and explore whether patients with risk factors for hazardous 
alcohol use are reached with screening. This study provides insight into the feasibility 
of the screening program in the ED.

Part two focuses on the effectiveness and feasibility of telephone follow-up for 
community-dwelling older adults after ED discharge on health-related outcomes. 
In chapter 4, we present a systematic review on studies examining the effect of 
telephone follow-up for older patients, discharged home from the ED on health-
related outcomes. In chapter 5 we present a pragmatic randomized controlled trial, 
examining the effect of telephone follow-up after ED discharge for older adults on 
unplanned hospital returns. In this study, we also explore the effect of the intervention 
in several subgroups of patients. The pragmatic study design enables us to evaluate 
the feasibility of this intervention in the ED. In chapter 6, we analyze patient- and 
ED visit characteristics and reasons for unplanned ED return visits of older adults, 
in order to investigate whether proactive care programs for older adults are 
sufficiently attuned to the reasons why they return to the ED. In chapter 7, the main 
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13General introduction

findings of the studies are summarized, and elaboration of their impact is provided. 
Following the general aim of this thesis, future perspectives are discussed, including 
recommendations for clinical practice and future programs, not only focused on the 
ED setting, but also on healthcare in general.

The final two chapters include a summary of the findings of this thesis, in English in 
chapter 8 and in Dutch in chapter 9.

1
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