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The Emergi-Center and Family Practice
In the 1980s

Douglas O. Corpron, MD
Yakima, Washington

A major approach to episodic primary care has
emerged in American medicine. The “emergi-
center,” “minor emergency clinic,” or “urgent
care center,” is regarded by some hospital and
medical personnel as a major new development in
providing primary care in response to public de-
mand. These providers are saying that continuity
of care is a myth, and they state they are providing
what the public wants—Ilow-cost convenient medi-
cal care. There are emergency centers springing
up all over the United States, with many more on
the drawing boards. This has been mostly a phe-
nomenon of the urban and suburban population
centers, but many smaller communities are be-
ginning to see the growth of emergency centers in
their areas as well.

How should family medicine approach this new
phenomenon? Should we rise up in indignation
about another example of the fragmentation of
continuity in medical care? Must family physicians
contemplate abandoning family lives and institut-
ing evening hours in medical practice to provide
convenience for and access to patients? It is im-
portant to examine what needs are being answered
by the growth of the emergency centers in these
communities, and what kind of continuity family
physicians in practice really offer.
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The last 15 to 20 years have seen major changes
in practice style regarding after-hours availability.
Many physicians 10 years ago were taking turns
covering hospital emergency rooms and taking
frequent calls from home; there was little time at
home that was undisturbed by practice demands.
When full-time staffed emergency rooms became
established, these physicians realized that their
lives were much improved. They could use an an-
swering service and refer patients requiring emer-
gency care to the full-time staffed emergency room
nearby. Patients quickly understood that after
standard office hours the new answering service
would field calls and refer them either to an on-call
physician or to the emergency room. Suddenly
physicians were less accessible, and patients
learned, without questions asked or telephone
calls made, that they needed to go directly to the
emergency room for their emergency medical
needs. This kind of care, of course, is expensive,
but since 70 to 80 percent of patients have third
party insurance coverage, it mattered little to them
that emergency room care cost at least twice what
office charges would be for the same care. It was
important that the care at the emergency room was
convenient and available without significant delays.

Today a segment of the population is asking for
accessibility and low cost in their medical care,
and the minor emergency room is providing this
kind of care. Taking a half-day off from work to go
to the physician’s office for a medical problem
costs the patient more than the charge of an office
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call. This becomes less a concern when the insur-
ance system is paying for the medical care. Pro-
moters of the minor emergency center care con-
cept maintain that continuity of care is greatly
overemphasized and that the public is demanding
convenience and ease of access as well as low cost
for their medical care.

Continuity of care is still essential to meaningful
primary care. This need is evident when dealing
with a member of a problem family with intense
psychosocial problems or with a geriatric patient
with a long and complicated list of problems. A
minor emergency center provides nothing except
episodic care. The problem, of course, comes be-
cause it is not possible to separate the episodic
care from knowledge of the underlying psychoso-
cial and other complicated interacting medical
problems of patients. With the phenomenon of the
minor emergency centers growing in a number of
communities, however, primary care physicians
will not be providing much continuity of care if
they do not provide accessibility as well.

Through the years family physicians have not
been particularly concerned with issues of practice
competition or physician manpower supply. Fam-
ily physicians have been able to consider practice
locations on the basis of where they want to live
and assume they would soon have a busy practice.
As the physician supply increases in the next few
years, it is likely that many family physicians will
be concerned with issues of competition. Styles of
family practice must accommodate patient needs
for more convenient, low-cost medical care. Many
individuals and families are mobile. They care
about convenience and cost first and continuity
second. Family physicians will not be seeing
these patients unless family medicine provides an
alternative to the care provided by the minor
emergency center. Family physicians in group
practice or associations will need to explore ways
of providing some evening and weekend medical
care. Family physicians may want to consider tak-
ing after-hours calls at the office rather than at
home. Indeed, many group practices have already
established evening and weekend cover on this
basis in the past year. Emergency rooms, the
medi-center concept, and the changing atmos-
phere of physician supply have changed the equa-
tion, and those in family medicine will need to
accommodate to this new reality.



