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We submit that the contribution of myocardial fibrosis
to risk reclassification is therefore more precisely gauged
from the individual components of the NRI (ie, the net proportions of patients correctly reclassified among those with
and without the outcome).6 This information is summarized in our reclassification tables and in the Comment section of the article.
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Overuse of Emergency Departments
To the Editor: As in the United States, the overuse and misuse of emergency departments (EDs) is a prominent policy
issue in England. The annual number of hospital ED visits
in England increased from 15.4 million in 2007-2008 to 18.4
million in 2011-2012.1 The patient was given advice only
or did not receive treatment in approximately 48% of these
ED visits, and no investigations were performed in approximately 40% of ED visits.1
Dr Adams2 commented on the implications of low acuity or nonurgent ED visits for health care costs but did not
discuss other reasons for considering these visits as important to policy. A consultation in an ED could be less suitable than one provided by a primary care physician if a patient’s condition would benefit from continuity of care or a
discussion of nonclinical factors.
Furthermore, nonurgent ED visits use resources, including time, for which other patients may have a greater clinical need. One response to the overuse and misuse of EDs
in England has been to design services in which nonemer-

gency patients are unable to access the ED unless directed
by a primary care physician working in a center co-located
with the ED.3 The cost-effectiveness of this form of service
delivery is yet to be determined, but it is presumed to prevent conditions that are treatable in primary care from reaching the ED, thereby reducing ED workload.
The role of primary care physicians in initiating and directing hospital care also has received attention in the United
States.4 Adams2 suggested that reform policies should focus on “ . . . patients who generate the highest costs, such
as those who use the ED most frequently. . . . ” This implies that interventions should focus on patients at greatest
risk of visiting an ED.
However, Rose5 highlighted the limitations of the highrisk strategy several decades ago; a large number of patients at low risk of visiting an ED may make a greater number of ED visits than a small number at high risk.
Consequently, a population strategy that attempts to lower
the mean level of risk for the whole population could have
a larger effect on reducing ED visits.
The solutions offered by Adams,2 such as improving access to primary care physicians and the integration of care
between EDs and other health services, lend themselves well
to the population approach and may reduce both nonurgent and urgent ED visits.
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In Reply: The suggestion of Mr Cowling and Dr Majeed to
ensure the availability of primary care when and where the
patients need it should be encouraged. As new models to
increase the accessibility of primary care services are developed and evaluated, policy makers must be careful to avoid
a priori assumptions that EDs are overused and misused because of poor decisions on the part of patients.
The reasons people visit the ED for care are often rational and understandable, driven by a perceived need for immediacy of treatment and lack of an accessible alternative.1
Many conditions treatable in primary care that are cared for
inside EDs in the United States may reflect problems with
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alternative access to rather than inappropriate actions by the
patient.2
More than 50% of all acute care visits by the uninsured
are to emergency physicians, who comprise less than 5%
of the total number of physicians in the United States.3 In
addition, for the general population, we must consider
the possibility that EDs are not, in fact, significantly overused at all.
Evidence would suggest that people are not increasingly
reliant on EDs to meet ambulatory care needs. Between 1999
and 2009, total ambulatory visits increased from 841 million to 1.13 billion, or 3720 visits per 1000 people annually.4 During this same period, the number of ED visits increased from approximately 108 million to 124 million,
which is a slower rate of growth.4,5
In other words, total ambulatory visits increased more
quickly than ED visits, implying that patients are finding
accessible ambulatory care, at least if they have insurance.
Visits to the ED currently make up a lower proportion of
total ambulatory visits than the prior decade. The growth
of ED visits might not signal a problem at all, but rather that
our health care system is undergoing fundamental change.
This change includes a shift away from inpatient use and
toward outpatient care, especially for the increasing numbers of patients with complex illnesses.4 During the same
period, there has been a decline in hospitalizations, which
would not have been achievable without highly effective ambulatory services, backed up by 24-hour, relatively unconstrained access to high-intensity, high-quality emergency care.
As policy makers look to optimize models for health
care delivery, it should not be presumed that that ED use
rates, in isolation, are somehow an indicator of quality or
cost-effectiveness. Immediate ED access is an important
part of the portfolio of health care services provided to a
population.
The proposal by Cowling and Majeed to focus on population health is quite wise. Reducing the cost of health care
is most effectively achieved when the need for health care
is reduced. In doing so, policy makers should focus less on
ED use alone and instead focus on whether patients have
accessible, cost-effective medical services that will achieve
desired health outcomes. As coordinated solutions to achieve
this end are implemented, the absolute number of ED visits may not decrease, although their proportion in relation
to overall ambulatory visits may indeed decline further.
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RESEARCH LETTER
Prevalence and Correlates of Traumatic Brain
Injuries Among Adolescents
To the Editor: Traumatic brain injury (TBI) among adolescents has been identified as an important health priority.1,2
However, studies of TBI among adolescents in large representative samples are lacking.1,2 This information is important to the planning and evaluation of injury prevention efforts, particularly because even minor TBI may have
important adverse consequences.2
We describe the prevalence of TBI, mechanisms of injury, and adverse correlates in a large representative sample
of adolescents living in Ontario, Canada.
Methods. Data were derived from the Centre for Addiction and Mental Health’s 2011 Ontario student drug use and
health survey, consisting of anonymous, self-administered
questionnaires completed in classrooms (62% response rate)
by students grades 7-12 (age range: 11-20 years). A complete description of the study, including design and discussion of the validity of self-reports, potential nonresponse bias,
and limitations, is available.3
Traumatic brain injury was defined as an acquired head
injury in which the student was unconscious for at least 5
minutes or hospitalized overnight.4 Students were asked if
they ever had such injury in the past 12 months or in their
lifetime (excluding the past 12 months). Students reporting TBI in the past 12 months were asked about the source
of the injury. Questions about consumption of alcohol and
cannabis use during the last 12 months and usual grades
received were also included.
All participants provided signed and parental consent. Research ethics board approval was provided by the Centre for
Addiction and Mental Health, York University, and public
and Catholic school boards throughout Ontario. The surveys were administered during a class period by field staff.
Analyses were based on a complex sample design with 15
strata (region⫻ school level), 181 primary sampling units
(schools), and 8915 students.
All analyses used Taylor series linearization available in
the complex sample module in SPSS version 20.0 (SPSS Inc).
Multinomial logistic regression was performed fitting the 5
factors of sex, grade, past-year alcohol use, past-year cannabis use, and school grades against a 2-tailed P⬍.05.
Results. The mean (SD) age of participants was 15.1 (1.82)
years. The estimated lifetime prevalence of TBI was 20.2%
(95% CI, 18.1%-22.4%); 5.6% (95% CI, 4.2%-7.5%) reported at least 1 TBI in the past 12 months (4.3% of girls
and 6.9% of boys) and 14.6% (95% CI, 13.4%-15.9%) re-
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