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global climate change. We don’t 
know whether there was always a 
low incidence of silent, unrecog-
nized cases of scrub typhus in 
South Korea and Chile, but I sus-
pect that they were always pres-
ent in those countries. Similar 
speculation may apply to the iden-
tification of scrub typhus in Afri-
ca, where the dominant concern 
about malaria may have over-
shadowed even a substantial in-
cidence of scrub typhus, allow-
ing it to go unrecognized.5

The newly recognized appear-
ance of an unsuspected infec-
tious zoonotic and vectorborne 
disease in a location far from its 
known established geographic dis-
tribution often provokes hypoth-
eses about transport of a vector 
by migratory birds or ancient 
separation of the geographic areas 
by continental drift. The feasibil-

ity of chiggers feeding on migra-
tory birds on a very long trip 
from the Asian Pacific “tsutsuga-
mushi triangle” is unknown and 
will depend both on whether the 
O. tsutsugamushi vector is identi-
fied on Chiloé Island and on the 
vector’s host preferences. Of equal 
importance would be the appro-
priate ecologic conditions for the 
vector’s establishment and main-
tenance on Chiloé Island.

Alternatively, natural cycles of 
O. tsutsugamushi with a large geo-
graphic distribution may have 
existed unrecognized for eons. 
Perhaps ongoing investigations of 
the vector and its natural cycle 
on Chiloé Island and possibly 
elsewhere in the Western Hemi-
sphere will contribute usefully to 
our knowledge and our ability to 
prevent scrub typhus outbreaks 
in the future.
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Flipping the Script — A Patient-Centered Approach to Fixing 
Acute Care
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When confronted with an un-
anticipated acute need for 

health care, patients must weigh 
multiple complex considerations, 
including costs, time constraints 
imposed by family responsibili-
ties and job obligations, and un-
certainty about whether their 
symptoms represent a minor ill-
ness or a more serious condition 
that could worsen if diagnosis 
and treatment are delayed. Pa-
tients must also consider a range 
of potential local care options, 
each with a different degree of 
accessibility and different costs. 
The relative importance of these 
factors will vary from person to 
person and according to the per-

ceived acuteness and seriousness 
of the health condition. But ulti-
mately, patients seek what acute 
care providers offer: diagnosis, 
treatment, alleviation of symp-
toms, and reassurance.

Acute care addresses a broad 
range of patient concerns and 
medical conditions, yet it lacks a 
consistent and well-accepted defi-
nition. One recent conceptual 
model has sought to address this 
gap.1 Sometimes described as 
first-contact care, acute care ac-
counts for about one third of all 
outpatient health services deliv-
ered in the United States.2 It ad-
dresses problems ranging from 
self-limited symptoms and minor 

injuries to major trauma, severe 
exacerbations of chronic disease, 
and life-threatening illnesses. Pro-
viders of such care must respond 
to needs of both otherwise healthy 
and chronically ill people of all 
ages and from all demographic 
groups.

The key common feature of 
these diverse conditions is their 
apparent time sensitivity — the 
patient identifies an acute need 
for health care. Because such a 
need can occur at any hour of 
the day on any day of the year, 
demand for acute care services is 
often unpredictable, necessitating 
health care organizations’ ongo-
ing investment in fixed facility 
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costs, after-hours staffing, and 
standby capacity. Unfortunately, 
the health system’s responsive-
ness when providing acute care 
frequently falls short of patients’ 
expectations and needs.

The system that constitutes the 
U.S. response to acute health care 
needs is highly fragmented, with 
inconsistent quality and avail-
ability that can result in substan-
tial delays in care. It consists of a 
patchwork of primary, specialty, 
and emergency care delivered in 
diverse settings, including physi-
cians’ offices, community health 
centers, free-standing urgent or 

emergency care centers, retail 
clinics, and hospital emergency 
departments, as well as telehealth 
approaches. Many of these orga-
nizations cannot share records, 
communicate effectively, or coor-
dinate care with one another.

Moreover, with little price 
transparency and sparse guidance 
for making informed decisions 
about when and where to seek 
acute care, patients facing a health 
crisis are often constrained by 
geography, typically have little 
opportunity to shop on the basis 
of price or quality, and therefore 
have limited understanding of 
their choices and the conse-
quences of their decisions. Too 
often, the acute care system suf-
fers from a fundamental prob-
lem: a model of care that adopts 

the perspective of payers and 
providers rather than that of pa-
tients. We believe that efforts to 
improve care for acute health 
needs should begin by placing pa-
tients at the center of the system. 
Four strategies premised on pa-
tients’ perspectives can promote 
the development of a more respon-
sive, efficient, and value-driven 
acute care system.

The first strategy is to maxi-
mize value by adopting a patient-
centered focus on the timeliness 
of acute care. A recent Institute 
of Medicine report highlighted 
timeliness as one of the least-

studied aims of a high-quality 
health system.3 Despite the lack 
of relevant research, we can de-
fine timeliness as system acces-
sibility when patients are seeking 
care, which affects the effective-
ness and efficiency of that care. 
Timely guidance and access to 
proficient care matter to patients, 
whether they have a minor ill-
ness or a life-threatening one, 
and in some circumstances may 
be enhanced when patients main-
tain continuity with a usual source 
of routine care. To maximize the 
value of acute care for patients, 
the health system will have to 
respond effectively to patients’ 
unanticipated and unscheduled 
health needs.

The primary challenge in adopt-
ing timeliness as a universal val-

ue in health care is that there’s 
little accountability for consis-
tently providing timely care. Time-
liness will become a priority only 
if clinics, hospital emergency de-
partments, clinicians, and health 
systems face financial or reputa-
tional consequences for inappro-
priately delayed responses to pa-
tients’ acute needs.

Second, we can change orga-
nizational structures to align with 
a patient-centered understanding 
of acute care. Waits for care are 
common, generally believed to 
be inherent to health care deliv-
ery, and frequently blamed on 
resource limitations. Nonetheless, 
solutions requiring few additional 
resources can often be developed 
with improved planning and more 
rational scheduling, facilitated by 
the application of queuing theory 
and principles of industrial engi-
neering. In contrast, telehealth 
innovations may require more in-
vestment in infrastructure and in 
overcoming existing reimburse-
ment and regulatory obstacles but 
have the potential advantage of 
serving some acute care needs of 
patients from a distance. Solu-
tions will also be advanced by the 
implementation of a more com-
prehensive approach to organiz-
ing care that allows for innova-
tion and sharing of successful 
strategies among diverse practice 
settings and communities. For ex-
ample, timely access to after-hours 
urgent care could be improved 
with the development of large-
scale primary care cooperatives, 
which play a prominent role in 
the Netherlands.4

A third strategy is to develop 
measurement standards that per-
mit accurate evaluations of the 
aspects of acute care performance 
that are meaningful to patients. 
Change can be accelerated by 

Efforts to improve care should begin by  
placing patients at the center of the system.  
Strategies premised on patients’ perspectives  

can promote the development of a more  
responsive, efficient, value-driven  

acute care system.
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tying payment to such measures. 
Assessments can include process 
measures of acute care such as 
timeliness of access, diagnosis, 
and treatment; outcome metrics 
such as symptom relief and func-
tional recovery; and costs related 
to episodes of care. Metric de-
velopment in this area is in its 
infancy but could incorporate 
patient-reported outcomes pertain-
ing to relief of pain and other 
acute symptoms or successful re-
turn to physical and social func-
tioning.

Few, if any, clinics, hospitals, 
or health systems can meaning-
fully measure patient outcomes 
or calculate costs related to an 
episode of acute illness. This work 
is challenging, since acute care 
episodes often involve multiple 
sites (clinics, free-standing urgent 
care centers, hospital emergency 
departments, and skilled nursing 
facilities could all be involved); 
may cross borders between differ-
ent providers, payers, and record-
keeping systems; and tend to be 
defined by symptoms (e.g., chest 
pain) rather than diagnoses (e.g., 
acute myocardial infarction) or 
procedures (e.g., coronary-artery 
bypass grafting). Improvements 
in quality or costs require a clear 
understanding of the resources 
needed to deliver care during an 

acute illness and the outcomes 
that are meaningful to patients.

Fourth, we can improve the 
efficiency of spending by fully 
integrating acute care into alter-
native payment models. Such 
models, particularly comprehen-
sive population-based payments 
tied to the care of a group of pa-
tients, may better align payer and 
provider incentives with patients’ 
needs by allowing acute care to 
be provided in varied settings 
while encouraging more effective 
use of slack in the system’s ca-
pacity in order to address those 
needs in a more timely fashion. 
For example, if less severe illness-
es can be managed efficiently in 
a hospital emergency department, 
should patients delay treatment 
to be seen in an office setting 
the next day? In addition, assess-
ments of and responses to pa-
tients’ acute health needs may im-
prove when integrated delivery 
systems are responsible for the 
total cost of an episode of acute 
care and are accountable for the 
consequences of that care.5

Acute illness represents a sub-
stantial responsibility for the U.S. 
health care system, yet it has 
largely been overlooked in reform 
efforts focused on chronic dis-
ease management and hospital in-
patient services. Current approach-

es to acute care are plagued by 
inefficiency, fragmentation, and 
redundancy. Fundamentally, to op-
timize our health system’s respon-
siveness to acute care needs, we 
will have to place patients at the 
center of the delivery system.
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