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Abstract

Due to access barriers, Americans seek a significant amount of non-emergent care in emergency
departments, with long waits to be seen. Retail clinics and urgent care centers have emerged as
alternative sites to the emergency department. We estimate that between 13.7 and 27.1 percent of
all emergency department visits could be treated at one of these alternative sites with a potential
cost savings of approximately $4.4 billion annually. The primary conditions that could be treated
at these sites include minor acute illnesses, strains, and fractures. There is some evidence that
patients can appropriately self-triage to these alternative sites.

Due to long wait times for appointments, limited after-hours care at physicians’ offices, and
other access barriers,(1–3) Americans seek a significant amount of non-emergent care at
emergency departments (EDs). Patients who present for problems that can be treated
elsewhere constitute a significant fraction of ED visits.(4) Such patients may have lengthy
waits in the ED,(5,6) which can lead to both inconvenience and patients choosing to leave
without treatment. While some studies find a small marginal cost of treating non-emergent
conditions in the ED, others report that charges for non-emergent conditions are
significantly higher in the ED than in other settings, which can increase patients’ out-of-
pocket costs and creating added strain on national health care spending(7–10).

Over the last decade, the number of retail clinics (RCs) and urgent care centers (UCCs) has
increased, and these sites can serve as alternatives for non-emergent care.(11–13) RCs are
located in retail stores, are typically staffed by nurse practitioners, and treat a limited range
of health conditions, such as pharyngitis and conjunctivitis.(12) An estimated 29 percent of
the U.S. population lives within a 10-minute drive of an RC, although such clinics are less
likely to be located in minority and low-income neighborhoods.(14,15)

UCCs are most typically freestanding physicians’ offices with extended hours, onsite x-rays
and laboratory testing, and an expanded treatment range, including care for fractures and
lacerations.(13) There is limited evidence that care at these alternative sites costs less and is
of comparable quality to that provided in the ED. (7,8,16)

RCs, UCCs, and EDs share several relevant characteristics. They provide walk-in care
focused on acute conditions and acute exacerbations of chronic conditions.(13) Nurse
practitioners and physician assistants are the primary providers in RCs, and are also
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providers in UCCs, though to a lesser extent.(12,13) Many EDs utilize nurse practitioners
and physician assistants in their ‘fast track’ areas to provide care for minor conditions, and
approximately half of UCCs employ emergency medicine trained physicians.(17) The
demographic mix of patients is similar at RCs and EDs.(11) However, EDs are never closed,
see significantly higher-acuity patients, and under federal law, must provide a medical exam
to all patients regardless of ability to pay.

As a result, it is reasonable to investigate the extent to which these sites can substitute for
one another. For any given patient, the possibility of safely substituting RC or UCC care for
an ED depends on the severity of the condition, the equipment and level of provider training
required to care for the patient, and the patient’s ability to self-triage to the most appropriate
site.

To date, however, there have been no detailed examinations of the overlap between care
provided at the three care sites and the extent to which UCCs and RCs can potentially
substitute for EDs in the provision of non-emergent acute care. In this paper, we address this
question, comparing patient demographics, medical conditions treated, and medications
prescribed at each site.

METHODS

Data

RC data include 1.2 million visits to eight RC companies between inception of operations
and summer 2008, omitting those visits for which we lacked final diagnosis (n=150,631).
The dataset did not include drugs prescribed. Detailed information is available elsewhere.(7)

UCC data come from visits between July 1 and December 31, 2007 to centers in 35 states
using the same UCC-specific electronic medical record. Data were abstracted for a random
sample of 1,263 visits, including demographic characteristics, primary diagnosis, prescribed
medications, and whether the patient was referred to another provider. These data are not
representative of visits to all UCCs, but, to our knowledge, are the largest, most
representative sample to date. The abstraction was funded by the Journal of Urgent Care
Medicine.

ED visit data come from the 2006 National Hospital Ambulatory Medical Care Survey
(NHAMCS), providing a nationally representative sample; additional details are available
from the National Center for Health Statistics (http://www.cdc.gov/nchs/ahcd.htm).(18) We
excluded visits for patients who were subsequently admitted to the hospital as being de facto
inappropriate for care at an RC or UCC. Our analysis included the remaining 31,197 visits,
representing an estimated 104 million visits nationally.

Classification of diagnosis codes and prescribed drugs

To compare diagnoses across settings, we aggregated primary or first-listed ICD-9 codes
into groups that are similar or require similar equipment for treatment.(7) We similarly
defined categories for drugs prescribed in UCCs and EDs, first grouping drugs using the
Multum therapeutic classification system (http://www.multum.com/Lexicon.htm) and then
into larger categories. We identified the most frequently prescribed drugs and show data for
categories that represent more than 0.5 percent of the drugs prescribed in UCCs.

Emergency department visits that may be treatable elsewhere

To identify commonly-treated conditions, we included diagnoses seen at more than two
percent of RC and UCC visits. We used an algorithm developed by Billings et al. to identify
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visits that could be treated in a primary care setting or are non-emergent, categories for
which we assumed care could be provided outside the ED.(19,20) The algorithm does not
classify trauma-related diagnoses, for which we estimated the impact of assuming either 25
or 50 percent could be treated at UCCs. For each condition commonly treated at an RC or
UCC, we applied the algorithm to determine the proportion of ED visits that could likely be
treated in each of these settings, and summed across all conditions.

Analyses

The patient visit was the unit of analysis. For NHAMCS data, we corrected for the complex
sampling design. We used a Z-approximation with a Bonferroni correction for multiple
comparisons to compare across sites; differences discussed in the text are statistically
significant at p<0.05 or better. The online appendix includes more detailed methodological
information.

RESULTS

Patient and Visit Characteristics

Exhibit 1 shows the patient and visit characteristics for all three sites of care. At all three
care sites, most visits are by females, and more than two in five visits are for adults ages 18
to 44. Adults ages 65 and older account for a larger fraction of visits to EDs than to RCs,
and children under age two are more frequently seen in EDs than in both RCs and UCCs.

Approximately 17 percent of visits to EDs were made by patients who were uninsured,
compared with approximately 26 percent of visits to RCs. Patients were referred to an ED or
a physician’s office at 2.3 percent of RC visits, similar to the 2.2 percent of UCC visits
resulting in referral to the ED.

Conditions Treated at Retail Clinics and Urgent Care Centers

The most common diagnoses at RCs are for upper respiratory infections (60.6%), urinary
tract infections (3.7%), preventive care (21.6%), and other minor conditions such as
allergies, bug bites and rashes, and conjunctivitis (9.5%) (see Exhibit 2). These four major
groups of diagnoses account for more than 95 percent of all RC visits.

UCCs see a wider scope of conditions than RCs. While upper respiratory infections are still
quite common among their patient population, such diagnoses constitute a smaller
proportion of all visits compared to RCs (33.3 vs. 60.6 percent). Beyond the conditions
typically seen at RCs, UCCs also see a significant proportion of visits related to
musculoskeletal conditions (21.5 percent) such as strains, fractures, and joint and muscle
pain. Dermatological conditions, such as burns and lacerations, are also commonly seen in
UCCs (9.7 percent). Both UCCs and EDs have considerably fewer visits for preventive
services than RCs (0.0 percent and 3.8 percent vs. 21.6 percent, respectively). The nine
major groups of conditions shown in Table 2 account for 91 percent of all UCC visits.

Prescription Medications

More than two in five prescriptions (41.5 percent) written at UCCs are for antimicrobials,
including antibiotics, with approximately one in five (18.9) additional prescriptions written
for central nervous system agents, most commonly including pain medications (see Exhibit
3). These proportions are approximately reversed in the ED, where 16.3 percent of
medications administered or prescribed are for antimicrobials and 44.2 percent are for
central nervous system agents (the large majority of which – 38.8 percent of all medications
– are for analgesics). Similar proportions of respiratory agents are used in the two settings
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(12.1 percent in UCCs and 9.2 percent in EDs), and other medications are used in smaller
proportions. Prescription data was not available in our retail clinics data.

Emergency Department Visits that Could be Treated at Retail Clinics or Urgent Care
Centers

Exhibit 2 also shows the conditions commonly treated at RCs and UCCs – diagnoses that
constitute two percent or more of all visits in each setting. Per the Billings algorithm, the
large majority of visits for these conditions could be clinically managed outside the ED
(range 66.7–95.7 percent). In keeping with the Billings algorithm’s identification of non-
emergent and primary care treatable conditions, only 9.7 percent of ED visits for chronic
obstructive pulmonary disease and asthma – typically more serious conditions - could be
seen outside of the ED (data not shown).

We estimate that 13.7 percent of all ED visits could be seen in an RC – that is, 13.7 percent
of ED visits are for conditions commonly seen at RCs and per the Billings algorithm could
be managed outside the ED. Restricting our calculation to ED visits that occurred only
during hours when RCs and UCCs are typically open (9am–9pm Monday-Friday; 9am–5pm
Saturday; 10am–5pm Sunday), we estimate that 7.9 percent of all ED visits can be seen at a
RC. Further, we estimate that an additional 13.4 percent of ED visits could be seen at a UCC
(8.9 percent when hours are restricted). Overall, a total of 27.1 percent of all ED visits could
be managed at a RC or UCC (16.8 percent when hours are restricted).

These estimates assume that 50 percent of ED visits for trauma-related conditions that are
commonly seen in UCCs (strains, fractures, contusions, and lacerations) could be treated
there. Lowering this assumption to 25 percent results in an estimate of 13.7 percent of all
ED visits being potentially treatable elsewhere during hours that RCs and UCCs are
typically open.

DISCUSSION

We identify a significant fraction of ED visits for non-emergent conditions that could be
cared for in UCCs or RCs. Patients may go to an ED for these conditions because of
difficulty obtaining accessible, affordable, convenient care for these conditions elsewhere.
(1–3) We estimate that between 13.7 and 27.1 percent of all ED visits could potentially be
seen at RCs or UCCs.

Diverting these patients could potentially decrease their waiting time to be seen by a
clinician, since many experience extended periods in ED waiting rooms. There are also
potential savings associated with the use of RCs and UCCs. Prior studies have estimated RC
and UCC costs at $279-$460 and $228–$414 less than ED costs, respectively, for similar
cases.(7,8) Assuming the smallest of each of these savings and that 16.8 percent (our mid-
point estimate) of the 104 million non-admitted ED visits in 2006 could be seen in one of
these alternative settings, the potential savings to the health care system would be
approximately $4.4 billion annually, or 0.2 percent of national health care spending.

Our study has a number of limitations. While our ED data are nationally representative, our
RC and UCC data come from limited sets of providers. No data were available regarding the
proportion of trauma-related diagnoses that could appropriately be treated outside the ED;
while we tested a range of assumptions to address this concern, it is only partly mitigated in
our estimates. Our analysis also cannot account for the distance between the EDs at which
patients sought non-emergent care and any available UCCs or RCs, which could have
significant impact on their accessibility. Finally, our savings estimate is predicated three
assumptions. The first is that all eligible patients would shift to alternative sites for non-
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emergent care, finding them accessible, affordable, and willing to provide care to them
regardless of insurance status. Second, we assume that RCs and UCCs would be capable of
providing care to a greatly increased number of patients. Since neither assumption is likely
fully valid, our estimate represents an upper bound on potential savings. Countering this, our
estimates also make the third assumption that we capture the full range of services that could
be provided at RCs and UCCs in our definition of commonly-seen conditions. This is likely
untrue, especially given recent expansions in scope of care at RCs (21), potentially biasing
our estimates downward.

The goal of this work was to estimate the fraction of ED visits that could be seen elsewhere.
There are a number of caveats to be considered should policymakers seek to encourage
patient use of alternative sites.

First, policy levers to discourage non-emergent ED use may be problematic. While
increased copayments can decrease ED use,(22) their spread has not deterred long-term
increases in ED utilization. Another approach is to refer patients to an alternative site after
they are triaged. One study found that 52 percent of eligible patients accepted a deferred
appointment with a primary care physician,(23) but this requires the patient to make an
additional visit after being seen in the ED, and most EDs will only make a decision to refer
elsewhere after evaluation by a physician. Refusing ED services to patients with non-
emergent conditions raises ethical concerns,(24) and some fraction of patients denied care
may have urgent needs.(25)

Second, there are outstanding concerns about diverting patients away from EDs. Though one
study found comparable quality across the three settings,(7) more research is needed to
ensure that equivalent quality is provided at RCs and UCCs. In addition, more rigorous
assessments of patients’ ability to appropriately self-triage to the best site are needed. We
found that both RCs and UCCs refer less than three percent of patients to other sites, and
that the oldest and youngest patients – who are likely to need the most complex services and
for whom acute illnesses are most likely to be serious – are more common among ED
patients than in the other two settings. These findings indicate that patients are currently
self-triaging in a manner that appropriately ensures safety, bringing the most complex and
urgent conditions to the ED. However, self-triage might be problematic if larger numbers of
patients use alternative sites. In addition, simply expanding the number of alternative sites or
promoting their use will not ensure that patients will transfer their care.

Third, there are limitations to realizing any savings estimates. If greater availability of
alternative sites induces new demand for care, some or all savings could be offset. Similarly,
any increase in reimbursement to RCs or UCCs will decrease savings. Finally, one driver of
higher ED costs is that care for life-threatening conditions is expensive. If these costs are
spread over a smaller number of total ED visits, per-visit ED costs will rise, decreasing
aggregate societal savings.

A continued increase in the number of ED visits for non-emergent causes is likely
unsustainable in our current health care system. At the same time, there are calls for health
system improvement that focus on increasing quality and patient-centeredness while holding
organizations accountable for the cost and outcomes of care they provide. It is unclear what
role might exist for alternative sites such as RCs and UCCs in such a framework.

In an ideal world, patients would seek care for non-emergent conditions at their primary care
office. While new initiatives such as medical home demonstrations and accountable care
organizations (26,27) encourage primary care and seek to improve access, this seems
unlikely to provide a widespread solution in the near term. Increasingly, acute care is
provided outside of the primary care setting. Both the shortage of primary care physicians
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and the increased number of people likely to seek primary care as insurance coverage is
expanded under the Affordable Care Act will likely contribute to worsening primary care
access. Recent experience in Massachusetts indicates that such expansions are not likely to
lead to a drop in low-acuity ED visits,(28) indicating a need to further investigate
alternatives for providing non-emergent care.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

NOTES

1. Berry A, Brousseaus D, Brotanek JM, Tomany-Korman S, Flores G. Why Do Parents Bring
Children to the Emergency Department for Nonurgent Conditions? A Qualitative Study. Ambul
Pediatr. 2008; 8(no. 6):360–367. [PubMed: 19084785]

2. Gill JM, Riley AW. Nonurgent Use of Hospital Emergency Departments: Urgency from the
Patient's Perspective. J Fam Pract. 1996; 42(no. 5):491–496. [PubMed: 8642367]

3. Koziol-McLain J, Price D, Weiss B, Quinn A, Honigman B. Seeking Care for Nonurgent Medical
Conditions in the Emergency Department: Through the Eyes of the Patient. J Emerg Nurs. 2000;
26(no. 6):554–563. [PubMed: 11106453]

4. Young GP, Wagner MB, Kellermann AL, Ellis J, Bouley D. Ambulatory Visits to Hospital
Emergency Departments. Patterns and Reasons for Use. 24 Hours in the Ed Study Group. JAMA.
1996; 276(no. 6):460–465. [PubMed: 8691553]

5. Schull MJ, Kiss A, Szalai JP. The Effect of Low-Complexity Patients on Emergency Department
Waiting Times. Ann Emerg Med. 2007; 49(no. 3):257–264. [PubMed: 17049408]

6. United States Government Accountability Office. [cited 25 June 2010] Hospital Emergency
Departments: Crowding Continues to Occur, and Some Patients Wait Longer Than Recommended
Time Frames. 2009. Available from: http://www.gao.gov/new.items/d09347.pdf

7. Mehrotra A, Liu H, Adams J, Wang M, Lave J, Thygeson M, et al. Comparing Costs and Quality of
Care at Retail Clinics with That of Other Medical Settings for 3 Common Illnesses. Ann Intern
Med. 2009; 151(no. 5):321–328. [PubMed: 19721020]

8. Thygeson M, Van Vorst KA, Maciosek MV, Solberg L. Use and Costs of Care in Retail Clinics
Versus Traditional Care Sites. Health Aff. 2008; 27(no. 5):1283–1292.

9. Williams RM. The Costs of Visits to Emergency Departments. N Engl J Med. 1996; 334(no. 10):
642–646. [PubMed: 8592529]

10. Baker LC, Baker LS. Excess Cost of Emergency Department Visits for Nonurgent Care. Health
Aff. 1994; 13(no. 5):162–171.

11. Mehrotra A, Wang M, Lave J, Adams J, McGlynn E. Retail Clinics, Primary Care Physicians, and
Emergency Departments: A Comparison of Patients' Visits. Health Aff. 2008; 27(no. 5):1272–
1282.

12. Scott, MK. Health Care in the Express Lane: The Emergence of Retail Clinics. Oakland, CA: The
California HealthCare Foundation; 2006.

13. Weinick, RM.; Betancourt, RM. No Appointment Needed: The Resurgence of Urgent Care Centers
in the United States. Oakland, CA: The California HealthCare Foundation; 2007.

14. Rudavsky R, Pollack CE, Mehrotra A. The Geographic Distribution, Ownership, Prices, and Scope
of Practice at Retail Clinics. Ann Intern Med. 2009; 151(no. 5):315–320. [PubMed: 19721019]

15. Pollack CE, Armstrong K. The Geographic Accessibility of Retail Clinics for Underserved
Populations. Arch Intern Med. 2009; 169(no. 10):945–949. [PubMed: 19468086]

16. Rohrer JE, Yapuncich KM, Adamson SC, Angstman KB. Do Retail Clinics Increase Early Return
Visits for Pediatric Patients? J Am Board Fam Med. 2008; 21(no. 5):475–476. [PubMed:
18772304]

17. Weinick RM, Bristol SJ, DesRoches CM. Urgent Care Centers in the U.S.: Findings from a
National Survey. BMC Health Serv Res. 2009; 9:79. [PubMed: 19445656]

Weinick et al. Page 6

Health Aff (Millwood). Author manuscript; available in PMC 2012 August 06.

N
IH

-P
A

 A
u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t

http://www.gao.gov/new.items/d09347.pdf


18. Pitts, SR.; Niska, RW.; Xu, J.; Burt, CW. National Hospital Ambulatory Medical Care Survey:
2006 Emergency Department Survey. Atlanta, GA: U.S. Department of Health and Human
Services Centers for Disease Control and Prevention; 2008.

19. Billings, J. Using Administrative Data to Monitor Access, Identify Disparities, and Assess
Performance of the Safety Net. In: Billings, J.; Weinick, R., editors. Monitoring the Health Care
Safety Net Book III: Tools for Monitoring the Health Care Safety Net. Rockville, MD: Agency for
Healthcare Research and Quality; 2003.

20. Billings, J. Interactive Tool and Software: Safety Net Monitoring Initiative. Rockville, MD:
Agency for Healthcare Research and Quality; 2004. Available from:
http://www.ahrq.gov/data/safetynet/toolsoft.htm

21. Wang, S. [cited 25 June 2010] Retail Clinics Set to Roll out New Services. 2009. Available from:
http://blogs.wsj.com/health/2009/06/05/retails-clinics-set-to-roll-out-new-services/

22. Selby JV, Fireman BH, Swain BE. Effect of a Copayment on Use of the Emergency Department in
a Health Maintenance Organization. N Engl J Med. 1996; 334(no. 10):635–641. [PubMed:
8592528]

23. Washington DL, Stevens CD, Shekelle PG, Henneman PL, Brook RH. Next-Day Care for
Emergency Department Users with Nonacute Conditions: A Randomized, Controlled Trial. Ann
Intern Med. 2002; 137(no. 9):707–714. [PubMed: 12416944]

24. Iserson KV. Assessing Emergency Department Care. Am J Emerg Med. 1992; 10(no. 3):263–264.
[PubMed: 1586440]

25. Lowe RA, Bindman AB. Judging Who Needs Emergency Department Care: A Prerequisite for
Policy-Making. Am J Emerg Med. 1992; 15(no. 2):133–136. [PubMed: 9115511]

26. Rittenhouse DR, Shortell SM. The Patient-Centered Medical Home: Will It Stand the Test of
Health Reform? JAMA. 2009; 301(no. 19):2038–2040. [PubMed: 19454643]

27. Fisher ES, Staiger DO, Bynum JP, Gottlieb DJ. Creating Accountable Care Organizations: The
Extended Hospital Medical Staff. Health Aff. 2007; 26(no. 1):w44–W57.

28. Smulowitz PB, Baugh CW, Schuur JD, Liu SW, Lipton RB, Wharam JF, Landon BE. Change in
Acuity of Emergency Department Visits After Massachusetts Health Care Reform. Ann Emerg
Med. 2009; 54 Supp.1(no. 3):S84.

Weinick et al. Page 7

Health Aff (Millwood). Author manuscript; available in PMC 2012 August 06.

N
IH

-P
A

 A
u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t

http://www.ahrq.gov/data/safetynet/toolsoft.htm
http://blogs.wsj.com/health/2009/06/05/retails-clinics-set-to-roll-out-new-services/


N
IH

-P
A

 A
u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t
N

IH
-P

A
 A

u
th

o
r M

a
n
u
s
c
rip

t

Weinick et al. Page 8

Exhibit 1

Characteristics of Visits and Patients Seen in Retail Clinics

Retail
Clinic
Visits

% (std err)

Urgent Care
Center

Visits
% (std err)

Emergency
Department

Visits
% (std err)

Gender

   Male 37.3 (0.04) 44.8 (1.39) 45.4 (0.47)

   Female 62.7 (0.04) 55.2 (1.39) 54.6 (0.47)

Age

   Under 2 0.2 (0.00) 1.5 (0.34) 5.9 (0.27)

   2–5 6.6 (0.02) 4.5 (0.58) 6.1 (0.25)

   6–17 21.0 (0.04) 12.4 (0.93) 12.3 (0.35)

   18–44 43.5 (0.05) 49.8 (1.41) 45.0 (0.59)

   45–64 21.5 (0.04) 23.1 (1.19) 20.0 (0.38)

   65 or over 7.2 (0.02) 8.7 (0.79) 10.8 (0.30)

Insurancea

   Yes 73.8 (0.04) --     --     

   No 26.2 (0.04) --     --     

Type

   Private --     --     34.4 (0.93)

   Medicare --     --     11.0 (0.37)

   Medicaid --     --     26.2 (1.00)

   Self-pay --     --     17.1 (0.74)

   Other --     --     11.3 (0.85)

Refer to other locationb 2.3 (0.01) 2.2 (0.42) --     

N (unweighted) 1.2 million 1,263    31,197    

a
Insurance data are not available for urgent care centers. Retail clinic data do not detail type of insurance.

b
Retail clinic data include information on referrals to emergency departments and to physicians’ offices without distinguishing between these two

sites; urgent care center data include information on referrals to emergency departments. Not applicable to emergency department visits.
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Exhibit 3

Medications Prescribed at Urgent Care Center and Emergency Department Visits

Prescribed in

Urgent Care
Centers

% (std err)

Emergency
Departments

% (std err)

Therapeutic Class Percent Percent

Antimicrobials 41.5 (6.2) 16.3 (0.4)

   Penicillins 9.5 (4.8) 3.7 (0.1)

   Cephalosporins 7.2 (3.2) 3.8 (0.2)

   Macrolides 8.6 (5.1) 2.3 (0.1)

   Other 16.2 (4.3) 6.6 (0.2)

Central nervous system agents 18.9 (3.7) 44.2 (0.6)

   Analgesics, including narcotics 14.0 (3.2) 38.8 (0.5)

   Antiemetic and antivertigo agents 0.8 (0.6) 2.5 (0.1)

   Muscle relaxants 3.9 (1.7) 2.2 (0.1)

   Other 0.1 (0.1) 0.7 (0.1)

Respiratory agents 12.1 (2.7) 9.2 (0.3)

   Antihistamines 4.8 (1.9) 4.4 (0.2)

   Bronchodilators 2.9 (1.3) 3.0 (0.2)

   Upper respiratory combination medications 2.8 (0.8) 1.0 (0.1)

   Other 1.5 (0.9) 0.8 (0.1)

Topical agents 10.3 (2.9) 3.7 (0.2)

   Steroid creams 2.6 (1.2) 0.8 (0.1)

   Opthalmic agents 1.1 (0.6) 0.8 (0.1)

   Other 6.6 (2.6) 2.1 (0.1)

Hormones and glucocorticoids 6.9 (3.6) 3.2 (0.2)

   Estrogen, progestin, and oral contraceptives 0.3 (0.2) 0.1 (0.0)

   Glucocorticoids 6.4 (3.6) 3.0 (0.2)

   Other 0.3 (0.2) 0.2 (0.0)

Cardiovascular agents (e.g. antihypertensives) 2.7 (0.8) 4.1 (0.2)

Gastrointestinal agents (e.g. medications for acid reflux, laxatives) 1.1 (0.4) 5.7 (0.2)

Metabolic agents (e.g. diabetes medications) 0.8 (0.4) 0.8 (0.1)

Antidepressants and anxiolytics 2.5 (0.8) 4.5 (0.2)

Other 3.3 (1.2) 8.3 (0.3)
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