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SUMMARY OF KEY FINDINGS

> Privately insured patients 
account for the largest and 
fastest growing segment of 
ED users. 

> Visits to the ED for non-urgent 
and preventable conditions 
are common and growing. 
Use of the ED for non-urgent 
conditions is associated with 
limited access to primary care 
providers.

> ED overcrowding is a complex 
problem that cannot be 
solved by simply increasing 
capacity or covering the 
uninsured. Improved efficiency 
in moving ED patients to 
inpatient beds is important to 
reducing overcrowding.

> The effect of EDs on hospital 
finances depends heavily on 
the services provided and 
the reimbursement received 
— either directly through 
insurance or indirectly  
through government 
subsidies. 

 

Why is this important to policy-makers?

g	 The growth in emergency department (ED) visits over the last decade coupled 
with the decline in the number of hospitals operating an ED have led some 
experts to declare that emergency care has reached a breaking point  
(Reference 1). 

g	 EDs serve as a bellwether of performance for other parts of the health care 
system. The availability and utilization of ED care can reveal limitations in 
other areas such as primary care.

g	 The ED is a critical part of the first response to public health emergencies such 
as natural disasters, epidemics and bioterrorism. 

Who uses the emergency department?

Low income and poor health are strong predictors of ED use (Reference 2). 
ED utilization rates also are much higher than average among infants, the elderly, 
nursing home residents, the homeless, African Americans, and individuals covered 
by Medicaid and SCHIP (Table 1). Nevertheless, many of these high-use groups 
account for a small percentage of total ED visits.

Table 1: Annual ED visits by high-use population groups, 2006

Population group ED visits per 100 individuals
Group’s share of all  

U.S. ED visits

U.S. average 41 —

Infants 85 3%

Age 75+ 60 9%

Nursing home residents 140 2%

Homeless 84 < 1%

African Americans 80 25%

Medicaid/SCHIP enrollees 82 26%

Source: Pitts et al., 2008 (Reference 3). 

Notes: High-use populations are those with at least 60 visits per 100 individuals. Visit rates include individuals with 
multiple visits as well as those with no visits. Group shares should not be summed because individuals may be part  
of multiple groups. 

Frequent ED users have substantial physical and mental health problems. 
Most are covered by Medicare or Medicaid and appear to use the ED as a 
supplement, rather than a substitute for other types of medical care (Reference 4).
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Recent growth in emergency department use 
is driven by people with private insurance.

PATIENT COST-SHARING AND  

THE ED

A number of studies have looked 
at the effect of patient cost-sharing 
on ED use. In general, greater cost-
sharing is associated with reduced 
ED visits and the reductions tend 
to be greatest for non-urgent 
conditions. Most research finds little 
or no adverse health effects from ED 
cost-sharing (Reference 5). These 
studies are generally limited to well-
insured populations with higher 
socioeconomic status and greater 
access to alternate forms of care, 
however.

Very little research examines the 
effects of ED co-payments by patient 
income or among enrollees in public 
programs. One study found that high 
deductible requirements led to a 25 
percent decline in high-severity ED 
visits for patients in low-income areas, 
but no significant decline for other 
patients (Reference 6).

Accurate patient understanding is 
necessary for cost sharing to have 
the desired effects on health care 
utilization. One study found that 
although most patients were well 
informed about prescription and 
office-visit co-payments, more than 
half underestimated their ED co-
payments by $20 or more. Those 
who believed that they had a higher 
co-payment (rightly or wrongly) were 
more likely to delay or avoid ED care 
(Reference 7).

Privately insured individuals account for the largest share of ED visits 
(Figure 1). The recent growth in ED utilization is driven by individuals with 
private insurance, higher income, and private physicians as their usual source  
of care (Reference 8). 

Figure 1: Expected payer distribution of ED visits, 2006

Source: Pitts et al., 2008 (Reference 3).

Note: Uninsured includes self-pay, no charge, charity, or where no other payment source was reported.

After adjustment for health and other factors, ED use by the uninsured 
is no different from that of the privately insured. After adjusting for self-
reported health status, demographics, and the capacity of local EDs and primary 
care providers, uninsured patients used the ED at the same rate as the privately 
insured, while patients with Medicaid/SCHIP or Medicare coverage had much 
higher utilization rates (Reference 9). 

How often do patients seek care in the ED for non-urgent 
conditions?

Although use of the ED for non-urgent and preventable conditions 
appears to be common and growing, identification of these conditions 
remains imprecise. One study attributed all of the increase in total ED visits 
between 1997–1998 and 1999–2000 to visits classified as semi-urgent (care required 
within 1–2 hours), non-urgent, or no/unknown triage (Reference 10). Another 
study, however, found that 6 percent of patients triaged as non-urgent were later 
admitted as inpatients (Reference 11). 
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Overcrowding often results from a shortage of in-
patient beds for patients admitted through the ED.

THE EFFECT OF EDS ON 

HOSPITAL FINANCES

Evidence of the effect of EDs on 
hospital finances is mixed. Federal 
law requires hospitals to provide 
screening and stabilization services 
to all patients regardless of their 
ability to pay.1 As a result, the ED is 
exposed to potentially large financial 
losses by providing care that may 
not be reimbursed. Indeed, the ED 
is the dominant source of hospital 
admissions for the uninsured 
(Reference 12). 

The uninsured represent only a small 
percentage of all hospital admissions 
through the ED, however. Most visits 
to the ED are by privately insured 
patients and the ED is an important 
and growing source of revenue from 
inpatient admissions (Reference 13).

Ultimately, the effect of the ED on 
hospital finances appears to depend 
on a number of factors. For hospitals 
located in urban areas with high 
uninsured rates, EDs often are a 
drain on hospital finances. EDs that 
serve a large volume of non-admitted 
patients and EDs that are part of a 
trauma center also are more likely 
to have a negative effect on hospital 
finances (Reference 14).

Various subsidy mechanisms exist 
to support uncompensated care 
provided by EDs with large volumes 
of poor and uninsured patients. These 
subsidies are often poorly targeted, 
however, and applied inconsistently 
across states (Reference 15).

1 See Emergency Medical Treatment and Active 
Labor Act (EMTALA) 42-USC-1395-dd.

Use of the ED for non-urgent care is often associated with limited access, 
financial or otherwise, to primary care providers (Reference 16). ED use 
for non-urgent and preventable conditions is most common among Medicaid 
patients, the uninsured, children under age 5, and patients visiting public hospitals 
(Reference 17). In addition, some patients indicate a preference for ED care due 
to convenience, the access it provides to specialty care, or perceptions that higher-
quality care is available in a hospital setting (Reference 18). 

What are the causes and consequences of overcrowding?

The inability to move patients from the ED to the appropriate inpatient 
unit is a major driver of overcrowding. “Patient boarding” results when 
hospitals do not have room for admitted patients to be moved out of the ED.  
The higher the hospital occupancy rate, the greater the waiting times in the ED 
and the more likely the ED is to divert ambulances to other hospitals (Reference 19). 

A shortage of on-call specialists in the ED is another source of over-
crowding (Reference 20). Hospitals are reporting more trouble finding 
specialists who are willing to provide on-call services in the ED.

Many clinicians believe the growth in psychiatric ED visits is a 
contributor to overcrowding, but this issue has not been studied 
rigorously. Although psychiatric patients still account for a modest share of ED 
visits, visits for patients with psychiatric diagnoses are growing faster than ED visits 
overall (Reference 21). This trend has raised concern among ED clinicians who 
describe psychiatric patients as time-consuming, difficult to care for, and disturbing 
to other patients (Reference 22).

ED overcrowding is associated with reduced quality and patient safety. 
Increases in ED overcrowding are associated with increased waiting times for 
painkillers and antibiotics, greater mortality, and more adverse events (Reference 23). 

Although some hospitals require additional capacity to alleviate 
overcrowding, it may be more effective to use existing capacity more 
efficiently. Many hospitals have found that improving the efficiency of their 
internal processes, especially the flow of patients across departments, is the key to 
reducing overcrowding in the ED (Reference 24). 

How much does it cost to provide care in the ED?

The true costs associated with care in the ED, particularly non-urgent 
care, are not well understood. Since EDs maintain a high level of staffing 
and equipment for unexpected emergencies, the cost of one additional visit can 
be quite low. Alternatively, care in the ED is potentially more expensive because 
of a lack of patient records and the medical screening required by the Emergency 
Medical Treatment and Active Labor Act (EMTALA).
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The hospital ED is playing a larger role in the health care of virtually all patients. High-need patients 
including the poor, elderly, and chronically ill are heavy users of the ED. Yet the bulk of ED volume and 
growth is driven by non-elderly insured middle-class patients. At the same time, the growing use of the 
ED for preventable conditions signals deterioration in access to primary care. Because of their key role 
in health care delivery, EDs are becoming overcrowded and health care quality and patient safety are 
suffering. In addressing these issues, policy-makers should consider the following:

> Expansion of health insurance coverage on its own is likely to increase rather than decrease stress 
on overcrowded EDs. ED overcrowding is driven by the inability to move patients out of the ED to an inpatient 
bed, not the use of EDs for non-emergent care by the uninsured. Although expanded coverage may reduce the 
demand for uncompensated ED care (and improve hospitals’ financial performance), insured patients represent the 
fastest growing subpopulation of ED users.

> Current market and reimbursement incentives often stand as barriers to improving efficiency. The 
ability of specialists to earn higher fees in other settings makes it difficult to maintain specialty coverage in the ED. 
“Patient boarding” results in overcrowding, but improvements in patient flow often require disruption to current 
delivery patterns for elective surgeries and other profitable services. Hospitals that reduce ED overcrowding may 
suffer financially if this reduction leads more profitable patients and their physicians to go elsewhere. 

> Improved access to primary care may reduce the use of the ED for non-urgent conditions. Medicaid 
patients, the uninsured, and young children, in particular, are seeking care in the ED for non-urgent and preventable 
conditions, in part, because of a lack of available primary care.

Policy Implications
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