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Findings from HSC

ata from the National Hospital
Ambulatory Medical Care Survey

(see Data Sources) show an average 
of 108 million hospital emergency
department visits annually in 2000 and
2001, an increase of about 16 percent
from 1996-97 (see Table 1). Most of
the increase—75 percent—was due to
increased per person use—from 35
visits per 100 persons in 1996-97 to 39
visits in 2000-01. About one-fourth of
the increase in ED visits was due to
general population increase.

Contrary to the perception that the
uninsured account for a dispropor-
tionate amount of the increase in

emergency department use, most of
the increase in visits is due to increased
use by insured people, especially the
privately insured. Emergency depart-
ment visits by privately insured persons
increased 24 percent between 1996-97
and 2000-01, far outpacing the 4.7
percent increase in the number of
privately insured people during this
period. Medicare beneficiaries’ ED use
increased at a slower rate—10 percent—
but was still higher than the 4.1 percent
growth in the number of Medicare
beneficiaries.

Together, privately insured and
Medicare beneficiaries accounted for

about two-thirds of the overall increase
in emergency department visits, with
increased use by privately insured people
alone accounting for more than half of
the total increase. On the other hand,
the number of ED visits by Medicaid
beneficiaries did not change between
1996-97 and 2000-01, despite a 10
percent increase in program enrollment.

Emergency department visits by
self-pay or no-charge—uninsured—
patients also increased by about 10
percent between 1996-97 and 2000-01,
despite little change in the number 
of uninsured. Although ED use per
uninsured person increased and is
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Visits to hospital emergency departments (EDs) have increased greatly in recent years,

contributing to crowded conditions and ambulance diversions.1 Contrary to the

popular belief that uninsured people are the major cause of increased emergency

department use, insured Americans accounted for most of the 16 percent increase in

visits between 1996-97 and 2000-01, according to a study by the Center for Studying

Health System Change (HSC). This Issue Brief examines trends in emergency

department and other ambulatory care use, focusing on differences among insurance

groups. Although insured people accounted for most of the increase in emergency

department visits, uninsured Americans increasingly rely on emergency departments

because of decreased access to other sources of primary medical care. Emergency

department waiting times also have increased substantially, which may lower both

insured and uninsured patients’ perceptions of the quality of their care.
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comparable to that for insured persons—
about 40 visits per 100 persons in 2000-01—
the uninsured accounted for far less of the
overall increase in ED visits—11 percent—
primarily due to their smaller numbers.2

Nevertheless, the increase in visits by
uninsured patients could have serious impli-
cations for crowding in public hospitals and
other safety net institutions that treat a dispro-
portionately high number of uninsured patients.

Other Ambulatory Care Trends 
for Insured, Uninsured 

A comparison of trends in emergency depart-
ment visits with visits to other ambulatory
care providers, such as physicians or clinics,
indicates that—despite greatly increased ED
use—privately insured and Medicare benefi-
ciaries have not increased their reliance on
hospital emergency departments relative to
other ambulatory care providers. For unin-
sured patients, however, reliance on emergency
departments for medical care is high and has
increased dramatically.

For privately insured people, the 24 percent
increase in ED visits parallels a more general
trend of increased ambulatory care use,
including a 31 percent increase in hospital

outpatient department visits and a 29 percent
increase in visits to physician offices between
1996-97 and 2000-01 (see Table 2). Because
ambulatory care use increased across the
board, emergency department visits as a
proportion of all ambulatory care visits
remained about 8 percent during this period
for privately insured persons. Patterns of
ambulatory care use by Medicare beneficiaries
during this period were roughly similar,
although the magnitude of the change was
smaller than for the privately insured.

For Medicaid beneficiaries, the lack of
change in ED visits was accompanied by 
an 8 percent decrease in hospital outpatient
department visits and a 12.5 percent decrease
in physician office visits. Emergency department
visits as a proportion of all ambulatory care
visits for Medicaid beneficiaries were more
than double those of privately insured and
Medicare beneficiaries in 2000-01—17.5
percent—and increased slightly from 1996-97
because of lower non-ED ambulatory care use.

Visits to physician offices by uninsured
persons declined 37 percent between 1996-97
and 2000-01, although there was little change
in hospital outpatient visits. But, combined
with the increase in ED visits, uninsured
people now rely on hospital emergency
departments for one-fourth of their 

Data Sources

Trends in hospital ED and outpatient

department visits are based on the

National Hospital Ambulatory

Medical Care Survey (NHAMCS).

Visit trends for other ambulatory care

are based on the National Ambulatory

Medical Care Survey (NAMCS).

These surveys—conducted annually

by the National Center for Health

Statistics as part of the National

Health Care Survey—are designed

to provide nationally representative

estimates of ambulatory care visits

to hospitals and physician offices in

the United States. NHAMCS samples

visits to hospital emergency and out-

patient departments of nonfederal,

short-stay and general hospitals, while

NAMCS samples visits to nonfeder-

ally employed physicians providing

office-based patient care. For 2001,

the total number of patient record

forms providing data was 34,546 for

emergency department visits, 33,567

for hospital outpatient visits and

24,454 for physician office visits.

Trends in waiting times for ED

visits and patients’ perceptions of

quality are based on the Community

Tracking Study Household Survey, a

nationally representative telephone

survey of the civilian, noninstitu-

tionalized population conducted in

1996-97, 1998-99 and 2000-01. Data

were supplemented by in-person

interviews of households without

telephones to ensure proper repre-

sentation. The survey contains

information on approximately

60,000 persons, and the average

response rate for the three surveys

was about 60 percent. The survey

findings in this report are based 

on the last reported visit to an

ambulatory care provider in the

year before the survey interview.

Table 1
Changes in Emergency Department Visits, 1996-97 to 2000-01

U.S. TOTAL

PAYER SOURCE

PRIVATELY INSURED

MEDICARE

MEDICAID

SELF-PAY, NO CHARGE

(UNINSURED)

TOTAL ANNUAL

VISITS,
2000 AND 2001
(THOUSANDS)

CHANGE IN

VISITS,
1996-97 TO

2000-01 

CHANGE IN

POPULATION,
1996-97 TO

2000-01

107,754

43,337

16,026

18,417

18,019

16.3%

24.3

10.0

0

10.3

4.4%

4.7

4.1

10.0

0.1

1 Worker’s compensation, other coverage and unknown payer source are included in U.S. total.

Note: All estimates reflect two-year averages.

Sources: Estimates of ED visits are based on the National Hospital Ambulatory Medical Care Survey, Emergency Department Summary for
1996-2001, U.S. Department of Health and Human Services, Centers for Disease Control and Prevention, National Center for Health
Statistics; estimates of changes in the number of privately insured and uninsured persons are based on the Medical Expenditure Panel
Survey (MEPS), Agency for Healthcare Research and Quality; estimates of changes in Medicare and Medicaid enrollment are based on
enrollment data from the Centers for Medicare and Medicaid Services
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ambulatory care visits, a substantial increase
from 17 percent in 1996-97. This greater
reliance on emergency departments by
uninsured persons is likely due to a decline
in access to office-based physicians, as evi-
denced by declines in physician provision
of charity care and fewer uninsured reporting
that they have a usual source of care other
than an emergency department.3

Nonurgent Visits Dominate ED Trips

Less than half of emergency department
visits—47 percent—are classified as either
emergent—requiring care within 15 minutes
of arrival—or urgent—requiring care within
an hour (see Table 3). This is true for all
insurance groups with the exception of
Medicare patients—about 57 percent of their

visits are emergent or urgent. Moreover,
visits classified as semi-urgent, nonurgent
or unknown triage accounted for all of the
overall emergency department visit increase
across all insurance groups between 1997-98
and 1999-2000.4

Capacity constraints experienced by
office-based physicians, combined with a
loosening of managed care restrictions, may
be contributing to increases in nonurgent
ED visits. Other research shows that more
patients are having difficulty making
appointments with their doctors and more
people have long waits for appointment.5

For their part, more physicians report having
inadequate time to spend with their patients
and are increasingly closing their practices
to some new patients, despite spending
more time in direct patient care activities.6

With extended hours and no appointment
necessary, emergency departments increas-
ingly may be viewed by many patients as
more convenient sources of primary care
than their regular physicians. For uninsured
patients, EDs increasingly are one of the few
remaining primary care options.

Physicians also may be responding to
increased workload by referring patients to
EDs with greater frequency, and declines in
risk contracting and capitation mean they
no longer have financial disincentives to do
so.7 In some cases, increased utilization may
be associated with physicians practicing
defensive medicine by sending potentially
risky patients to EDs instead of providing
care in their offices.8

Trends in Waiting Times and
Perceptions of Quality

Increased emergency department use has
resulted in patients waiting longer. During
a two-year period alone, the proportion of
emergency department patients who waited
more than 30 minutes increased from 36
percent in 1999 to 45 percent in 2001, while
the proportion waiting 15 minutes or less
decreased from 42 percent to 33 percent
(see Figure 1). Waiting times for walk-in
visits at other ambulatory providers, such
as freestanding urgent care centers or com-
munity health centers, are shorter than at
EDs, and waiting times did not increase as
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Table 2
Trends in Ambulatory Care Use by Insurance Type, 1996-97 to 2000-01

CHANGE IN NUMBER OF VISITS,

1996-97 TO 2000-01

PHYSICIAN OFFICE VISITS

HOSPITAL OUTPATIENT VISITS

HOSPITAL ED VISITS

ED VISITS AS A PROPORTION OF

ALL AMBULATORY CARE VISITS

1996-97

2000-01

PRIVATE

INSURANCE MEDICARE MEDICAID

SELF-PAY,
NO CHARGE

(UNINSURED)

29.0%

31.0

24.3

7.9%

7.6

9.6%

25.8

10.0

7.8%

7.7

-12.5%

-8.1

0.0

15.9%

17.5

-36.9%

-1.4

10.3

17.0%

25.2

Note: Estimates are based on two-year averages for 1996-97 and 2000-01.

Sources: Data on physician office visits are from the National Ambulatory Medical Care Survey, 1996-2001 Summaries; data on 
hospital outpatient department visits are from the National Hospital Ambulatory Medical Care Survey:  1996-2001 Outpatient
Department Summaries; data on hospital emergency department visits are from the National Hospital Ambulatory Medical Care
Survey: 1996-2001 Emergency Department Summaries, U.S. Department of Health and Human Services, Centers for Disease
Control and Prevention, National Center for Health Statistics

Table 3
Urgent/Nonurgent Status of Emergency Department Visits by Payer, 1999-2000

ALL ED VISITS

PRIVATE INSURANCE

MEDICARE

MEDICAID/SCHIP

SELF-PAY, NO CHARGE

(UNINSURED)

CLASSIFIED AS

EMERGENT/
URGENT

CLASSIFIED AS

SEMI-URGENT

OR NONURGENT

PERCENT

UNKNOWN/NO

TRIAGE

47.3%

46.8

56.9

43.2

44.2

26.9%

26.5

18.4

30.8

31.3

25.8%

26.7

24.7

26.0

24.5

Notes: Estimates for 1999-2000 reflect a two-year average. Emergent/urgent visits are defined as those where patients were
triaged as requiring care within 60 minutes of arrival. Semi-urgent/nonurgent visits are defined as those where patients were
triaged as requiring care within one to 24 hours of arrival.

Source: National Hospital Ambulatory Medical Care Survey, Emergency Department Summary for 1997-2000, U.S. Department of
Health and Human Services, Centers for Disease Control and Prevention, National Center for Health Statistics



much at these facilities as they did at emergency
departments (see Web-exclusive tables).

Uninsured and Medicaid patients 
experience longer waiting times at hospital
EDs and other types of ambulatory care
providers than do privately insured people

and Medicare beneficiaries (see Web-exclusive
tables). These longer waiting times may reflect
in part differences across insurance groups
in the type and severity of health problems
presented at the ED. Also, ED visits by uninsured
and Medicaid patients are likely to be more

Less than half 

of emergency 

department visits 

are classified as 

either emergent—

requiring care 

within 15 minutes

of arrival—or 

urgent—requiring

care within an hour.
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Figure 1
Waiting Times for Emergency Department Visits, 1999 and 2001

* Difference from 1999 is statistically significant at p<.05 level.

Note: Estimates of waiting time are based on the person’s last reported visit to a physician within the past year.

Source: Community Tracking Study Household Survey, 1999 and 2001

Figure 2
Patient Assessment of Visits to Emergency Departments

* Difference from “waited 15 minutes or less” is statistically significant at p<.05 level.

Note: Estimates of waiting time are based on the person’s last reported visit to a physician within the past year.

Source: Community Tracking Study Household Survey, 1997, 1999 and 2001
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concentrated at certain hospitals, such as
urban public hospitals, that are especially
crowded because they serve a large number
of low-income and medically indigent people
who rely on emergency departments as their
usual source of care.

Longer Waits Mean Lower
Perceptions of Quality

Longer emergency department waiting times
are associated with dramatically lower
patient perceptions of the quality of their care.

According to the Community Tracking
Study Household Survey, among ED patients
who waited more than an hour for treatment,
only 28 percent rated the thoroughness of
their exam as very good or excellent, and
only one-third gave a positive assessment of
how well the doctor listened to them (see
Figure 2). This compares with a positive
assessment of the exam and physician by 66
percent who waited 15 minutes or less. It is
unknown whether these large differences in
length of waiting time reflect actual differences
in clinical quality. Clearly, longer waiting
times increase patient frustration and are
indicative of a busy emergency department,
which may result in less time spent with
individual patients when they are seen.

Patient perceptions of ED care quality
also are much lower than perceptions of care
at other ambulatory care providers, even for
patients with similar waiting times. For
example, 77 percent of patients with scheduled
appointments at other ambulatory care
providers gave very positive ratings to how
well the doctor listened, compared with 53
percent of ED patients (see Web-exclusive
tables). This likely reflects the fact that many
scheduled appointments are with a physician
the patient sees regularly, feels comfortable
with and who is more familiar with the
patient’s health problems and medical history.

Indeed, many health professionals and
researchers have warned that because hospital
EDs typically are not structured to ensure
continuity of care and a strong patient-
physician relationship, they are less-than-ideal
regular sources of primary medical care.
Long ED waiting times further diminish
patients’ experiences.

Increased reliance on EDs among uninsured
people does not bode well for their perceptions
of quality. Although the uninsured assessed
their care for all types of visits less favorably,
their assessment of ED care was particularly low.
For example, only 38 percent of uninsured
ED patients rated the exam thoroughness as
very good or excellent, compared with 50
percent or more for the three insured groups
(see Web-exclusive tables).

Implications

Emergency department crowding has complex
causes and, in many ways, is a symptom of
more general trends in the health care system,
including capacity constraints throughout
the system, increased demand for medical
care among many insured patients and
decreased access to care for uninsured patients.

For some hospitals, inpatient and intensive
care unit capacity constraints are more
responsible for ED backups than is increased
patient ED use.9 Increased demand for care
among privately insured patients may be
contributing to capacity constraints among
office-based physicians and clinics, with at
least some of the excess demand for nonurgent
care spilling over into hospital EDs. Higher
overall patient caseloads, combined with
lower reimbursement from private and public
payers, are compelling many medical practices
to limit care provided to uninsured patients,
leading the uninsured to seek more of their care
in EDs as one of their few remaining options.

Increased emergency department use 
is also likely to have consequences for the
health care system beyond the longer waiting
times and potentially lower patient satisfaction
with care shown in this study. Because the
cost of treating patients is higher in the ED
than in other outpatient clinics and medical
practices, privately insured persons’ increased
use of the ED for many nonurgent health
problems will contribute to higher health
insurance costs, which already have risen at
double-digit rates for several years.

Also, emergency departments traditionally
have provided a community benefit as the
one place available all hours of the day
regardless of ability to pay, and they are critical
for responding to public emergencies related
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to public health, terrorism and naturally
occurring disasters. Therefore, crowding
could limit the ability of EDs to fulfill their
community benefit function in responding
to such emergencies.

Attempts by private managed care plans
during the 1990s to promote more efficient
and cost-effective care—in part by restricting
ED use for nonurgent problems—resulted in
a consumer backlash. The subsequent retreat
from tight managed care restrictions by private
insurance plans may have contributed to the
large increase in ED use—as well as other
forms of ambulatory care—by privately
insured persons. The lack of change in ED
visits among Medicaid beneficiaries may be
evidence of a stronger and still-growing
influence of managed care in Medicaid,
although reliance on EDs among Medicaid
beneficiaries remains much higher than 
for privately insured people and Medicare
beneficiaries.

Higher copayments for nonurgent ED use
may be one of the few tools that private health
plans have left to control use. Charging unin-
sured patients more—or being more aggressive
in collecting payments—may be more effective
in reducing nonurgent use of the ED by
uninsured patients, but such measures would
do little to stem the overall increase in ED
use. And, since the uninsured increasingly
have nowhere else to go, discouraging ED use
without providing alternative sources of
primary and specialty care could generate an
even more serious crisis in access to medical
care for the uninsured. ●
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