
VOL. 19, NO. 1 n THE AMERICAN JOURNAL OF MANAGED CARE n	 33

n editorial n

© Managed Care &
Healthcare Communications, LLC

W ho should go to the emergency department 
(ED)?” is a hotly debated question with no 
clear answer. There is no disputing that indi-

viduals experiencing acute life-threatening conditions such 
as trauma or myocardial infarction are best treated in the 
ED. Conversely, most agree that individuals needing an 
evaluation for chronic low back pain, displaying symptoms 
suggestive of an upper respiratory infection, or needing med-
ication refills are more appropriately seen in non-ED set-
tings. While the proper venue for certain clinical scenarios 
is clear, a great majority of patient complaints leading to ED 
visits fit somewhere in between the 2 ends of the spectrum. 
A systematic review by Uscher-Pines et al in this issue of 
AJMC1 recognizes the challenge of classifying “non-urgent” 
ED visits; a different definition of “non-urgent” was used in 
each of the 26 articles included in the analysis. 

The difficulty in categorizing non-urgent care is one of 
many reasons that healthcare stakeholders should shift their 
attention away from “Why do people go to the ED?” and in-
stead focus on the question “Where do individuals go once 
the ED evaluation is complete?” A change of emphasis from 
“incoming” to “outgoing” paths of individuals using the ED 
would create a discourse to substantially enhance the value 
of emergency services for a variety of reasons. There is a lack 
of consensus regarding what encompasses “non-urgent” care, 
but this likely represents a small minority of ED visits.2,3 The 
Centers for Disease Control and Prevention defines non-
urgent visits as those requiring treatment in 2 to 24 hours; 
this represents only 8% of all ED visits.4 A recent study of 
ED visits for Medicaid patients, using the CDC definition of 
non-urgent, concluded that only 10% of visits met this crite-
rion.5 This small number of ED visits also presumes that these 
individuals had an alternative source of care within 24 hours. 
Since other outpatient options are frequently unavailable in 
the current delivery system, a case can be made that the sig-
nificant resources devoted to reduce non-urgent ED use may 
be better expended elsewhere.

Furthermore, the small 
proportion of overall 
healthcare expenditures 
attributable to non-urgent 
ED care reinforces the ar-

gument to deemphasize the intense policy focus on unneces-
sary ED visits. If a standardized definition of “non-urgent” were 
accepted and non-urgent visits were substantially reduced, the 
financial impact would barely be noticed in aggregate medical 
spending trends. All emergency care in the United States, es-
timated at over 136 million annual ED visits, contributes only 
4% of total national healthcare expenditures.6 

Given the relatively small amount that ED-related visits 
contribute to aggregate expenditures, the greatest opportunity 
for the ED to contribute to healthcare cost containment is by 
avoiding unnecessary admissions, not by diverting non-urgent 
visitors.7,8 Nearly half of hospitalized patients are admitted 
through the ED and that proportion is increasing.7 Inpatient 
services represent 29% of healthcare expenditures, nearly 6 
times what is attributed to ED care.6 Therefore, the alloca-
tion of funding to create evidence-based tools to decrease un-
necessary inpatient admissions presents significantly higher 
potential for cost savings to the health system. Healthcare 
stakeholders already devote an impressive amount of resour-
ces to reduce unnecessary hospital readmissions, estimated to 
cost $17 billion annually.9 Yet, few initiatives include a spe-
cific ED component, despite the ED’s important gatekeeper 
function. Moreover, scrutiny of the ED’s role in unnecessary 
admissions is likely to increase after recent articles in the lay 
press reporting that for-profit health systems use inappropri-
ate admissions through the ED as a way to enhance profits.10

Thus, instead of implementing obstacles to ED care, we 
should consider innovative ways to take advantage of the 
existing ED infrastructure to enhance system efficiency. This 
is especially important given the time necessary to expand 
primary and urgent care to the level sufficient to support the 
needs of those who use the ED for non-urgent conditions. 
EDs are designed to identify and treat critical time-sensitive 
conditions, yet offer a convenient 24/7 model that many peo-
ple prefer for less serious conditions.11 It provides a portal of 
access to inpatient hospitalization, advanced diagnostic test-
ing, and multiple specialists, regardless of ability to pay. This 
convenience is a major advantage in a health system that is 
cumbersome and difficult to navigate.12 

Given the inherent benefits of the existing infrastructure 
and the current lack of an accessible primary care system for 
many individuals, the ED can be a key element of a patient-

Inside Out: Reversing the Focus on Emergency Departments  
to Enhance Efficiency

Adam Sharp, MD, MS; and A. Mark Fendrick, MD

 In this article
  Take-Away Points / p34 
 www.ajmc.com
  Full text and PDF

“



34 n www.ajmc.com n JANUARY 2013

n editorial n

centered, electronically integrated, high-performing delivery 
system. However, this will require significant changes in in-
centives for both ED providers and for individuals who prefer 
going to the ED even when other options are clinically desir-
able.13-15 Innovative payment models such as global payment, 
episode-based bundled payments, accountable care organiza-
tions, and patient-centered medical homes that reward quality 
of care instead of the volume of care have shown to be effec-
tive at containing costs and maintaining quality.16 Given the 
critical role of the ED in determining inpatient admissions, 
the active inclusion of emergency care providers in these 
payment strategies is crucial. Additionally, quality-driven 
financial incentives for providers must be aligned with con-
sumer engagement initiatives, such as benefit design, shared 
decision making, and literacy programs. Financial barriers for 
consumers should be reduced for evidence-based, high-value 
ED services and potentially increased for those services that 
are harmful or of minimal benefit. Aligning value-driven pay-
ment reform with “clinically nuanced” consumer engagement 
strategies such as Value-Based Insurance Design with regard 
to ED care will incentivize both clinicians and patients to 
seek the right care at the right place at the right time.17-20

Lastly, in evaluating the efficiency of the ED, one must con-
sider the perspective taken. From the societal perspective, de-
spite the high ED fixed costs attributed to providing 24/7 high 
acuity services, the marginal costs are low.21 The societal per-
spective also considers the benefits of unfunded care provided 
by EDs to the underserved. Since Americans are increasingly 
seeking emergency services for acute care already, ED care may 
be a better use of societal resources than incurring the high 
fixed costs necessary to keep clinics open 24/7.3,6,13 

The ED demonstrates value by improving clinical out-
comes through timely acute care services and filling the gaps in 
an imperfect healthcare safety net. Until there is sufficient pri-
mary care capacity, the ED can enhance the efficiency of other 
parts of the system by playing an increased role in coordinating 
care at the nexus of inpatient and outpatient medicine. Focus 
should be shifted from non-urgent ED use to more impactful 
opportunities, like reducing avoidable hospitalizations. Giv-
en their relative impact on both cost and quality outcomes, 
changing the dialogue from “Why did they come?” to “Where 

did they go?” provides a drastically better 
opportunity for improved efficiency. ED 
provider and patient initiatives that fo-
cus on outcome—not income—coupled 
with the inclusion of the ED as an es-
sential part of an integrated delivery sys-
tem will be pivotal to our health system 
achieving the highest value care.
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Take-Away Points
The effort to identify and prevent low acuity ED visits would be better spent on eliminating 
variation in ED admissions. This is true for 2 simple reasons:

n	 ED care only accounts for 4% of US healthcare expenditures.

n	 Inpatient care accounts for 29% of US healthcare expenditures and the ED is the 
doorway to the hospital for nearly half of these patients.

In evaluating the ED, changing the dialogue from “Why did they come?” to “Where did 
they go?” provides a drastically better opportunity for improved efficiency.
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