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Background- Many perceive
emergency department (ED) over-
use as an importanr cause of high
medical care costs in the United
Stares. Nlanaged care plans and
politicians have seen constraints on
ED use as an importanE element of . .-

cost control- :.- :

Mettads- We measured ED-
associated and other medical care
costs, using_ tlre recentty released
1987 Nadonal Medical Expenditure
Suwey of appro:carately 35 00O pe1- ''--:'

sons in 14 000 housbholds rapresenta-:: . -:
twe ot tne u5 clwlajr. nonrnstrtunon- - .

Parrick H. Tyrance, Ir, Dav'id U.
Stefie Woolhandler, MD, ilIPH

Introduction

Emergenry department (ED) visi ts

have increased,l  many are for nonurgent

complaints,!  and charges per visi t  are

higlr.  These facts fuel the perception that

ED overuse (particularly by the unin-

sured) is an important cause of high

medical care costst j  and cost shif t ing.6 In

his health care reform proposal, the

president underscored this view, promis-

ing substantial ED savings that would

reduce cost shif t ing from the uninsured.T

!{anaged care plans routinely restr ict ED

use through several mechanisms: copay-

ments, prior approval requirements, finan-

cial incentives for physician gatekeepers,

and the threat of retrospective denial of

payment after visi ts are completed.

Our analysis of nationwide data on

ED costs chal lenges these perceptions

and policy prescriptions. ED use accounts

for a small  fract ion of medical spending,
and cost shif t ing from uninsured ED

patiens is minuscule. Moreover, restr ict-

ing ED use would disproportionately

burden minorities and the poor, who are

most reliant on EDs for care. Srrategies
that reduce demand for ED services (e.g.,

improved primary care; violence, drug

abuse, and accident prevention programs)

should be pursued to improve health, not

because of anticipated cost savings.

Methods

Sample

We analyzed recently released data

lrom the Household and lvledical Pro-

vider Survey segments of the 1987 Na-

t iona l  Med ica l  E . rpend i tu re  Survey
(NMES). The survey col lected ertensive

information on medical care use and

erpend i tu res  by  or  on  beha l f  o f  apProxr -

Himmebteirt,VD. and

mately 35 000 people in 14 000 house-
hoids. Each household was surveyed
quarterly, and data rvere col lected on
demographics, health status, and use and
sources of payment for health sen' ices
during 1987. The Nledical Provider Sur-
vey queried the EDs, physicians, hospi-
tals, and home health care agencies used
by these individuals to verify service use
and diagnoses. Providers supplied data on
payments received from third part ies and
total charges for care.

The NMES used a strat i f ied mult i-
stage area probabil i ty design. The survey
was designed to provide unbiased esti-
mates for the US civi l ian, noninsti tut ionai-
ized populat ion and for subgroups of
special pol icy interest: the elderly, low-
income famil ies, BIacks, and Hispanics.

Variables

On the basis of self-report,  we classi-
f ied individuals into mutual ly exclusive
ethnic categories: Black ( including His-
panic origin), White (non-Hispanic), His-
panic (excluding Blacks), and other. For
the analysis of income, we classified
individuals as poor (income below the
federal poverty level), near-poor (l00Vo-

l24Vo of. poverty level), [ow-income
(l?JVo-l99Vo of poverty level), middle-
income (2A0Vo-399Vo of poverry level), or

Patrick H. Tyrancc, Jr, is a srudent at Harvard
Medical School and the John F. Kennedy
School of Government, Harvard Universiry,
Cambridge, Mass. David U. Himmclstein and
Stef f ie Woolhandler  arc wi th the Center for
Nat ional  Heal th Program Studies and the
Div is ion of  Socia l  and Community Medic ine.
Departme nt  of  Medic ine,  Cambridge Hospi ta. l
and Harvard N{edical  School ,  Boston,  Mass.

Requests for  repr ints should be sent  to
Dav id  U .  H imme ls te i n ,  MD,  Cen te r  f o r  Na -
t ional  Heal th Program Studies,  1,193 Cem-
br idge SI ,  Crmbr idge,  l lA 02139.

. \me r i c rn  Jou rn . r l o f  Pub l i c  He : r l t h  I 5 l 7

ditures were 589 bilfion, or l.9Vo of ' 
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nariona.l health expenditures- People'
,with heaitlr- insurance represented
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themsefves; free. cara covered. only :.j i
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T A B L E  1 - U S  E m e r g e n c y  D e p a r t m e n t  ( E D )  S p e n d i n g :  D a t a  f r o m  t h e . t  9 8 7  N M E S

Tota l  ED Expendr tu re
mr l l ions  (909;  Ct )

Per  Cap r ta  ED
Expendi ture (909' ;  Cl)

ED Spending as "/.  ol
Group 's  Persona l

Hea l th  Expend i tu res

ED Spend ing  as
% of  Nat ional  Heatth

Expend r tu res ,  by  G roup

i nsurance s la tus
u  nrnsureo
lnsured

Race/gende13
tslack

l',,1aJe
Female

White
Male
Female

Hrspanrc
Male
Female

Age,  y
< 1 7
18--45
16-54
> 6 5

lncomeo
Poor
Near-poor
Low-income
Middle-income
High-income

Toral

$ 1  1 0 1  ( 5 9 8 8 ,  S 1 2 1 3 )
s7728 (S7388,  58076)

s 1 3 7 4  ( S 1  1 9 9 ,  S 1 5 5 0 )
s696 (55.14, 5848)
s67B (5596,  $760)

s6686 (S6228,  S714s)
s3208 (52926, S3490)
$3479 (S31 67, 53792)

ss56 (5.162, 5649)
s264 (S197,  5330)
s292 (5233,  S3s1)

s2226 (52042, S24OOJ
s3923 (S3s8s, s4263)
s 1 4 9 9  ( S 1 2 4 4 ,  $ 1 7 5 3 )
s 1 2 0 7  ( S 1 0 6 9 ,  S 1 3 4 5 )

s r 5 8 3  ( S 1 4 0 0 ,  $ 1 7 6 7 )
s686 (S.1s3, S86s)

s1  372 (S1 223,51523)
s2792 (S2s.13, $3004)
s2441 (52208, 52674)

C Q 1  r  e \

s37 (S35,  S39)
s38 (536,  540)

s 4 7  ( $ 4 1 ,  S 5 3 )
s51 (s40,  s62)
s44 (938, 549)
s36 (S34, S39)

s37 ($34, S.10)
s30 (s2s. s3s)
s28 ($21,  536)
ssl ($2s, s38)

s3s (s32, s38)
s37 (S34,  541)
536 ($19, 5a21
s43 ($38, 548)

ss1 (s4s, ss7)
s61 (S42, S79)
s41 (s37, 546)
s33 (S30, 536)
s31 (s28, S34)
s37 (S3s, S3s)

4 6 8
2 . 3 5

3 .  1 B
3 . 7 4
2 . 7 7
2.34
2.53
)  1 A

J J J

J . f ,  |

J . t z

4.56

1 . 7 2
1 0 7

J . U Z
?  1 a

2 o . )

2 .40
2 . 1 4

2.40

o.23
1 . 6 2

n 2 a
0 . 1  5
o . 1 4
'L40

0 6 7
0.73
o . 1 2
0.06
0.06

0.47
o.82
0.31
0.25

0 . 1  4
0 .29

0 . 5 1

r . o o

Note. Cl = confioence interual_
rFigures lor Asians and Pacific lslanders. Native Americans, and Alaskan Natives are omifled because too tew individuals lrom these groups were incruded rn
-_ the  

Nat ionat  Med ica l  Expend i tu re  Suruey  (NMES)  sampte .bPoor=be lowledera l  pover ty leve l ;  near -poor  =1gg" / ' -12a" / "o ! lederarpover ry leve t ;  low- income =125y-1gg" / .o f  federa l  pover ty leve l :  mtdd le - income=200y-399%of  federa l  pover ty leve l ;  h igh- income >4OO%ol ledera l  oover iv leve l .

high-income (4007o of poveffv lev.el or
higher).

The NMES determined rhe cost of
care from the provider survey and the
sources of payment from the household
suwey. The NMES defines free care as
charges bi i led to parients rhar are neither
covered by any rhird-parr,v payer nor paid
bv rhe parient or family. Discounts offered
to Medicare, Medicaid, and many HMOs
are not classif ied as free care.

We calculated figures for personal
health care expenditures by summing the
costs of all medical care received by
noninsti tur ional ized civi l ians, regardless
of the source of payment. We divided
outpatienr spending inro "ED cosrs"
(which inciuded rhe cost of laboratory and
other sewices provided during an ED
v is i t )  and "a l l  o rher  ou tpa t ienr  cosrs . , 'The
la t te r  ca tegory  inc luded spend ing  on
prescr ibed med ic ines ,  home hea l th ,  med i -
ca l  equ ipment ,  denra l  v is j t s ,  o f f i ce  v rs i ts .
and hosp i ra l  ourpar ienr  (except  ED)  v is -
i i s .  W e  u s e d  r h e  \ a t i o n a l  C e n t e r  f o r
H e a l t h  S t a r r s t i c s ' f i s u r e  f o r  t o t a l  n a r i o n a l
r c l l t h  s p c n d i n g ,  * h r c h  i n c l u d c s  s p e n C : n g

._< l \  . - \mercrn  Journ l l  r r f  pub, i rc  l Jea l th

for publ ic health activi t ies, research, con-
struct ion, the mil i tary, and other i lems not
encompassed in our personal health
spending f igure.

The NMES garhered information on
insurance status at each round of inter-
views. We assumed a patient 's insurance
status at the t ime of an ED visit  (or
hospital stay) to be his or her insurance
status at the proximate NMES interview,
and we excluded from our insurance
status analysis the less than 0.05Vo of.
persons who fai led to repon that variable.
To analyze inpatient costs associated wirh
ED visits, we identi f ied al l  visirs that
respondenrs reporred led to hospital iza-
t ion and l inked the ED visit  ro a hospiral
stay commencing within 3 days.

We used SAS-PC starisr ical soft-
wares and the SUDA.d\ program,e which
correcrs for the NMES' complex samole
des ign  in  ca lcu le r ing  conf idence in rerva ls .

Results

I n  1 9 8 7  E D  e x p e n d i r u r e s  t o t a l e d  S S . 9
b i l l i o n  ( 9 0 7 c  c o n f i d e n c e  i n r c n , a l  I C I I  =

S8.5 bil l ion, $9.1 bil l ion)-$37 per capira
(90Vo CI = S35, $39), 2.4Vo of personal
health expenditures, and l.9Vo of. narional
health expenditures (Table l).

Private insurance paid 42Vo of. ED
costs, Medicaid 13Vo, Medicare 9Vo, and
other third parties (e.g., CFIAMpUS ltbe
Civil ian Health and Medical proqram of
the Uniformed Sewices], the Deplrtment
of Veterans Affairs, workers' comDensa-
tion) 15Vo. Parients paid lgVo of Ed costs
out of pocket. Free care totaled S1S7
mill ion (90Vo CI = $1a6 mill ion, 5230
mill ion), only 2Vo of ED costs.

The insured accounted for 86Vo of
the population and 88Vo of ED spending
(S7.7 bil l ion [90Vo Ct = $7.a bil l jon, $8.i
bil l ionl, vs $1.1 bil l ion [90Vo CI = St.O
bi l l ion,  $1.2 b i l l ion]  for  rhe uninsured) .
Per capita ED expenditures were similar
for  the uninsured and insured,  bur  ac-
counted for nearly fwice as high a propor_
t jon of  the uninsured,s tota l  personal
heal th expendi tures (Table 1) .  The unin_
sured paid morc of  thei r  ED cosrs our
o f  pocke r  rhan  d id  t he  i nsu red  (17%
vs l - i%).  Government  pro. 'qrants (e.g. .

Novembc r  1906 .  \ ' o l  S6 .  \ o  I  i



T A B L E  2 - U S  P e r  C a p i t a
O a t a  f  r o m  t h e

P e r s o n a l  H e a l t h  E x P e n d l t u r e s
1 9 8 7  N N l E S

a m o n g  R a c e  a n d  G e n d e r  G r o u p s ,  b y  T y p e  o f  S e r v i c e :

Race /  GenCer
Per  Cac r t a  To ta l

( 9C ' i '  C l )

HosP i t a l  i nPa t ren t  ( 9 / '  o t

Per Caprta Total )  (909' .  Cl)

Ou lpa t ren t  Exc lud ing
Fmernpnc . r  npn2 r imPn t

( /"  o l  Pet  Capi ta Total )  (909' .  Cl)

B lack
lvlale
Fema ie

Whr i e
Ma le
Fema le

H i span rc
Ma le
Fema le

Total

CF{,\\{PUS, st3le 3nd municipal funds)

covered 2 l% o i  ED cos ts  fo r  the  un in -

sured ,  o ther  th i rd  par t ies  (e .g . ,  workers '

compensat ion ,  au to  and o ther  insuranc3)

covered 2lVo, tnd free care accounted for

l0?o.  For  the  insured,  p r iva te  insurance

covered 41Vo, ) ledicate 10Vo, Medicaid

l-17a, other govemment programs 774,

free care lVo, and other sources 67o.

Whites accounted f.or i5Vo of total

ED expenditures, Blacks f.or I6Vo, Hispan-

ics for 6Vc, and others for 3Vo (Table 1)-

Per capita ED expenditures w'ere SJ7

(90% Cl = S,11, S5i) for Blacks, 536 (%%

CI : S33, S39) tor Whites, and S30 (90%

CI = S25, S35) ior Hispanics. These ex-

pend i tu res  represented  a  h igher  ProPor -
t ion  o f  hea l th  spend ing  fo r  B lacks  and

Hispanics than tor Whites. While Black

males' average ED expenditures \r 'ere

higher than those of other grouPs, they

represented onl 'y 37o of total ED cosa

and 0.2Vo of national health spending-

People ag,ed 65 and older had the

highest absolute ED expenditures (S'13

per capita ln% Cl = S38, Sa8l) but

incurred only l . l7o of their medical care

costs in EDs. Conversely, ior those youn-

ger than age 18, ED costs averaged only

S35 (90% CI = S32, S38) but represented
1.6Vo of their total rqedical care spending.

The poor and near-Poor had higher
per capita ED expenditures and sPent a

larger share of their total medical care
do l la rs  in  EDs than d id  the  more  a l iuent .

Hospital izat ion fol lowed 15.3Vo of. al l
ED v is i ts ,  inc lud ing  10 .27o o f  v is i t s  by  the
uninsured and l6.0Vo of visi ts by the
insured.  These emergencv  admiss ions  ec-
counte  d  fo r  247a o f  a l l  hosp i ta l i za t ions  fo r
bo th  g roups .

I n p a t i e n t  c o s t s  i o r  p a t i e n t s  a d m i t t e d
t n r o u g h  r h c  E D  r o t a l e d  S a 9  0  b r l l i o n  ( 9 0 %

) .o ' , ' e rn l - .e r  19 t t6 .  \  _ .1 .  S6.  No.  I  I

S 1 4 8 3  ( S 1 3 5 4 ,  S 1 6 1 3 )
s 1 3 6 . 1  ( S 1 1 5 - 1 ,  s 1 5 7 3 )
s 1 5 8 7  ( S 1 - 1 2 - 1 ,  S 1  7 5 0 )

s1  558 (S1 r86 ,  S1 630)
s 1 1 2 2  ( S 1 3 1 0 ,  S 1 5 3 5 )
s 1 6 8 6  ( S 1 6 0 8 .  s 1 7 6 s )

s896 (S798,  5993)
s797 (S63s, s9s9)
s994 (S8;9 ,  S1 109)

s 1 4 7 4  ( 5 1 - 1 1 0 ,  s 1 5 3 9 )

5942 (63 5)

s 1 0 1 8  ( 6 4 . 1 )

s82s (53.0)
s774 (54 4)
sB73 (s1 2)

s483 (5.1 0)
$ 4 3 1  ( 5 4 . 1 )
s536 (s3.9)

s800 (s4 .3)

(se47,  51  038)
( s 6 9 9 ,  S r 0 1 2 )
(s869, S1 1 67)

(s763,  S887)
( s 6 7 3 , 5 8 7 s )
(s805, s940)

(s402, s564)
(s293, $568)
(s137, 5635)

(s746, s851)

s494 (33 .3)
s458 (33 6)
ss2s (33.1 )
s697 (44 .7)
s61 2  (43 .0)
s 7 7 7  ( 4 6 . 1 )

s382 (42 .6)
s338 (42.4)
s427 (43 0)

$637 (43.2)

(s428,  Ss60)
(s340,  s577)
(5482,  5569)
(s677,  571 7)
(ss83. s6.11 )
(s7s3,  s801)
(s342, s.123)
(s276, S4O0)
(s384, 5470)
(s618,  S6s6)

costsr ' i '7 1{r has three questionable corol lar-

ies :  (1 )  insur ing  the  un insured wou ld

generate large cost savings by decreasing

ED use and emergenry hospital izat ions;

(?) restr ict ing access to EDs by requir ing

large copayments, prior approval, or both

is a useful cost control strategy; and (3)

high medical care costs result from pa-

t ients'  misbehavior and excessive de-

mands for care.

The uninsured account f .or only l2Vo

of ED costs (and SVo of ED admissions),

and they pay 41% of ED cosls themselves-

Workers' compensation, auto insurance,

and govemment funds pay much of lhe

rest. Free ED care for the uninsured

totaled only S114 ni l l ion in 1987, with

inpatient free care costs for ED admis-

s ions  add ing  S i .1  b i l l i on .  Hence,  cos t

shif t ing from uninsured ED patiens added

less than LVo to the average hospital bi l l .

Our f indings contradict the wide-

spread impression that hospitals provide

large amounts of uncompensated ED care

to the uninsured. This impression may

have arisen because many academic emer-

genry physicians work at urban teaching

hospitals that provide disproport ionate

shares of care for the uninsured and free

ED care. Thus, previous research on this

topic analyzed data from a handful of

hospitals that apparently provide more

free care than most. l l '12 The NMES data

provide a more rel iable national PersPec-
t ive.

We found that emergencY adnus-

sions accoun te d for 21Vo of i  npatie nt stays

nat ionwide  fo r  bo th  the  insured and the

unrnsured.  In  cont ras t ,  in  a  s tudy  o f  f i ve

\ {assechuset ts  hosp i ta ls ,  5 l7o  o f  a l l  inpa-

t i e n t s  a n d  6 8 %  o i  u n i n s u r e d  l n p a t l e n l s

, - \met ic rn  Journa l  o i  Pub l ic  I - {e : r i th  t i19

CI  =  Sa i .5  b i l l i on ,  S52. i  b r l l i on) ,  S3 ' i

bi l l ion (907o CI = S2.5 bi l l ion, 5'1 1 bi l-

l ion) of this amount was for the unrn-

sured .  The un insured pa id  5725 mr l l ion

(90% Cl = S'191 mil l ion, S959 mil l ion) of

th is  amount  ou t  o [  pocket '  hosp i ta ls  geve

S1. l  b i l l i on  (90Vo CL= S0.5  b i l l i on ,  S1 '7

bi l l ion) worth of free care (0 67o of totat

hospital costs), and third part ies covered

the rest.
Total inpatient costs for uninsured

pat ien ts  ( inc lud ing  bo th  emergency  and

non.rn..g"n.y hospital izat ions) amounted

to  S12.8  b i l l i on  (90% CI  =  511 1  b i l l i on '

S11.4 bi l l ion), 6.7V0 of inpatient costs; free

inpatient care for the uninsured totaled

Sj .S  u i t t ion  (90vo C l  =  S i .9  b i l l i on ,  53 '6

bi l l ion). The average cost Per admission

for the uninsured was about one-f i f th

lower than lhat for the insured, whether

or not the Patient was admitted via

the ED.
The per capita personal health care

expenditure in 1987 for Whites was nearly

twice that of Hispanics and 5Vo more than

that of Blacks (Table 2) '  Per captta

outpatient spending (excluding ED costs)

for Whites was 42Vo higher than that for

Blacks and 83Vo hi$ter than that for

Hispanics. Outpatient spending (exclud-

ing bO costs) as a ProPortion of personal

health spending was markedly lower for

Blacks (33%) than for Whites (45Vo) or

Hispanics (437o).

Discnssion

EDs account for less than 2Vo of'

na t iona l  hea l th  spend ing ,  and the  un ln -

sured  rnd  insured use s imi la r  3mounts  o i

ED care .  The fa lse  percePt ion  tha t  ED

overusc .  psr t i cu l3 r ly  by  the  un insured '  i s  r

ma jor  cont r tbu tor  to  r i s ing  med ic r l  care



r ' u t ) i r (  H c a l t l i  h l o  l m

were admrttec lhrotrsr. ihc [:D.;]  Fi-cur:s
from Cali forrrz f : l l  .-e:reen the Ma_rgr-
chuseits eStlrrrr l3 aix our natrcrnal f iq-
u r e s . ; '

The miwrrcepa:n rhar hrgh ED u.e
causes high rrredical ccsls is pan of a
para d jsm thar idcntift .\me ricans' exc*-
sive use of carc as LE gtain cost dnver. In
thls vrew, insurcn must discourage pa-
tients from ovcnlsins care through copaF
ments, deduc-tihf€j. ard so forrh, and rbq
should managc phi$dans' behavior ro
cunail their rrtdcrins ad referrals. Thb
strates/ resls, it parl 66 findings from r|e
Rand Health Inc-u-acr Exoeriment in
which 95% crTla,vlorrrs decreased roul
ut i l izat ion and redu€d ED cosrs by one
third, from $12 ro S- per capira ( i9&1
dollars).!5 Mcdicaid mn:ged care er?eri-
ments have yiclded sinnlar resulrsl6: Iarse
percentage rcducrior in ED use, bur
modest dol lar raying;

Moreover, if nonurgent ED use were
divened to nrcrre appropriare serrins.
savings would likel-r bc far smaller rba-n
these figures {rr or-ber projectionsli sug-
gest. The $20(l charee for ED care for a
migraine seentr impressirely wasreful. For
the insurer, cal,c els€sisre is far cheaper.
But for society as a eiole, shifting r-be
Patient to ? dos1s1'5 office or clinic migir
^ r J  - i - ^ - .duu prl ldry ultre cogs slule suDtradng
little fiom ED cxpcrc_5 EDs have hj-dr
fuled costs; they must be *affed 24 hours a
day to treat rcal emerc-,ndes, and EDs
that might ot lrcrwlsc be idle can ofteD
accommodale rtonerDersency visits *.irh-
out additional xtafl.6 F\tiested ED savings
can marerial izq onlv i f  g= shut many EDs
not i f  * 'e run l l tcm ha-[fuL lnterestingj-r, .
Canada's per crrpita ED costSls are lower
than ours dcxpite C-alada's threefold
higher ED visi l  rate. is-r!  Evidently factors
other than volulne ca-o cidve costs.

One pol ic1, varianr blames m inorities
and the poor l i rr  the hE+ health costs in
the United States.r yet Blacks and
Hispanics havc lower per capita health
expenditures tlran \t'hir_es, despite higtr
rates of i l lness, Nor czD substance abuse
and violence erplain our higl costs rela-
t ive to Canada, Both ..esernal causes" of
death ( includirrg violeoe) and the cosrl j-
est addict ions ( ir lcohol ald robacco) are ar
least as commiln i ' l  Can:d2.2t-: :  In keep
ing with other q51is131es-:.  we found that
inpat ien t  COsts  11 f  l raun? in  the  Un i ted
Sta tes  (exc lu r l i r rg  h ip  tsaoure  and Io* .
back  pa in )  wer r .  ( )n l \ , : - r  o f  hosp i ta l  cosrs .
H I V - r e l a t e d  c r r r 1 5 . 9 f t s ;  D e r c c i v e d  a s  a n
i rnpor ian t  fac t r r l  in  6ec ica l  in f la t ion .  u , i l l
c o n s u m e  o n h  l %  o f  U S  h e a l t h  c a r e
s p c n d i n g  j n  l t ) { ) \  : 5

.  j l 0  . \ m e r r c . r \  l . , r r r n r  j  o :  ? , h l r c  l J c a l t h

A reccnt  s tudY found 25 f7  fewer

p h - r s r c i a n  v l \ t t s  a m o n g  p J t l e n t s  * h o  t d c n -

t r h c d  t h c  E D : r s  t h e i r  r o u t l n e  s o u r c c  o f

carc .5  Our  da ta  conf i rm tha t  g roups  \ r ' l th

reduced acccss  to  p r lma4r  care- the

poor ,  un insured peop le ,  and B lack  men-

are  d ispropor t ionate ly  dependent  upon

EDsr3 . r4 .16 .?r .  they  spend a t  leas t  as  much

on ED care as other grouPs but have

markedly lower outpatient ut i l izal ion. Of

part icular concern is the low outPatient

use by Black males, * 'hose l i fe expectanry

b shorter than that of any other demo-

gaphic group. Constraints on ED use

may worsen care for them and for other

soups whose health status and access to

care are alreadY comPromised'

Health insurance reforrn is just one

srep toward improving access to care and

decreasing the need for ED visits. Nonfi-

nancial barr iers; the scarciry of primary

care practi t ioners in inner cit ies and rural

areas; the inabi l i ry ef l6w-wage workers to

rale time off work; real and perceived

racial discrimination; psychiatnc comor-

bidiry; and language barriers al l  obslruct

access to primary care, increasing rel iance

upon EDs.Fir
Assignment of insurance slatus in the

\VES is inexact because tn5u13nc€ cove t-

a--ge may have changed between the

interview and the ED visit ,  an interval that

averaged about 30 days. A few hospitals

grobably included ED charges with inpa-

rient charges for patients admitted through

rhe ED. But these visirs should not greatly

a-ffect total ED costs, and they would' in

a-Dy event, aPPear in our figures for

ED-associated inpatient costs'  The house-

hold suwey-derived figures for free care

srrely include both over- and underesti-

mates. But large errors that would substan-
rial ly change our key f indings are unl ikely.

The 1987 NMES is more than 8 Years
old, but it has only recenrly been released

ald it provides the most uP-to-date,

comprehensive, and detai led data avai l-

able on medical expenditures. While ED

risirs have increased, especially for Medi-

care and Medicaid patients, ED visis by

the uninsured have increased more

9owly.32
"Nonurgent" ED visits symbolize

our failure to provide arcessible primary

:are to al l .  ED use for i l lness caused by

c-r-rgs and violence identi f ies an equally

srious pol iry fai lure. However, the prob-

*m is  no t  the  cos t  o f  ED care .  bu t  the  lack

o i  be t te r  a l temat ives :  read i l y  ava i lab le

:ersonal physiciansrr-16 for those lacking

=cess .  and enhanced career : rnd  le isure

:coor tun i t ies  rnd  rsp i ra t ions  fo r  per (ons

. i i c tcd  bY drug  use and v to lcncc .  , \

reduc t ion  in  ED vrs i ts  rs  wor rh* ,h i le  on i r  i t
i t  i s  a  be l lwc thcr  o f  improved hea l th  c r re
a n d  s o c i a l  c o n d r t i o r r s  R e s t r r c t r n g  p r r i e n u
f rom us ing  the  ED w i l l  have l i r r le  e  tTea on
hea l th  cos ts .  I
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