
 

 

 
 

 

 
 

 

At the Intersection of Health, Health Care and Policy
 

Cite this article as: 

Robin M. Weinick, Rachel M. Burns and Ateev Mehrotra
 

Many Emergency Department Visits Could Be Managed At Urgent Care Centers And
 
Retail Clinics
 

Health Affairs, 29, no.9 (2010):1630-1636
 

doi: 10.1377/hlthaff.2009.0748
 

The online version of this article, along with updated information and services, is
 
available at: 


http://content.healthaffairs.org/content/29/9/1630.full.html
 

For Reprints, Links & Permissions: 
http://healthaffairs.org/1340_reprints.php 

E-mail Alerts : http://content.healthaffairs.org/subscriptions/etoc.dtl 
To Subscribe: http://content.healthaffairs.org/subscriptions/online.shtml 

Health Affairs is published monthly by Project HOPE at 7500 Old Georgetown Road, Suite 600, 
Bethesda, MD 20814-6133. Copyright © 2010 by Project HOPE - The People-to-People Health 
Foundation. As provided by United States copyright law (Title 17, U.S. Code), no part of Health 
Affairs may be reproduced, displayed, or transmitted in any form or by any means, electronic or 
mechanical, including photocopying or by information storage or retrieval systems, without prior 
written permission from the Publisher. All rights reserved. 

Not for commercial use or unauthorized distribution 

on April 23, 2014Health Affairsbycontent.healthaffairs.orgDownloaded fromDownloaded from on April 23, 2014Health Affairsbycontent.healthaffairs.org
by guestby guest 

http://www.healthaffairs.org
http://content.healthaffairs.org/content/29/9/1630.full.html
http://healthaffairs.org/1340_reprints.php
http://content.healthaffairs.org/subscriptions/etoc.dtl
http://content.healthaffairs.org/subscriptions/online.shtml
http://content.healthaffairs.org/
http://content.healthaffairs.org/


Emergency Department Use 

By Robin M. Weinick, Rachel M. Burns, and Ateev Mehrotra 
doi: 10.1377/hlthaff.2009.0748 
HEALTH AFFAIRS 29, 
NO. 9 (2010): 1630–1636 
©2010 Project HOPE— 
The People-to-People Health 
Foundation, Inc. 

Robin M. Weinick (rweinick@ 
rand.org) is a senior social 
scientist at the RAND 
Corporation, in Arlington, 
Virginia. 

Rachel M. Burns is a project 
associate at RAND, in 
Pittsburgh, Pennsylvania. 

Ateev Mehrotra is an 
assistant professor in the 
School of Medicine, University 
of Pittsburgh, and a policy 
analyst at RAND, in 
Pittsburgh. 

Many Emergency Department 
Visits Could Be Managed 
At Urgent Care Centers 
And Retail Clinics 

ABSTRACT Americans seek a large amount of nonemergency care in 
emergency departments, where they often encounter long waits to be 
seen. Urgent care centers and retail clinics have emerged as alternatives 
to the emergency department for nonemergency care. We estimate that 
13.7–27.1 percent of all emergency department visits could take place 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 safely direct 
themselves to these alternative sites. However, more research is needed to 
ensure that care of equivalent quality is provided at urgent care centers 
and retail clinics compared to emergency departments. 

A
mericans seek a large amount of 
nonemergency care at hospital 
emergency departments,1 because 
of long wait times for appoint­
ments, limited after-hours care at 

physician offices, and other barriers to access.2–4 

Lengthy waits in the emergency department5,6 

can lead to both inconvenience and patients’ 
choosing to leave without treatment. Although 
some studies find a small marginal cost of treat­
ing nonemergency conditions in the emergency 
department, charges for those conditions are 
much higher in the emergency department than 
in other settings.7–10 These higher charges may 
increase patients’ out-of-pocket spending and 
create added strain on national health care 
spending. 
Over the past decade, alternative care settings 

for nonemergency care, such as retail clinics and 
urgent care centers, have grown in number.11–13 

Retail clinics, located in retail stores, are typi­
cally staffed by nurse practitioners and treat a 
limited range of health conditions, such as mi­
nor infections and injuries.12 An estimated 
29 percent of the U.S. population lives within 
a ten-minute drive of a retail clinic, although 

such clinics are less likely to be located in minor­
ity and low-income neighborhoods.14,15 

Urgent care centers typically are freestanding 
physicians’ offices with extended hours; on-site 
x-ray machines and laboratory testing; and an 
expanded treatment range, including care for 
fractures and lacerations.13 There is some evi­
dence that care at these alternative sites costs 
less than, and is of comparable quality to, care 
provided in the emergency department.7,8,16 

Retail clinics, urgent care centers, and emer­
gency departments share several relevant char­
acteristics. They all provide walk-in care that 
focuses on acute conditions and exacerbations 
of chronic conditions.13 Nurse practitioners and 
physician assistants work in all three settings.12,13 

They are the primary providers in retail clinics 
and often work in emergency department “fast 
track” areas that focus on minor conditions. 
About half of urgent care centers nationwide 

employ physicians trained in emergency medi­
cine.17 The demographic mix of patients is sim­
ilar at retail clinics and emergency depart­
ments.11 An important difference between these 
facilities, however, is that emergency depart­
ments are never closed, see patients whose con­
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ditions are much more acute, and are required by 
federal law to examine and stabilize all patients 
regardless of their ability to pay. 
To date, however, there have been no detailed 

examinations of the overlap in the care provided 
at the three sites or the extent to which urgent 
care centers or retail clinics could substitute for 
emergency departments in providing nonemer­
gency acute care. In this paper we address these 
questions, comparing the patient demo­
graphics, medical conditions treated, and med­
ications prescribed at each site. 

Study Data And Methods 
Data The data on retail clinics, urgent care cen­
ters, and emergency departments came from 
three different sources. For a prior study, we 
invited leaders from all retail clinic companies 
to provide deidentified data on each visit that 
occurred from the inception of operations 
through the summer of 2008.7 Eight compa­
nies—accounting for 74 percent (326 of 441) of 
the retail clinics in operation as of July 2007— 
provided data on 1.2 million visits. The data set, 
as described in greater detail elsewhere7 and in 
our online Supplement,18 did not include drugs 
prescribed. 
Urgent care center data came from visits be­

tween July 1 and December 31, 2007, to centers 
in thirty-five states that use a common electronic 
health record that is specific to urgent care cen­
ters. For a random sample of 1,263 visits, we 
abstracted data including demographic charac­
teristics, primary diagnosis, prescribed medica­
tions, and whether the patient was referred to 
another provider. These data are not represen­
tative of visits to all urgent care centers, but, as 
far as we know, they are the largest, most 
representative sample available. The abstracting 
process was funded by the Journal of Urgent Care 
Medicine. 
Emergency department visit data came from 

the 2006 National Hospital Ambulatory Medical 
Care Survey (NHAMCS). Details on this nation­
ally representative survey are available from the 
National Center for Health Statistics.19,20 We ex­
cluded visits for patients who were subsequently 
admitted to the hospital as being de facto inap­
propriate for care at a retail clinic or urgent care 
center. These exclusions accounted for 13 per­
cent of all visits in this data set. Our analysis 
included the remaining 31,197 visits, represent­
ing an estimated 104 million visits nationally. 

Diagnosis Codes And Prescribed Drugs To 
compare diagnoses across settings, we aggre­
gated primary or first-listed International Classi­
fication of Diseases, Ninth Revision (ICD-9) codes 
into groups that are similar or require similar 

equipment for treatment.7 We similarly defined 
categories for drugs prescribed in urgent care 
centers and emergency departments, grouping 
drugs first into therapeutic categories using the 
commonly used Multum classification system21 

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 urgent care 
centers. 
Emergency Department Visits And Alter­

native Treatment Sites To determine the num­
ber of emergency department visits that could be 
handled in retail clinics or urgent care centers, 
we first defined a set of diagnoses that are com­
monly treated in each of these settings. Our def­
inition included health conditions that were 
seen at more than 2 percent of all visits at each 
site. Although it is possible for these alternative 
care sites to effectively treat other conditions 
that are less commonly seen, setting a minimum 
threshold means that these diagnoses are seen 
with adequate frequency to ensure the availabil­
ity of appropriate supplies and equipment, and 
the necessary provider training. 
We then used an algorithm developed by John 

Billings and colleagues that classifies the per­
centage of emergency department visits for a 
given diagnosis that could be treated in a primary 
care setting or that are nonemergency.22,23 We 
assumed that such visits could be managed at 
an alternative site. The algorithm does not clas­
sify trauma-related diagnoses, such as strains or 
fractures. For these diagnoses, we estimated the 
impact of assuming that either 25 percent or 
50 percent could be treated at urgent care cen­
ters. For each condition commonly treated at a 
retail clinic or urgent care center, we applied the 
algorithm to determine the proportion of emer­
gency department visits that could probably be 
treated in each of these settings, and we summed 
across all conditions. 
We also calculated how many emergency de­

partment visits occurred during hours when re­
tail clinics and urgent care centers are typically 
open—9 a.m. to 9 p.m. Monday through Friday; 
9 a.m. to 5 p.m. Saturday; and 10 a.m. to 5 p.m. 
Sunday.13 

Analyses The patient visit was the unit of 
analysis. For the NHAMCS data, we corrected 
for the complex sampling design. To compare 
the proportions shown in the exhibits, we used 
standard statistical methods that accounted for 
the multiple comparisons made across the three 
data sets. Differences discussed are statistically 
significant at p < 0:05 or better, which means 
that they are unlikely to be due to chance alone. 
Our online Supplement18 includes more detailed 
information on methods. 
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Study Results 
Patient And Visit Characteristics Exhibit 1 
shows the patient and visit characteristics for all 
three sites of care. The majority of visits were by 
females, and more than 40 percent of visits were 
by adults ages 18–44. Adults age sixty-five and 
older accounted for a larger fraction of visits to 
emergency departments than to retail clinics, 
and children under two were more frequently 
seen in emergency departments than in retail 
clinics or urgent care centers. 
Approximately 17 percent of visits to emer­

gency departments were made by patients who 
were uninsured, compared with approximately 
26 percent of visits to retail clinics. Patients were 
referred to an emergency department or a physi­
cian’s office at 2.3 percent of retail clinic visits, 
similar to the 2.2 percent of urgent care center 
visits that resulted in referral to the emergency 
department. 
Conditions Treated The most common diag­

noses at retail clinics were for upper respiratory 
infections (60.6 percent), while preventive care 
such as vaccinations or preventive exams ac­
counted for 21.6 percent of visits; other minor 
conditions such as allergies, insect bites, rashes, 

EXHIBIT 1 

and conjunctivitis, 9.5 percent; and urinary tract 
infections, 3.7 percent (Exhibit 2). These four 
major groups of diagnoses accounted for more 
than 95 percent of all retail clinic visits in 2006. 
Urgent care centers see a wider range of con­

ditions than retail clinics. Upper respiratory in­
fections are quite common at urgent care 
centers, but these illnesses constitute a smaller 
proportion of urgent care visits compared to 
those at retail clinics (33.3 percent versus 
60.6 percent). Beyond the conditions typically 
seen at retail clinics, urgent care centers also see 
a sizable proportion of visits related to muscu­
loskeletal conditions (21.5 percent) such as 
strains, fractures, and joint and muscle pain, 
and dermatological conditions, such as burns 
and lacerations (9.7 percent). 
Both urgent care centers and emergency de­

partments had considerably fewer visits for pre­
ventive services than retail clinics did (zero and 
3.8 percent versus 21.6 percent, respectively). 
The nine major groups of conditions shown in 
Exhibit 2 accounted for 91 percent of all urgent 
care center visits in 2006. 
Almost 35 percent of visits to emergency 

departments were for conditions that are not 

Characteristics And Insurance Status Of Patients Seen In Retail Clinics, Urgent Care Centers, And Emergency Departments 

Retail clinic visits Urgent care center visits Emergency department visits 
Unweighted N 1.2 million 1,263 31,197 

Sex 

Male 37.3% 44.8% 45.4% 
Female 62.7 55.2 54.6 

Age (years) 

Under 2 
2–5 
6–17 
18–44 
45–64 
65 and older 

0.2 1.5 5.9 
6.6 4.5 6.1 

21.0 12.4 12.3 
43.5 49.8 45.0 
21.5 23.1 20.0 
7.2 8.7 10.8 

Insured Statusa 

Yes 73.8 – – 
No 26.2 – – 

Type of coverage 

Private – – 34.4 
Medicare – – 11.0 
Medicaid – – 26.2 
None – – 17.1 
Other – – 11.3 

Refer to other locationb 

Yes 2.3 2.2 – 

Sources Authors’ analysis of retail clinic and urgent care center data as described in the text; and authors’ analysis of data from the 
2006 National Hospital Ambulatory Medical Care Survey. aInsurance data were not available for urgent care centers. Retail clinic data 
did not detail type of insurance. bRetail 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 2 

Diagnoses Treated At Retail Clinics, Urgent Care Centers, And Emergency Departments, And Percentage Not Requiring Emergency Care 

Percent of emergency department 
visits not requiring emergency 
department carea 

Percent of retail Percent of urgent Percent of emergency Any time When alternative site 
Condition clinic visits care center visits department visits of day is typically openb 

N 1.1 million 1,235 31,197 – –
 

Upper respiratory infections 60.6% 33.3% 9.8% – –
 
Rhinosinusitis, laryngitis 26.1c 18.7c 5.0 81.1% 48.4%
 
Pharyngitis 22.2c 8.1c 2.3 93.9 56.7
 
Ear infections 12.3c 6.5c 2.5 95.7 53.0
 

Musculoskeletal conditions 0.1 21.5 19.4 – –
 
Strain and fractures 0.0 14.5c 8.9 50.0d 34.0
 
Back pain 0.0 0.5 2.8 – –
 
Joint and muscle problemse 0.0 3.0c 2.7 87.5 58.3
 
Contusions 0.0 3.6c 5.0 50.0d 33.4
 

Dermatological conditions 0.7 9.7 7.8 – –
 
Cellulitis or abscess 0.6 5.1c 2.5 66.7 45.7
 
Burns 0.1 0.6 0.4 – –
 
Lacerations 0.0 4.0c 4.8 50.0d 31.8
 

Symptoms without specific diagnoses 0.1 6.7 11.7 – –
 
Abdominal pain 0.0 1.4 4.3 – –
 
Headache 0.0 1.5 2.9 – –
 
Unclassifiable symptoms 0.0 3.8 4.6 – –
 

Urinary tract infections 3.7c 3.1c 2.4 75.6 43.7
 

Chronic illnesses and psychiatric conditionsf 0.0 2.5 1.5 – –
 

Lower respiratory conditionsg 0.4 2.0 3.8 – –
 

Other minor conditions 9.5 11.7 4.7 – –
 
Allergies 2.3c 1.5c 0.4 91.5 43.0
 
Insect bites, rashes, contact dermatitis 2.1c 5.7c 2.4 74.8 47.6
 
Conjunctivitis 5.1c 2.3c 0.9 83.3 55.9
 
Constipation 0.0 0.5 0.5 – –
 
Eye injuries 0.0 1.8 0.6 – –
 

Preventive care 21.6 0.0 3.8 – –
 

Other conditions 3.5 8.9 34.9 – –
 

Sources Authors’ analysis of retail clinic and urgent care center data as described in the text; and authors’ analysis of data from the 2006 National Hospital Ambulatory 
Medical Care Survey. Note Empty cells denote conditions that are treated at fewer than 2 percent of visits to retail clinics or urgent care centers; see text for details. 
aBased  on the  algorithm from  John Billings;  see  Note 22  in text.  bBased on the assumption that retail clinics and urgent care centers are open 9 a.m. to 9 p.m. Monday 
through Friday; 9 a.m. to 5 p.m. Saturday; and 10 a.m. to 5 p.m. Sunday. cCommon conditions treated at care site. These conditions were defined as those seen at 2 percent 
or more of all visits. Allergies were included in the urgent care center set of commonly treated conditions as they were commonly seen at retail clinics, and therefore we 
judged that they could probably be treated at urgent care centers. dNot defined in the Billings algorithm. As detailed in the text, we used both 50 percent and 25 percent as 
estimates. eIncludes joint and muscle pain, knee dislocation, and bursitis. fFor example, hypertension, diabetes, anxiety-related disorders. gFor example, chronic 
obstructive pulmonary disease, asthma, pneumonia. 

typically managed at retail clinics or urgent care commonly treated at retail clinic and urgent care 
centers, such as chest pain. centers—diagnoses that constitute 2 percent or 

Prescription Medications More than two in more of all visits in each setting, as discussed 
five prescriptions (41.5 percent) written at ur- above. Based on published algorithms,22,23 the 
gent care centers were for antibiotics; 14.0 per- majority of visits for these common conditions 
cent were for pain medications (Exhibit 3). could be managed outside the emergency depart-
These proportions were approximately reversed ment (range: 66.7–95.7 percent). In contrast, 
in the emergency department, where 16.3 per- only 9.7 percent of emergency department visits 
cent of medications administered or prescribed for chronic obstructive pulmonary disease and 
were for antibiotics and 38.8 percent were for asthma—typically more serious conditions— 
analgesics. Prescription information was not could be seen outside the emergency department 
available in our retail clinic data. (data not shown). 

Emergency Department Visits And Alter- We estimated that 13.7 percent of all emer­
native Sites Exhibit 2 also shows the conditions gency department visits could take place at a re-
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Emergency Department Use 

EXHIBIT 3 

Medications Prescribed At Urgent Care Center And Emergency Department Visits 

Percent of urgent care Percent of emergency 
Therapeutic class center visits department visits 

Antibiotics 41.5 16.3 
Penicillins 9.5 3.7 
Cephalosporins 7.2 3.8 
Macrolides 8.6 2.3 
Other 16.2 6.6 

Central nervous system agents 18.9 44.2
 
Pain medications 14.0 38.8
 
Other (including anti-emetic and antivertigo agents,
 
muscle relaxants) 4.8 5.4
 

Respiratory agents (for example, antihistamines, bronchodilators) 12.1 9.2
 

Topical agents (for example, steroid creams, respiratory agents) 10.3 3.7
 

Hormones and glucocorticoids 6.9 3.2
 

Cardiovascular agents (for example, antihypertensives) 2.7 4.1
 

Gastrointestinal agents (for example, drugs for acid reflux,
 
laxatives) 1.1 5.7
 

Metabolic agents (for example, diabetes medications) 0.8 0.8
 

Antidepressants and anxiolytics 2.5 4.5
 

Other 3.3 8.3
 

Sources Authors’ analysis of urgent care data as described in the text; and authors’ analysis of data from the 2006 National Hospital 
Ambulatory Medical Care Survey. 

tail clinic. When we restricted our analyses to 
visits that occur when retail clinics are open, 
we estimated that 7.9 percent of all emergency 
department visits could take place at a retail 
clinic. Further, we estimated that an additional 
13.4 percent of emergency department visits 
could take place at a urgent care center—8.9 per­
cent when hours are restricted. That is, a total of 
27.1 percent of all emergency department visits 
could be managed at a retail clinic or urgent care 
center—16.8 percent when hours are restricted. 
These estimates assume that all patients have 

ready access to one of these alternative care sites. 
They also assume that 50 percent of emergency 
department visits for trauma-related conditions 
that are commonly seen in urgent care centers— 
such as strains, fractures, contusions, and lacer­
ations—could be treated there. Lowering this 
assumption to 25 percent results in an estimate 
of 13.7 percent of all emergency department vis­
its being potentially treatable elsewhere during 
hours that retail clinics or urgent care centers are 
typically open. 

Discussion 
If 13.7–27.1 percent of all emergency department 
visits could take place at retail clinics or urgent 
care centers, why do patients go instead to emer­
gency departments? The answer may be because 
of difficulty obtaining accessible, affordable, 

convenient care for these conditions else­
where.2–4 

Diverting these patients to alternative care 
sites could decrease the time spent waiting to 
be seen by a clinician, since many patients spend 
extended periods in emergency department 
waiting rooms. Diversion also could generate 
potential savings. Prior studies have estimated 
that costs of care at retail clinics and urgent care 
centers are $279–$460 and $228–$414 less than 
emergency department costs, respectively, for 
similar cases.7,8 

Assuming the smallest of each of these savings 
and assuming that 16.8 percent—our midpoint 
estimate—of the 104 million emergency depart­
ment visits that did not result in a hospital ad­
mission in 2006 could take place 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. 
Limitations Our study has a number of limi­

tations. Although our emergency department 
data were nationally representative, our retail 
clinic and urgent care center data came from 
limited sets of providers. No data were available 
regarding the proportion of trauma-related diag­
noses—a large share of emergency department 
visits—that could be treated appropriately out­
side the emergency department. We tested a 
range of assumptions to address this concern, 

1634  Health  Affairs  September  2010  29:9  
Downloaded from content.healthaffairs.org by Health Affairs on April 23, 2014 

by guest 

http://content.healthaffairs.org/


but it is only partly mitigated in our analyses. 
We also cannot assess the distance between the 

emergency departments at which patients 
sought nonemergency care and any available re­
tail clinic or urgent care center. An alternative 
site that is more distant than an emergency de­
partment is not likely to be equally accessible to a 
given patient. 
Finally, our savings estimate is predicated on 

three assumptions. The first is that all eligible 
patients would shift to alternative sites for non-
emergency care, finding them accessible, afford­
able, and willing to provide care regardless of 
patients’ insurance status. Second, we assumed 
that retail clinics and urgent care centers would 
have the capacity to provide care to a greatly 
increased number of patients. Because neither 
assumption is likely to be fully valid, our estimate 
represents an upper bound on potential savings. 
Countering this is our third assumption, that 

we capture the full range of services that could be 
provided at retail clinics and urgent care centers 
in our definition of commonly seen conditions. 
This is probably untrue, especially given recent 
expansions in the scope of care at retail clinics.24 

Thus, the third assumption may lead us to under­
estimate potential savings. 

Policy Caveats The goal of this work was to 
estimate the fraction of emergency department 
visits that could be seen elsewhere. There are a 
number of caveats to be considered should policy 
makers seek to encourage patients to use alter­
native sites. 

▸▸POLICY LEVERS MIGHT NOT FUNCTION: 
First, policy levers to discourage nonemergency 
use of the emergency department could be inef­
fective. Although increased copayments can de­
crease emergency department use,25 their spread 
has not prevented long-term increases in 
that use. 
Another approach is to refer patients to an 

alternative site after they are triaged at the hos­
pital emergency department. One study found 
that 52 percent of eligible patients accepted a 
deferred appointment with a primary care physi­
cian.26 However, most emergency departments 
will refer a patient elsewhere only after evalu­
ation by a physician. Refusing emergency depart­
ment services to patients with nonemergency 
conditions raises ethical concerns,27 and some 
fraction of patients denied care may have urgent 
needs.28 

▸▸CONCERNS ABOUT PATIENT DIVERSION: 
Second, there are outstanding concerns about 
diverting patients away from emergency depart­
ments. One study found comparable quality 
across the three care delivery settings.7 However, 
more research is needed to ensure that care of 
equivalent quality is provided at retail clinics and 

urgent care centers as at emergency de­
partments. 
In addition, more-rigorous assessments of pa­

tients’ ability to choose the most appropriate site 
are needed.We found that both retail clinics and 
urgent care centers refer less than 3 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 ill­
nesses are most likely to be serious—are more 
common among emergency department patients 
than in the other two settings. 
These findings indicate that patients are cur­

rently triaging themselves in a manner that ap­
propriately ensures safety, bringing the most 
complex and urgent conditions to the emergency 
department. However, self-triage might become 
problematic if larger numbers of patients begin 
to use alternative sites. In addition, simply ex­
panding the number of alternative sites or pro­
moting their use will not ensure that patients will 
visit them instead of the emergency department. 
▸▸SAVINGS MAY BE LIMITED: Third, there are 

limitations to realizing any estimated savings. If 
greater availability of alternative sites leads to 
increased demand for care overall, some or all 
savings could be offset. Similarly, any increase in 
reimbursement to retail clinics and urgent care 
centers will decrease savings. 
Finally, one driver of higher emergency de­

partment costs is that care for life-threatening 
conditions is expensive. If these costs are spread 
over a smaller number of total emergency depart­
ment visits, per visit emergency department 
costs will rise, decreasing aggregate societal 
savings. 
Conclusion A continued increase in the num­

ber of emergency department visits for nonemer­
gency causes is likely to be 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 the care 
they provide. It is unclear what role alternative 
sites such as retail clinics and urgent care centers 
might play in such a framework. 
Although many policy makers may prefer that 

patients seek care for nonemergency conditions 
from a primary care provider, acute care is in­
creasingly provided outside of the primary care 
setting. New initiatives such as medical home 
demonstrations and accountable care organiza­
tions29,30 encourage the use of primary care and 
seek to improve access to it. However, these ini­
tiatives are unlikely to provide a widespread sol­
ution in the near term. 
As insurance coverage is expanded under the 

Patient Protection and Affordable Care Act of 
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Emergency Department Use 

2010, more people are likely to seek primary 
care. This shift, in combination with the short­
age of primary care physicians, may well contrib­
ute to worsening primary care access. Recent 
experience in Massachusetts indicates that in­
surance expansions there did not lead to a drop 
in low-acuity emergency department visits.31 

This indicates a continuing need for alternative 
sites for the provision of nonemergency care. 
This study suggests that retail clinics and urgent 
care centers could be reasonable, cost-saving al­
ternatives for a sizable share of acute, nonemer­
gency conditions. ▪ 
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