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T
he crowded, chaotic emergency 

room (ER) is often invoked as a 

symbol of all that’s wrong with the 

American health care system. The uninsured, 

the story goes, cram into ERs—legally pro-

hibited from turning away patients—for 

routine medical attention that could be pro-

vided more cost-effectively through pri-

mary care providers (also known as gen-

eral practitioners in many countries). It’s an 

image of America’s dys-

functional approach to 

providing “free” health 

care for those who can-

not afford it. In policy 

circles, this take on ER 

medicine has been cited 

by, among others, Health 

and Human Services Sec-

retary Kathleen Sebelius, 

as justification for uni-

versal health coverage, 

because the current system “has forced too 

many uninsured Americans to depend on the 

emergency room for the care they need.”

Many in the medical profession dispute 

this picture of the ER overrun with uninsured 

patients. A 2008 literature survey ( 1), for 

example, found that most uninsured prefer 

self-treatment or just hope their maladies will 

disappear, rather than deal with the fi nancial 

catastrophe that can follow a visit to the ER 

( 2,  3). If the uninsured are not coming to the 

ER in great numbers in the fi rst place, then 

there is little basis for the claim that univer-

sal coverage will reduce the current strain on 

emergency care.

The new study by Taubman et al. [( 4), 

page 263] provides compelling evidence to 

adjudicate on this question of whether health 

insurance increases or decreases ER usage. 

This work, which builds on earlier analyses 

of the Oregon Health Insurance Experiment 

(OHIE), finds that low-income, uninsured 

adults randomly selected to get Medicaid 

health insurance coverage go to the ER more, 

not less. And the impact is enormous—in the 

18 months after the program’s start, ER vis-

its increased by about 40% relative to those 

not offered coverage through the Medicaid 

expansion (see the graph). 

These findings explode the myth that 

health insurance access will reduce the strain 

on emergency services and thus undermine 

the hope that expanded coverage will put an 

end to this particular ineffi ciency in Ameri-

ca’s bloated health care market.

That the insurance expansion in the study 

involved random assignment is particularly 

important, given the diffi -

culties in interpreting the 

results of observational 

studies: Insured and unin-

sured populations are 

simply too different from 

one another to allow for 

a straightforward apples-

to-apples comparison of 

ER usage. That is why a 

randomized controlled 

study is so valuable; by 

construction, an individual who signed up 

for and was selected by the Oregon Medicaid 

lottery for coverage is identical, on average, 

to someone who signed up for the lottery but 

was not selected ( 5,  6).

Nor does economic theory provide any 

guidance on whether insurance should 

increase or decrease ER use. From the 

patient’s perspective, insurance is essentially 

an across-the-board price cut that makes all 

health services a lot cheaper. The direct effect 

is, naturally, more consumption of health care 

of all sorts—primary care, ER, and every-

thing else. But different forms of health ser-

vices—particularly primary and emergency 

care—could substitute for one another, an 

effect that insurance coverage proponents 

clearly have in mind. In an earlier study based 

on the OHIE, researchers found an increased 

use of primary care after Medicaid enroll-

ment, and if these primary care visits substi-

tute for what would otherwise have been trips 

to the ER, insurance could cause overall ER 

use to decline ( 7). (Primary care use could, in 

theory, act to increase ER use instead if pri-

mary care providers refer patients on to the 

ER for treatment, a point I return to below.)

The fact that primary care access does not 

crowd out ER usage says a great deal about 

the nature of health care delivery in America 

today: A remarkable fraction of care [as well 

as admissions ( 8)], takes place at the ER. Fur-

ther, ERs manage cases that span a range of 

circumstance, some of it emergent but much 

that, according to Taubman et al. and others, 

could have been managed through lower-cost 

primary care.

To appreciate why there is this apparent 

mismatch of patient needs and type of ser-

vice—and whether the increase in emergency 

care constitutes unnecessarily expensive treat-

ment or the provision of important care—it is 

critical fi rst to understand why people choose 

to go to the ER. It certainly is not because it 

presents a more pleasant option.

A recent RAND Corporation survey of 

ER usage ( 9) argues that, in many cases, 

patients go to the ER simply because they are 

told to do so by their primary care physician 

or some other health care professional they 

contact. This is the case even for nonemer-

gency injuries like sprains or cuts that none-

theless require immediate attention. That is, 

primary-care practices fi ll their schedules 

with appointments for regular, predictable 

treatment and are de facto using ERs as a 

referral for urgent or time-consuming cases. 

(This fi nding highlights the diffi culty in pre-

dicting, before this study, whether expand-

ing primary care would substitute for ERs 

or increase traffic to them.) Additionally, 

patients quite reasonably show up at the 

ER in situations that may, ex post, turn out 

to be harmless but present reasonable cause 

for concern. A 70-year-old with chest pain 

would be wise to go straight to the ER with-

out seeking further advice and would have 

been instructed to do so by any professional 

he or she consulted ( 10,  11).

The diversity of reasons that lead patients 

to go to the ER highlights the impossibility 

of adjudicating, solely on the basis of data 

and analyses in this paper, whether insurance 

leads to overuse of emergency services. As 

the authors note in their conclusion, the ret-

roactive classifi cation of visit types based on 

eventual diagnosis separates heartburn from 

cardiac arrest, although both just seemed 

like chest pain to the patient. More impor-

tant, given the nature of health care delivery 

in America today, it would be dangerous to 

label an ER patient with non-emergent needs 

Straining Emergency Rooms 
by Expanding Health Insurance

HEALTH CARE POLICY

Raymond Fisman 

A randomized trial shows that patients newly 

covered by Medicaid increased their emergency 

room visits by 40%.

Columbia University, New York, NY 10027, USA. E-mail: 
rf250@columbia.edu

These fi ndings explode 

the myth that health 

insurance access will 

reduce the strain on 

emergency services …

Published by AAAS

 o
n 

S
ep

te
m

be
r 

23
, 2

01
4

w
w

w
.s

ci
en

ce
m

ag
.o

rg
D

ow
nl

oa
de

d 
fr

om
 

 o
n 

S
ep

te
m

be
r 

23
, 2

01
4

w
w

w
.s

ci
en

ce
m

ag
.o

rg
D

ow
nl

oa
de

d 
fr

om
 

http://www.sciencemag.org/
http://www.sciencemag.org/


www.sciencemag.org    SCIENCE    VOL 343    17 JANUARY 2014 253

POLICYFORUM

as seeking “unnecessary ER care.” As noted 

earlier, in a great many cases, the patient has 

gone to the ER at the instruction of a health 

professional who was consulted with the 

hope of fi nding other, possibly lower-cost, 

more convenient care ( 12).

This lack of resolution matters a great 

deal for the policy implications that will no 

doubt be sought from the study on both sides 

of the Affordable Care Act debate. This study 

runs the risk of suffering the same fate as the 

two previously published articles based on 

the OHIE, which served as health insurance 

policy Rorschach ink blots for many read-

ers: People saw in the results whatever they 

wished to see in order to validate preexisting 

positions on Obamacare and health insurance 

more generally.

The first study, published in the Quar-

terly Journal of Economics, found that Med-

icaid coverage increased the use of health 

services (including preventive care) and led 

to higher self-reported physical well-being 

and happiness ( 13). Supporters of univer-

sal care pointed to it as evidence of both the 

suppressed demand for health care among 

the poor and nascent evidence of its bene-

fi ts. Critics emphasized that health care costs 

went up (because of increased use of care) 

without any impact on medical outcomes.

The second study, published in the New 

England Journal of Medicine ( 7), showed 

modest improvements in biomarkers like 

cholesterol and blood pressure, although 

none were statistically signifi cant ( 5,  6). At 

the same time, Medicaid enrollees showed 

signifi cant improvements in fi nancial well-

being and declines in depression. Again, 

both sides claimed victory—universal care 

naysayers had a fi eld day with the lack of sig-

nifi cant physical health results, which was 

interpreted as showing that more spending 

had no impact on actual health. Their adver-

saries took the results as proving nothing, 

owing to lack of statistical precision, and fur-

ther pointed to mental-health improvements 

and fi nancial benefi ts as showing that Med-

icaid—fundamentally an insurance product 

designed to offer protection against health-

induced fi nancial catastrophe—was doing 

exactly what it was supposed 

to do. (As some commentators 

put it at the time, fi re insurance 

does not prevent fi res, but many 

people still think it is a good 

investment.)

For the current study, it is pos-

sible to argue that the observed 

increase in ER use likely repre-

sents greater access to necessary 

care, or that it shows that insur-

ance serves as further encour-

agement to seek unnecessarily 

expensive treatment. But both 

sides would do well to focus 

on what this latest study does 

tell us—that Medicaid access 

increases ER use—rather than 

emphasizing the very differ-

ent spins that can potentially be 

put on the fi ndings (i.e., whether 

the observed increase in ER use 

represents greater access to nec-

essary care or further encour-

agement to seek unnecessarily 

expensive treatment).

If all goes as planned, many 

more Americans will soon be 

covered by some type of health 

insurance. Although much of 

the United States looks very 

different from white, liberal, 

urban Portland, and the OHIE 

involved a small, rather than 

universal, expansion in cover-

age, there is no obvious reason 

to expect that insurance will have drastically 

different effects elsewhere. That is, based on 

this paper’s fi ndings, we have good reason 

to anticipate a large increase—and almost 

surely not a decrease—in traffi c to already 

overburdened emergency departments across 

the country. Whether or not you think univer-

sal coverage is a good idea, we had better start 

planning for it.

Clearly, the answer is unlikely to be just 

increasing ER budgets to accommodate 

more patients: There are surely better ways 

to manage health delivery to low-income 

populations, particularly with an eye to long-

term preventive care rather than short-term 

treatment. This study gives that discussion 

that much more of a sense of urgency and, 

one hopes, will further spur new innova-

tions aimed at solving America’s health care 

problems.
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Medicaid insurance coverage increases the number of ER visits, 

compared to a non-Medicaid control baseline. Bar heights (and 
95% confi dence intervals) refl ect the number of increased visits per 
person during the 18-month study period. Visits that require imme-
diate ER care and could not have been prevented are “emergent, 
not preventable.” Visits that require immediate ER care and could 
have been prevented with ambulatory care are “emergent, prevent-
able.” Visits that require immediate care but could be treated in an 
outpatient setting are “primary care treatable.” Visits that do not 
require immediate care are “non-emergent.” Control group baseline 
levels of ER use differed across categories. Overall, ER use increased 
by 0.41 visits relative to control baseline value of 1.02 visits, an 
increase of 41%. *P < 0.05, **P < 0.01, ***P < 0.001. See ( 4), 
particularly table 4, for data and details. 10.1126/science.1249341
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