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Abstract
Americans view emergency medical care as an essential service along with law enforcement, fire and
rescue services. Health care is becoming the most pressing issue amongst citizens in part concerned with
access to care when they need it most: 24 hours a day, every day of the year. The ACEP Board of
Directors requested the Public Health Committee develop a summary of the status of access to emergency
medical care from the perspective of public health. Members of the Public Health Committee began with
a historical perspective, then detailed current public health emergency department (ED) access issues,
including disaster care and concluded with an analysis of future concerns. Some access issues affect all
areas (pre-hospital, ED, and post ED) of emergency care. These include hospital closures and ED
Crowding. Additional general access challenges include needs in rural areas and disparity issues
(pediatric, racial, uninsured). Finally, issues localized to specific locations to access care (Pre-hospital
issues: ambulance diversion, ED issues: staffing (nursing, physician) and on call specialists availability,
and Post ED issues: mental health access and follow-up challenges) are also discussed. Access to
emergency care is a fundamental service. As emergency physicians, we need to research, collaborate,
contribute and ultimately develop practical solutions for these very pressing issues. Lack of involvement
will lead to accepting less than ideal solutions developed by non-emergency medicine policy makers, or
worse yet, continued unraveling of the safety net.
Introduction
Sometimes called places of universal access, emergency departments (EDs) provide a full range of
medical services to all acutely ill or injured patients 24 hours every day. In the last several years, EDs and
the care provided in the ED setting has been the subject of national attention. Our nation’s emergency and
trauma systems are among the most advanced in the world. However, concerns about rising costs and the
erosion of the ED safety net by ED crowding and ambulance diversion have become critical issues. The
recently released Institute of Medicine (IOM) report on the Future of Emergency Care highlights the
national crisis in emergency care. In many aspects, emergency medical care may be considered an
essential public health service. Like police response in your neighborhood, you need to be sure every
moment of every day, that at the instant of your emergency you will have immediate access to high
quality emergency care.
This report will provide a summary of the status of access to emergency medical care from the
perspective of public health, starting with historical perspectives, then detailing current public health ED
access issues (prehospital, ED, and post-ED challenges and common issues across the spectrum), access
to emergency care during disasters and concluding with future concerns for access to emergency care.
Historical Perspective
Although EDs are a recent creation, access to physicians and health care has been an aspect of community
service for centuries. Examining the arrangements that sustained a functioning system in the past may
help clarify future practical directions.
In the Middle Ages access to hospitals was controlled and operated by the Church. In striving to satisfy
the biblical admonition regarding the seven works of mercy, hospitals admitted the homeless and starving,
the ill, the crippled, the aged, the blind, the insane, and the helpless orphans. The Hotel Dieu in Paris was
a “vast and ancient” charity hospital with wards of 100 or more patients, several patients to a bed, and
operated by the Church. Hospitals were financed by charity, in particular by the rich. By contrast,

Vienna’s public hospital in the same era offered four tiers of admission much like today. The more one
paid, the more one received. The poorest received the least services, but they were admitted.1
During the Industrial Revolution, people migrated from rural communities to cities to work in factories.
The urban Church could not establish the universal overview that it held in rural areas. The power of the
Church to enforce charity declined. Medical care of workers was justified by their utility to the factory
rather than as a societal duty. By the end of the Industrial Revolution, county and city hospitals and health
departments were developed to benefit the poor and communities at large. These health establishments
furthered scientific medicine and scientific approaches to epidemics.
Health insurance first appeared in the form of present day disability insurance. In the early 20th century
the expense of work days lost far exceeded medical costs.2 Hospitalization schemes (Blue Cross) and ones
for physician payment (Blue Shield) began in the depression to ensure a constant source of income for
hospitals. Employer sponsored health insurance was a direct outgrowth of wage and price controls
imposed in World War II. Employers were able to use health insurance as a form of income and an
inducement to work at their facility. Employers received a substantial tax benefit for sponsoring these
plans and health insurance was not made a part of payroll taxes.3 The federal government, in response to
the impoverished elderly of the Depression, reluctantly assumed the obligation for some charity care thus
creating Medicare. Those made eligible comprised the worst insurance risks, and taxpayers assumed these
risks. The insurance industry capitalized and marketed medical insurance to the largely healthy remainder
of the population.
EDs developed in the 20th century, and prior to the 1970’s were mostly staffed by non-emergency
medicine trained physicians. The enactment of the Emergency Medical Treatment and Labor Act
(EMTALA) in the 1980’s mandated the availability of emergency screening and stabilization for any who
seek ED care, regardless of ability to pay. Subsequently, EDs became known as the ‘safety nets’ of health
care, where anyone needing health care could receive emergency treatment regardless of financial status.
No provision was made for payment of provider or facilities. EMTALA was and remains an “unfunded
mandate,” a legal requirement and a right but without a source or form of payment defined.
Current ED Access Issues
Challenges for patients accessing emergency care can occur in the prehospital setting, the ED itself, and
can continue after stabilization and discharge from the hospital. Some problems, such as ED crowding,
affect all areas of patient access. Other problems may affect one area more, such as with ambulance
diversion in the pre-hospital setting. Many of these issues are intertwined (ie, hospital closures
contributing to ambulance diversion and crowding). This section will begin with the major problems of
hospital closures and crowding. A discussion of rural area concerns, racial disparities and pediatric issues
that affect access are also included.
‘Access to emergency care’ is a complicated entity to measure, and any discussion regarding the current
status of access to emergency care needs to acknowledge this difficulty. According to Dan Pollock, MD,
from the National Center for Injury Prevention and Control, “Finding a way to monitor access more
systematically is a pivotal task and should be a high priority. Accomplishing this task calls for prompt
attention to two fundamental questions about access barriers and their effects: What counts and who’s
counting?”4 An integral portion of the definition of access to emergency care involves deciding what care
is urgent and what care is non-urgent, or what care is appropriate and what care is inappropriate.
Interpretations of what constitutes an urgent ED visit varies based on the perspective of the health care
provider and the patient.5 In a study by Lowe, there was poor agreement between patient, triage nurse,
and retrospective chart review opinions on what ED visits were inappropriate.6 Although debates

regarding the ideal means to measure access to emergency care continue, observations regarding the
specific access concerns can still be discussed.
Hospital Closures
Hospital closures create direct physical barriers to all emergency care. Overall there has been a 30%
reduction in available inpatient beds over 15 years7, and a 12.4% reduction in hospital EDs in the past 10
years.8 During the 1980’s, almost 10% of all rural hospitals closed.9-10 This trend slowed in the 1990’s.11
While rural hospital closures create the obvious distance and subsequent time delay to access emergent
care, even urban hospital closures can affect health outcomes. In one study in Los Angeles County,
hospital closures affected the distance to the nearest hospital.12 Additionally, this increased distance was
associated with increased deaths from heart attacks and unintentional injuries.12
ED Crowding
ED crowding is frequently discussed in the media and is the consequence of hospital closures and
increased ED volume. With hospital closures, the total number of EDs available to treat patients has
decreased. This decrease occurs at a time when ED volume continues to increase.8 Additionally, with
fewer inpatient beds available (due to hospital closures), admitted patients are held in the ED until
inpatient beds become available. The “awaiting bed” phenomenon contributes significantly to ED
crowding with admitted patients occupying ED beds, thus preventing turnover to new ED patients.
Review of the National Hospital Ambulatory Medical Care Survey (NHAMCS) statistics demonstrate
that a significant portion of increased ED volume is related to the increase in the elderly ED patient
population.8 Other studies suggest that insured populations are also increasing their use of the ED.13 As
the population continues to age and ED volume continues to rise, crowding issues become even more
pressing.
Crowding due to uninsured patients’ use of the ED has been widely discussed in the literature. Because of
the EMTALA mandate, uninsured patients are guaranteed a screening exam and stabilization regardless
of ability to pay. Historically, allegations regarding the ‘misuse’ of EDs by uninsured patients have been
suggested. One study found that routine use of the ED for care was associated with uninsured status.13,14
In another study, the provision of adequate free primary care for the uninsured decreased overall ED visits
for this population.15
Several other studies, however, have not supported this perception that the nation’s uninsured account for
the dramatic increase in ED patient volume and crowding. One study by the Health Policy Center found
that the uninsured and privately insured adults have the same risk of being frequent users of the ED, and
that the uninsured do not use EDs more than the insured population.16 Another study evaluating the level
of service provided to insured and uninsured patients found no difference in the proportion of uninsured
adults provided low acuity care when compared to privately insured patients.17 In this same study,
uninsured children received only 6% more low acuity care, when compared to insured children.17 Further
reputing the popular belief that the uninsured are the major cause for increased ED use, Cunningham’s
research found that, insured Americans accounted for most of the recent increase in ED visits. In addition,
the study which may address this question most reliably is the NHAMCS 2004 study, which found that
7.5% of uninsured ED visits were categorized as non-urgent compared to 12.5% non-urgent visits of
privately insured patients.18 Overall, the data suggests that although providing uninsured patients a regular
source of medical care can decrease ED use, uninsured patients do not appear to be over-utilizers of the
ED for non-urgent care, compared to privately insured patients.

Another contributor to crowding is the concern that the ED is over-utilized for non-urgent care by all
populations. Research suggests both insured and uninsured utilize the ED for non-urgent care.19
According to Young et al, ambulatory patients (almost 50% of whom were considered non-urgent) seek
ED care because of worrisome symptoms and nonfinancial barriers to care. However, a disturbing
percentage of these patients initially considered nonurgent required hospitalization.20 Numerous research
attempts to determine a safe, reliable and valid means to identify a non-urgent ED visit prior to evaluation
have not been successful.21 Attempting to limit ‘nonurgent’ patients access to the ED without the ability
to identify patients who could safely be denied evaluation, places barriers to potentially needed
emergency care and may cause patients harm.6,21 While non-urgent care may contribute somewhat to
crowding, after 20 years of research without substantial success, it is unlikely that this factor can safely be
modified. Additionally, according to the 2007 NHAMCS survey of 2005 data, only 12.5% of all ED visits
were considered non-urgent.18 From a public health perspective, even a dramatic decrease in non-urgent
visits would not make a dramatic decrease in total ED volume.
Crowding, although complex and multifactoral, continues to be a significant barrier for access to timely
emergency care. There are consequences to crowding including longer patient waits, increased ambulance
diversion, longer turnaround times for emergency medical services (EMS) and increased risk for poor
outcomes.8 Because of the complexity of crowding and the subsequent potentially dangerous
consequences, it has been the focus of numerous research projects beyond the scope of this discussion.
Crowding continues to be a substantial access barrier and further research is ongoing and necessary.
Rural Challenges
Patients living in a rural community continue to have unequal access to emergency care. The recent IOM
report specifically addressed the challenges of emergency care in the rural setting.22 According to a study
by the urban institute, rural counties tend to have higher levels of poverty and concentrations of elderly.23
They also tend to have increased rates of infant mortality, low birth weight, and morbidity. Rural areas
have suffered from hospital closures as well as suboptimal ED staffing. In a survey of rural counties in
four states, it was determined that ED coverage was a factor discouraging physicians from relocating to
rural areas.23 A recent evaluation of EDs throughout the USA found that 80% of rural EDs were low
volume (less than 1 visit/hr annually).24 This statistic raises staffing concerns for ED physicians. Some of
these hospitals paid local non-emergency medicine trained physicians to work in the ED. Although
telemedicine and use of midlevel providers trained in emergency medicine might improve this situation,
currently these options have not been widely implemented.25-27 From a public health perspective, the issue
of adequate staffing (with qualified emergency care providers) in these smaller EDs needs to be addressed
to ensure access to quality emergency care within the rural setting.
Disparities in Access to Emergency Care
Disparity in access to emergency care exists in pediatrics, specific racial populations, and in uninsured
populations.
Lately, there has been an increasing focus on the issues of inadequate pediatric emergency care. Pediatric
cases make up approximately one-fourth of the emergency care provided in US EDs. Children are a
unique subset of the ED population, requiring special services, supplies and clinicians with expertise in
treating them. Results from a 2002-03 Emergency Pediatric Services and Equipment Supplement added to
the 2002-2003 NHAMCS found that only 5.5 percent of EDs had all recommended pediatric supplies.28
The American Academy of Pediatrics (AAP) detailed problems restricting access to pediatric emergency
care in 2000.29 Issues discussed include lack of pediatric training and experience for pre-hospital transport
personnel and variability in pediatric training and experience among physicians staffing EDs. The AAP
noted an improvement in emergency medicine residency training programs with specific training and

experience in pediatric emergencies. In addition, there has been substantial and ongoing increases in
board certified emergency physicians throughout the country. In another recent study it was shown that
emergency physicians felt least confident in their treatment of pediatric patients.30 As previously
discussed under rural challenges, the IOM report notes that many of the pediatric related shortcomings are
exacerbated in rural areas.31
Discussing all of the factors regarding barriers to adequate access to emergency care for pediatric
populations is beyond the scope of this discussion. Clearly, pre-hospital care administrators and the
emergency medicine community need to address concerns regarding adequate equipment, training, and
experience in caring for pediatric emergencies as outlined in the most recent IOM report.31
There is little data regarding racial or uninsured related disparity in the pre-hospital setting. However,
there is data to suggest some disparity exists in ED and in post ED care. Most of the studies suggest that
while patients receive care, the care is disparate. Racial disparity in the ED delivery of analgesics has
been suggested in the literature, although this disparity appears to be institution related as not all locations
studied revealed this disparity.32-34 Concerns regarding the potential for trauma disposition disparity also
exists, with African American females and uninsured patients less likely to be admitted.35 Another study
looking at admission rates found disparate care for uninsured patients.36 Several studies have suggested
disparate care of patients with chest pain based on race and insurance status.37,38
Although disparities based on age, race and insurance status does not appear to limit initial access to
emergency care, it is clear that disparate access to specific types of emergency care is a significant
concern from a public health perspective. This issue has been addressed specifically in the emergency
medicine community through a consensus conference,38 and the elimination of all health disparities is
identified as a national goal of the Healthy People 2010 process.39 Continued efforts to address this
important issue are needed.
Prehospital Access to ED Issues
The most publicized pre-hospital access issue relates to ambulance diversion. This issue is interconnected
with crowding problems and hospital closures. In a study sponsored by the American Hospital
Association in 2004, lack of critical care capacity and ED crowding were the most common reasons for
diversion.40 In 2003, Schull et al. found that the number of admitted patients held in the ED was a primary
determinant of ambulance diversion rates, thus linking the rate of admission from the ED to inpatient beds
to ED crowding.41 In 2003, ambulances were diverted over 500,000 times nationally.24 There are
potentially significant consequences associated with ambulance diversion.42 A review of 600 ambulance
diversion studies found associated increases in times to drug therapy for acute myocardial infarctions.
Absent from these reviews were data on subsequent morbidity related to ambulance diversion. As a result,
the authors concluded that further research was necessary.43
Other concerns with ambulance diversions include diversion to facilities with inadequate expertise and
inadequate resources for the patients’ needs.24 The recent IOM report describes strategies to limit
diversion by addressing ED crowding and improving coordination and integration of EMS systems.24
Hospital Access Issues
Staffing issues and on-call specialists’ availability have a significant impact on access to emergency care
in the ED. Staffing issues include both physician and nursing shortages.
Emergency physicians are predicted to be in short supply for several decades.44,45 Additionally, in one
survey, 60% of emergency physicians suffered from moderate to high burnout.46 Emergency physicians

may consider alternate careers because of inadequate resources, litigation concerns, and declining
reimbursements47 Currently, and in the foreseeable future, an inadequate supply of qualified emergency
medicine trained physicians creates a barrier to emergency care.
While physician shortage is a concern, a more pressing and urgent concern is the nursing shortage.
Although the nursing shortage in general affects the entire hospital, its effects in the ED are magnified
and immediately apparent. Hospital-wide nursing shortages contribute heavily to admitted patients being
‘held’ in the ED pending adequate staffing for inpatient beds. This means ED nurses have to care for floor
patients held in the ED awaiting an inpatient bed as well as care for the incoming ED patients. A
shortages of emergency trained nurses exacerbates the problem. It should not be a surprise that emergency
nursing availability is expected to be insufficient in the future.48 In California, attempts to limit staffing of
emergency nurses to no more than four patients per nurse led to hospital closures for failure to meet this
demand.49 The consequences, issues, and solutions to the nursing shortage and its affect on access to
emergency care are beyond this discussion. Although the recent IOM report addresses some of the
nursing shortage issues,24 there is no simple solution and ongoing research and action is necessary.
Lack of emergency on-call specialist availability is a significant issue for access to emergency care in the
ED setting. The decreased availability of on-call specialists is often cited as one of several sources of ED
crowding.50 The Centers for Medicare and Medicaid Services (CMS) mandate that an on-call specialist
must respond within a reasonable period of time. A 2006 study of provider response times in California
found that this was not always the case.51 Hospital zip code income can negatively affect specialist
response time. Mohanty et al found that for every $10,000 increase in hospital zip code income, the odds
of on-call specialist response within 30 minutes increased by 123%.51 Uninsured or underinsured patients
are increasingly creating challenges for on-call specialists. The reluctance of a specialist to see these
patients often stems from the financial risk that they present as they often cannot pay for the specialist’s
services.52 According to Macasaet et al, emergency patients in general also pose more of a threat as a
liability to specialists due simply to their inherent instability and unpredictability as a patient.52
Efforts to get emergency coverage are substantial. In the past, many surgical specialists were required to
take ED coverage as a condition of staff privileges (and therefore operating room privileges). With the
advances in outpatient surgery and increased free standing surgical centers, denying hospital admission
privileges (for not taking ED call) may no longer be an enticement for several surgical specialties such as
ophthalmology, plastic surgery, and hand surgery. Financial enticements have also been tried. According
to Medical Economics, one California hospital spent 5 million a year in 2001 to provide on-call specialty
support.53 The same report described the concern that even with financial incentives, some doctors would
still shun the ED in order to simplify their professional lives.53 The IOM suggests some solutions such as
regionalization, adequate compensation, and professional liability protections. The reason for availability
being less than it used to be is due to rising malpractice premiums and that is driving physicians away
from practice and even away from their states. Attempts to address this problem in California have
resulted in the introduction of legislation requiring physicians to provide some on-call services as a
condition of licensure, with mandatory reporting to the state medical board for failure to respond.54 The
issue of adequate on-call specialists availability is on-going, pressing, and requires immediate attention.
This problem represents substantial threat to adequate access to emergency care.
Post ED Issues
Mental Health
An important issue regarding access to emergency care after the ED evaluation is the availability of
mental health resources. The number of patients seeking mental health care in EDs is increasing.55
Patients suffering mental illness require resource intensive care and have high admission rates.56
Unfortunately, because of limited resources to place these patients, many who are indigent or uninsured,
ED staff spend twice as long looking for inpatient beds.56 Sixty percent of physicians surveyed noted that

the increase in psychiatric patients negatively affected access to emergency care for all patients.55
According to the National Association of Psychiatric Health Systems (NAPHS) annual survey, in 2004
average inpatient admissions increased 4.6%, and average total days of care increased 3.5%.57 During the
same time, hospitals responding to the survey noted only 3.5% increase in licensed beds. The same survey
noted that occupancy of these beds is high, with 25% of the large psychiatric facilities (those with 100
beds or more) having greater than 90% occupancy. Access to mental health emergency services is an
important topic. Accordingly the IOM acknowledged this problem and recommends increased funding.24
Access to Outpatient follow-up
Access to outpatient care after evaluation, treatment, and discharge from the ED is a challenge for certain
populations. Uninsured may have limited access to primary care outside the ED, and poor follow-up may
result in return ED visits, and potentially worse outcomes. One study looking at insurance status and
access to urgent ambulatory care follow-up appointments found that patients with private insurance were
more likely to receive timely access to follow-up care.58 The effects of limited access to primary care
follow-up for uninsured ED discharged patients are unclear. One study found subsequent ED utilization
was decreased in uninsured patients given primary care followup.59 Yet, another study, found that for
uninsured patients discharged from the ED without access to primary care, improving access did not
reduce ED return visits.60 Reasons for unanticipated return visits to the ED after discharge are varied, and
include medical errors61,62 and disease related issues.63 Return visits related to asthma have been studied
extensively, and lack of follow-up care has not been suggested as the primary reason for unanticipated
return ED visits. In fact, one study64 noted that although most ED discharged pediatric asthma patients did
not receive outpatient follow-up, the ones that did were more likely to have a return ED visit. This may
suggest selection bias for a higher severity of continued symptoms in those seeking follow-up after an ED
visit for asthma. Challenges regarding limited after-ED visit access to care exist, however, the magnitude
of this problem, and the effect on patient morbidity and mortality is understudied.
Disaster-Related Access Issues
Given the current access to emergency care challenges that already exist, a disaster situation obviously
complicates the situation even more. Integral to any disaster plan should be provisions to manage
emergent disaster related and non-disaster related emergencies (myocardial infarctions, strokes, sepsis
that are not disaster related). Disaster related factors that may affect access to emergency care include
weather related issues (roads may become impassible preventing staff from reaching hospitals or may
damage these facilities to the degree that they are unsafe), utility related challenges (lack of fresh water
for dialysis or electricity for ventilators), and unanticipated staff shortages.
Alternate care centers are key components to access to care during a disaster response. These areas can
function as triage and treatment areas for those immediately affected by a disaster far from a health care
facility. The advanced identification of these disaster emergency care facilities may improve access so
community members will know where to go if they cannot make it to an ED.
Although attention to emergent patients takes immediate precedent, other urgent conditions need also to
be addressed. For example, while not emergent, dialysis patients will still need dialysis and so provisions
for this and similar needs must be anticipated. When facilities become overwhelmed with patients
suffering emergent conditions, resource rationing (regarding already admitted patients and incoming new
patients) may need to be addressed. Questions such as selection of patients for ICU care are difficult, and
if possible, priority plans should be developed before they are needed. The Canadian four scale protocol
for admission to the ICU in the event of an influenza pandemic is an example of one plan to ration ICU
care to maximize survival.65 This plan divides patients into four categories based on an objective
assessment of organ failure. Patients most likely to survive and benefit from ICU care have highest

priority admission to ICU. When resources are stretched and at a premium, such plans for other types of
care (intubation, dialysis, and surgery) may also be needed.
In addition to the acute access challenges anticipated during a disaster, other non-urgent access to care
issues should also be anticipated. Displaced victims needing medications (such as insulin, and
antihypertensive medications) should be expected and appropriate plans should be in place to address this
need. Diversion of these non-urgent patients (who could become urgent should appropriate access to
medications not be available) to the ED is inappropriate and only compounds the expected crowding
situation. Finally, long term access to care challenges include lack of records for displaced victims. Plans
to preserve medical information can be implemented prior to any disaster.
Future Challenges
The 21st century has its own challenges with regard to access to emergency care. Overall ED volume has
continued to increase in spite of hospital closures resulting in fewer inpatient and ED beds available for
care. This situation contributes to substantial ED crowding. Ambulance diversion and admitted patients
held in EDs awaiting an inpatient bed are commonplace. Additionally, hospital specialists are no longer
readily available to care for ED patients urgently needing specialized care. This history is already
documented. The reality of these issues prompted the 2006 report from the IOM on the state of
emergency care.24 According to their analysis, “Despite the lifesaving feats performed every day by EDs
and ambulance services, the nation's emergency medical system as a whole is overburdened,
underfunded, and highly fragmented...”.
The future potential for a terrorist or natural disaster (such as pandemic influenza) to stress our emergency
system is increasingly likely. This potential, coupled with the stresses in access to emergency care in
“normal” conditions, increases the urgent need to address this issue now. While the IOM provided
recommendations, it is incumbent upon the emergency medicine community to act on this important
issue.
Conclusion
Access to emergency care is a fundamental service. Emergency medicine has a unique and complete
understanding of all of these issues. It remains our responsibility to research, collaborate, and ultimately
develop practical solutions for these very pressing issues. If we don’t help solve these problems, either we
will be forced to accept less than ideal solutions developed by non-emergency medicine policy makers, or
worse yet, continue to watch the safety net unravel.
Developed by members of ACEPs Public Health Committee
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