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This review synthesizes the existing literature to provide evidence-based predictions for the future of emergency care in
the United States as a result of the Patient Protection and Affordable Care Act, with a focus on emergency department
(ED) visit volume, acuity, and reimbursement. Patient behavior will likely be quite different for patients gaining Medicaid
than for those gaining private insurance through the Marketplaces. Despite the threat of the individual mandate, not all
uninsured patients will enroll, and those who choose to enroll will likely be a different population from those who remain
uninsured. New Medicaid enrollees will be a sicker population and will likely increase their number of ED visits
substantially. Their acuity will be higher at ﬁrst but will then revert to the traditionally high number of low-acuity visits
made by Medicaid patients. Most patients enrolling through the Marketplace are choosing high-deductible health plans,
and they will initially avoid the ED because of high out-of-pocket costs but may present later and sicker after selfrationing their care. Most patients gaining health coverage through the Affordable Care Act will be shifting from
uninsured to either Medicaid or private insurance, both of which reimburse more than self-pay, so ED collections should
increase. Because of the differences between Medicaid and Marketplace plans, there will be a difference in ED volume,
acuity, and ﬁnancial outcomes, depending on states’ current demographics, whether states expand Medicaid, and how
aggressively states advertise new options for coverage in Medicaid or state health insurance Marketplaces. [Ann Emerg
Med. 2015;66:496-506.]
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INTRODUCTION
Background
The practice of medicine has been under enormous
external pressure as health insurers, governments, and the
general public have become more conscious of cost, health
outcomes, and the experience of care. In this climate, the
emergency department (ED) has been scrutinized for
providing expensive and unnecessary care.1
Statistics indicate that 129.8 million visits were made to
US EDs in 2010,2 and there has been an increase in the
per-capita rate of ED visits every year since 1997 (with
2010 being the exception).3 Emergency physicians account
for only 4% of the total physician workforce, yet of the 354
million annual acute unscheduled care visits, emergency
physicians treat a disproportionate share.4 Approximately
half of acute unscheduled care visits for patients with
Medicaid/Children’s Health Insurance Program and more
than 60% of acute unscheduled care visits for the
uninsured are provided by emergency physicians.4 An
increasing use of EDs for acute unscheduled care has
occurred despite a 12.7% decline in the number of
hospital-based EDs between 1991 and 2011.5 With the
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expansion of health insurance coverage as a result of the
Patient Protection and Affordable Care Act of 2010, many
expect that the strain on our nation’s EDs will continue to
increase.6
Regardless of its ability to affect health care quality,
freedom of choice, affordability, or access to care, the
Affordable Care Act will have far-reaching inﬂuence on the
practice of emergency medicine. Some elements of the law
will affect the demand for emergency care and others will
change expectations for the ED’s role in coordinating care.7
A poll of emergency physician opinions in 2014 found that
after implementation of the Affordable Care Act, 46%
perceived increases in their visit volume, 86% expected
ED visits to continue to increase, and 51% expected
reimbursement to decrease.8 Despite these perceptions,
administrative data from EDs in Maryland and the District
of Columbia offer contradictory ﬁndings of a 3.7%
decrease in ED visits.9
Many peer-reviewed studies have been published
demonstrating the relationship between changes in
health care legislation and resulting trends in emergency
care. This review synthesizes the existing literature to
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Editor’s Capsule Summary

What is already known on this topic
The Patient Protection and Affordable Care Act may
change how patients access the health care system.
Organizations may attempt to steer less ill patients
away from expensive emergency department (ED)
care.
What question this study addressed
This systematic review predicted what the future
would be for EDs in the Affordable Care Act era.
What this study adds to our knowledge
The insurance proﬁle of patients treated in EDs may
change, with variable effects on reimbursement to
physicians and hospitals, depending on geography
and other circumstances.
How this is relevant to clinical practice
This will help ED and hospital administrators
prepare to best meet the needs of the population as
payer models evolve under the Affordable Care Act.

Figure 1. Literature review ﬂowchart.

categories: ED volume, acuity of emergency care, and
reimbursement for emergency care.
provide evidence-based predictions for the future of
emergency care in the United States as a result of the
Affordable Care Act.
MATERIALS AND METHODS
We searched the PubMed, EMBASE, PsycINFO, and
Ovid Healthstar databases for all articles combining the
free-text terms “Affordable Care Act” and “emergency
medicine.” Additionally, we searched for variations
including “emergency room,” “emergency department,”
“ED,” “ER,” and “emergency physician.” Additionally, we
searched the CINAHL database, using its predeﬁned
Boolean phrases.
Our search uncovered 198 unique sources. From these
sources, the ﬁrst and senior authors (LNM-D and CD)
reviewed titles and abstracts to exclude any article not
directly related to the federal health reform law or the
practice of emergency medicine. The full text of the
remaining 40 articles was reviewed for inclusion in our
synthesis, leading to the exclusion of an additional 16 that
did not focus on the Affordable Care Act’s effect on the ED
speciﬁcally. References of selected articles were also
explored for relevance, and 15 more articles were added to
our review (Figure 1).
After review, the selected literature was grouped into the
Affordable Care Act’s anticipated effects on the following
Volume 66, no. 5 : November 2015

RESULTS
Given the steady increase in ED visits in the past
decade,3 contrasted with the expectation by policymakers
that the Affordable Care Act will replace ED utilization
with primary care visits,10 the net effect of the Affordable
Care Act on ED volumes is the subject of much
speculation. In 2010, 71% of emergency physicians
expected a surge in visits.11 This percentage increased to
86% of emergency physicians expecting surges in 2014.8
Forty-six percent thought they had already observed
increasing ED visits in the ﬁrst 4 months of 2014,
coinciding with the ﬁrst full-scale efforts to implement the
Affordable Care Act.8
Policymakers designed the Affordable Care Act to
provide increased access to primary care providers, with
the assumption that this would cause substitution of
emergency care with primary care. Although increased rates
of insurance coverage are designed to improve access to
primary care, fewer than half of Americans with a primary
care provider have access to that physician after hours
(nights and weekends) when a signiﬁcant number of acute
care visits are made.12 When patients call to make
appointments, true availability of primary care for new
privately insured patients is only 84.7% and decreases to
57.9% for Medicaid patients.13
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Appointment availability was lowest and wait times were
longest in Massachusetts,13 a state that implemented
Affordable Care Act–like reforms. This research suggests
that patients may face a limited supply of primary care
providers after national health care expansion.14 National
surveys ﬁnd that patients who report difﬁculty accessing
their primary care provider use the ED more often15-17 and
that the percentage of patients reporting such barriers has
doubled from 6.3% to 12.5% during the past decade.16
Sixty-four percent of ED patients with a primary care
provider and 78% of those without a primary care provider
reported an issue with access to care rather than perceived
acuity of their condition as the cause of their most
recent ED visit.1 Research from Massachusetts combined
with the trends in primary care provider access suggest
that signiﬁcant barriers to accessing primary care will
remain a problem for patients after Affordable Care Act
implementation. This could lead to greater ED utilization.
Many researchers suggest that true Affordable Care Act
results cannot be studied until at least a full year “washout
period” after implementation,18,19 so current trends may
not accurately portray long-term changes. However, early
evidence from Colorado, comparing the ﬁrst 2 quarters of
2014 to pre–Affordable Care Act implementation, shows
that states choosing to expand Medicaid have experienced a
5.6% increase in total ED visits compared with just 1.8%
in nonexpansion states.20 Previous research suggests that
this increase may be temporary. People who lose or gain
insurance coverage report using signiﬁcantly more ED care
within the ﬁrst year after their coverage change.21,22
Patients obtaining Medicaid coverage visit the ED
approximately 21% more frequently than those obtaining
private insurance,21 which may explain some of the early
ﬁndings in states expanding Medicaid.20
A recent analysis of the Low Income Health Program in
California that expanded Medicaid early (in July 2011)
showed a large spike in Medicaid visits in the ﬁrst year,
which leveled off after 18 months.23 People in the program
who had no previous health care coverage or visits, whom
the authors characterized as having high “pent-up
demand,” were responsible for the majority of the increase
in ED visits.23 Similarly, in Massachusetts’ Affordable Care
Act–like health reform, patients who were uninsured before
gaining Marketplace-type insurance increased their ED
visits by 12%, whereas patients who had public insurance
before gaining a private plan decreased their ED visits by
18%.24 Additionally, the results of a nongovernmental
program in Virginia that provided free primary care (but
not full Medicaid) to the people who would be eligible
for Affordable Care Act Medicaid expansion found that
with continuous primary care provider access, ED visits
498 Annals of Emergency Medicine

Figure 2. Anticipated change in ED visits above baseline
annual growth after national health reform.

continued to decrease each year for 3 years.25 At least in
the near future, it appears the Affordable Care Act will
substantially increase ED visits, particularly for individuals
who have been uninsured previously or who gain Medicaid,
but visit rates may stabilize to the slow growth rate observed
before the Affordable Care Act within 1 to 2 years. Figure 2
presents a prediction of the anticipated effects of the
Affordable Care Act on ED visit rates according to available
data.
State insurance expansion experiments can be used
to extrapolate the results of the Affordable Care Act.
Massachusetts implemented a health care reform similar to
the Affordable Care Act in 2006. The state had a much
lower uninsured rate before their health reform than the
national average before the Affordable Care Act (10.9%
versus 18.4%) and is therefore not fully representative of
expected national effects but does provide some suggestions
about the effects of this type of insurance coverage change.
Two surveys found that patients in Massachusetts reported
more clinic-based and preventive care after reform.19,26
Although policymakers hope this trend will lead to
decreased ED use, true behavior is subject to complex
incentives.
One survey found a nonsigniﬁcant 2% decrease in ED
use at 2 years postreform (2008 versus 2003 to 2005).19
Another survey found a signiﬁcant 3.8% decrease in the
number of people making any annual ED visit, a 1.9%
decrease in people visiting the ED more than 3 times
annually, and a 3.8% reduction in people making
nonemergency visits to the ED.26 However, this decline
did not begin until 2010, when health reform had already
been in place for 4 years.26 Thus, the Affordable Care Act
may ultimately slow the growth in ED use very slightly
from the pre–Affordable Care Act baseline after an initial
bump in utilization.
Volume 66, no. 5 : November 2015
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To supplement self-reports, Massachusetts has also
produced several studies of administrative ED visit data.
The study by Miller27 found that, compared with that of
neighboring states that had not expanded health coverage,
ED use in Massachusetts decreased by more than 5%.27
These reductions were mostly in primary care–treatable
conditions during weekday hours when outpatient clinics
were open. These results are consistent with patients’
reports and suggest that health reform is having the desired
effect of replacing nonemergency ED use with clinic use
when available.
However, Chen et al28 found no difference in ED
visits between Massachusetts and 2 neighboring states.
Two studies compared changes in ED utilization for
counties in Massachusetts that had small or large changes
in insurance coverage after reform. Two different
methods to estimate a county’s change in insurance
coverage led to 2 opposite results: Smulowitz et al29
found a 2.2% increase in ED visits, whereas Miller27
found a 6% to 8% decrease in ED visits in counties where
the most people gained insurance. In addition, a study of
changes in insurance coverage in California found that
both total and low-acuity ED visits decreased when
insurance rates increased.30 The majority of the evidence
from Massachusetts and the evidence from California
suggest that increased insurance coverage is associated
with a small decrease in ED visits.
In 2008, Oregon expanded Medicaid to a select
number of eligible adults by a lottery system, creating a
randomized natural experiment that provides the most
robust prediction of how Medicaid expansion will affect
ED visits. Analyses of self-reported health care use in the
year after expansion found no change in ED visits for
patients gaining Medicaid.31,32 However, a subsequent
analysis by the same authors, using administrative ED visit
data, found that patients obtaining Medicaid actually made
41% more ED visits than those who remained uninsured.33
Their direct comparison of survey and interview reports of
ED use to actual ED use provides a warning against the
overreliance on reported rather than actual behavior. These
results from Oregon suggest that among the Medicaid
population, ED visits could increase substantially.
Similarly, a public insurance expansion in Wisconsin
that automatically enrolled low-income adults without
children, the group most likely to beneﬁt from Affordable
Care Act Medicaid expansion, found a 46% increase in ED
visits after expansion despite a 55% increase in preventive
visits and a 13.5% increase in acute care visits to clinics.34
When Tennessee reversed course, taking Medicaid coverage
away from 171,000 adults in 2005, weekly ED visits
decreased by 2.6% in the state, further corroborating that
Volume 66, no. 5 : November 2015

patients with Medicaid use the ED more frequently than
the uninsured.35
However, a study matching 10 states that chose to
expand their Medicaid eligibility between 2000 and
2009 to control states that did not expand it found that
people obtaining Medicaid did not decrease their ED
utilization any more than Medicaid enrollees in matched
nonexpansion states.36 New Medicaid enrollment increases
ED utilization within states expanding eligibility, but this
increase may not be signiﬁcant when compared to temporal
trends in states not expanding it.
The Affordable Care Act includes a provision that took
effect in September 2010 that allows young adults aged 18
to 25 years to remain insured by their parents’ private
health insurance plans. Previous analysis of young adults
who lost their parents’ health insurance in 7 states revealed
that they were 40% less likely to visit the ED when
uninsured.37 These data suggest that young adults will
increase ED visit rates as a result of the Affordable Care
Act. However, a later analysis of the same data set after the
Affordable Care Act took effect did not ﬁnd any difference
in ED visits by individuals younger than 25 years after
they remained insured.18 Two separate analyses of ED
administrative data actually reported decreases in ED visits
by young adults in the ﬁrst 15 months after the Affordable
Care Act of 2.1% and 1.6 visits per 1,000 young
adults.38,39
Abraham40 combined the estimated changes in ED visits
observed in several previous studies with a large data set of
pre–Affordable Care Act ED utilization to make overall
estimates about the Affordable Care Act’s potential effect.
The study’s estimates ranged from a 9% decrease to a 12%
increase in ED utilization. The speciﬁcs of the different
studies reviewed indicate that this wide range is due to
the difference between the types of coverage expansion
(Table 1). A general increase in health care coverage, as was
observed in Massachusetts, is associated with stable or slight
decreases in ED use. An increase in private health coverage
leads to decreased ED use for young adults, whereas an
increase in Medicaid coverage alone appears to signiﬁcantly
increase ED use. Young adults are likely a much healthier
population with fewer health care needs than those gaining
Medicaid. Visit rates may also depend on whether patients
were uninsured or insured before gaining policy-related
insurance. All of these changes may stabilize over time
to the baseline slow growth rate observed pre–Affordable
Care Act.
It has been debated whether expanded insurance
coverage will decrease the severity of illness of patients
presenting to the ED (ie, acuity). When patients are treated
and managed in the outpatient setting, the provision of
Annals of Emergency Medicine 499
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Table 1. Changes in ED volume by type of coverage expansion.
Reference

Percentage
Change
State

Overall health reform
Long, 201226

Y3.8

MA

Miller, 2012b27
Chen 2011, Miller 2012a19,28

Y5–8
Zero

MA
MA

Abraham 201440

Y9–[12

USA

Smulowitz 201429

[1.2–2.2

MA

[5.6

USA

2013–2014 hospital data, 15 states

465 hospitals

[1.8

USA

2013–2014 hospital data, 15 states

465 hospitals

[40
Zero
Y1.4

USA
USA
USA

Medicaid expansion states
CHA 2014a20
Medicaid nonexpansion states
CHA 2014a20
Young adult population
Anderson 201237
Chua 201418
Antwi 201539

Data Source

2006–2010 Massachusetts-based telephone survey 15.5K patients 18–64, with
oversampling of uninsured and adults
in low-income areas
State hospital data and census data
Change in insurance coverage by county
Chen—2004–2009 state hospital data, NH and VT Chen—2.2M ED visits in MA by patients
are controls; Miller—2003–2008 National Health
<65
Interview Survey, 8 control states
Miller—21.6K respondents 18–64
2008–2010 Medical Expenditure Panel Survey;
184.7M nondisabled persons 18–64
compares use by the uninsured eligible for ACA with
those already insured
2004–2009 state hospital data; insured rates in
2M annual outpatient ED visits, 850K
each county estimated by percentage of hospital
inpatient admissions, and 150K
visits covered by insurance in the area
observation stays

2005–2007 ED administrative data in 5 states
2002–2011 Medical Expenditure Panel Survey
2007–2011 Healthcare Utilization Project Nationwide
Emergency Department Sample, 30 states
CA, FL, 2009–2011 HCUP SEDD and SID and census data
NY

Hernandez-Boussard 201438

Y2.1

Marketplace population
Lee 201524

Y4

Wharam 201347

Y4.6–11.7 MA

Medicaid population
Lo 201423

[300

CA

DeLeire 201334
Taubman 201433

[46
[41

WI
OR

Heavrin 201135

[2.6

TN

Baicker 2011, Finkelstein 201231,32 Zero

OR

MA

Subjects*

1.7M ED visits by patients 18–19
56.5K adults 19–34
77M ED visits by patients 19–29
10.2M ED visits by patients 19–31

2004–2008 Public health insurance enrollment data 353K adults >17
and statewide ED visit claims
2001–2008 claims data
16.3K people <65 whose employers
switched them from HMOs to HDHPs
2013–2014 state claims data

182K LIHP new enrollees who would be
eligible for Medicaid after expansion
2008–2009 state claims data
9.6K new Medicaid enrollees
2007–2009 survey data, Medicaid enrollment data, 25K Medicaid lottery winners 19–64
and ED administrative data from 12 Portland
hospitals
2004–2006 HCUP SEDD and SID, Medicaid
4.6M ED visits by adults >17
enrollment data, and census data
2008–2009 mail surveys
23.7K Medicaid lottery winners 19–64
who responded to mailed surveys

K, Thousand; M, million; ACA, Patient Protection and Affordable Care Act; CHA, Colorado Hospital Association; HCUP, Healthcare Cost and Utilization Project; SEDD, State
Emergency Department Database; SID, State Inpatient Database; HMO, health maintenance organization; HDHP, high-deductible health plan; LHIP, low-income health program.
*Age is provided in years.

timely primary care may prevent acute exacerbations
of chronic illness and late presentations of acute illness
by the uninsured. Indeed, since Affordable Care Act
implementation, the percentage of people reporting that
they have delayed health care needs because of cost, which
can lead to more urgent untreated conditions, has declined
17.5%, the ﬁrst decline in a decade.41 Conversely, the
Affordable Care Act could increase the ED acuity of the
patients who continue to visit the ED because of the
relative decrease in low-acuity conditions’ being shifted to
the primary care setting. In an opinion poll of emergency
500 Annals of Emergency Medicine

physicians by the American College of Emergency
Physicians, more than half of respondents believed the
Affordable Care Act would make no difference in visit
acuity.8
Most published evidence indicates that mortality rates
have decreased in Massachusetts and in several other states
after voluntary Medicaid expansions, which might suggest
lower severity of illness at the population level or improved
access to lifesaving care.42,43 When Tennessee decreased
Medicaid enrollment in 2005 (a reform opposite of the
Affordable Care Act), ED visit mix shifted from Medicaid
Volume 66, no. 5 : November 2015
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Table 2. Changes in ED acuity by acuity measure and type of coverage expansion.
Reference

Percentage Change

State

Data Source

Subjects*

Low-acuity visits
Exchange population
Wharam 201347

Y8.7 low-acuity visits†

MA

2001–2008 claims data

16.3K people <65 whose
employers switched them from
HMOs to HDHPs

Medicaid population
Taubman 201433

[43 ED discharges

OR

25K Medicaid lottery winners
19–64

DeLeire 201334
Gandhi 201444

[38.7 low-acuity visits†
Y1–4 low-acuity visits†

WI
USA

2007–2009 survey data, Medicaid enrollment
data, and ED administrative data from 12
Portland hospitals
2008–2009 claims data
2000–2009 National Hospital Ambulatory
Medical Care Survey and current population
survey

9.6K new Medicaid enrollees
185K ED visits by Medicaid
enrollees compared to
uninsured <65

High-acuity visits
Exchange population
Wharam 201347
Medicaid population
Lo 201423

Y31.9 high-acuity visits†

MA

2001–2008 claims data

16.3K people <65

[0.3–15.2 admissions

CA

Colorado Hospital
Association 2014a20
Heavrin 201135

[9–13 number of
concurrent diagnoses
Y0.6 ED admits

CO

2013–2014 state claims data for LIHP; result
stratiﬁed by insurance status before LIHP
enrollment
2013–2014 hospital data

TN

2004–2006 HCUP-SEDD and SID, Medicaid
enrollment data, and census data

182K new LIHP enrollees who
would be eligible for Medicaid
after expansion
Medicaid inpatients from 153
hospitals
4.6M ED visits by adults >17

Mortality
Medicaid population
Sommers 201242

Y6.1 mortality

NY, ME, AZ

1997–2007 Centers for Disease Control and
Prevention Compressed Mortality File and
census data

68K deaths of adults 20–64

*Age is provided in years.
†
Low acuity is deﬁned as treatable in the primary care setting.

to uninsured, and acuity, as deﬁned by hospitalizations,
increased slightly for the uninsured.35 There was also a
slight increase (0.6%) in total ED visits leading to
hospitalization (Table 2).35
Reviewing a national database of ED visits, Gandhi
et al44 found that adult Medicaid enrollees made the
most nonemergency visits (538.2/1,000 people) and that
their rate of nonemergency visits has been increasing in
the past decade, whereas nonemergency visits for the
uninsured (202.5/1,000) and privately insured (106.1/
1,000) were much less frequent and have remained constant.
Wisconsin’s 46% increase in ED visits for patients attaining
Medicaid was primarily due to a 38.7% increase in lowacuity visits.34 In Oregon, despite the 41% increase in ED
visits by patients attaining Medicaid there was no increase in
hospitalizations.33 These data suggest that Medicaid patients
will make more low-acuity ED visits.
On the other hand, reports on the ﬁrst 2 quarters of
Medicaid enrollees accessing care in Medicaid expansion
states revealed a 10% increase in case acuity and a 9.2% to
13.2% increase in the number of concurrent diagnoses per
visit, suggesting that regardless of whether visits themselves
Volume 66, no. 5 : November 2015

are emergency or not, the new Medicaid enrollees so far are
a relatively sicker population.20 Cook County in Chicago
expanded Medicaid to the Affordable Care Act–eligible
population 1 year early. Reports indicate that new enrollees
had high rates of obesity, diabetes, and hypertension, and a
quarter of them had been admitted to the hospital in the
year before enrollment.45 Eighty-ﬁve percent of the Cook
County enrollees could not afford their medications in the
year before enrolling, suggesting they may have sequelae of
untreated chronic disease.45 Similarly, people enrolled
through the early Medicaid expansion in California had
high rates of hospital admissions, particularly if they had
gone without health care in the year before expansion,
although with time their admission rate returned to
baseline.23 People choosing to take advantage of newly
available Medicaid coverage under the Affordable Care Act
may represent a sicker population who will make higheracuity ED visits because of multiple and previously
untreated medical conditions.
Behavior may be different for the patients gaining
private health insurance through Affordable Care Act
Marketplaces, particularly because 85% have chosen
Annals of Emergency Medicine 501
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high-deductible health plans.46 There are not yet many
data about patients transitioning from uninsured to a highdeductible health plan, but a study of patients switching
from a health maintenance organization to a highdeductible health plan may offer some insight. Patients
with lower socioeconomic status (many of the people
eligible for Marketplace subsidies) decreased their highseverity ED visits by 24.5% in the ﬁrst year and an
additional 7.4% the second year.47 In contrast, patients
with high socioeconomic status (those earning >400% of
the federal poverty level) and high-deductible health plans
decreased their overall ED visits by 14.8% but made no
change in high-severity visits.47 In the same study, patients
of low socioeconomic status also initially decreased their
hospitalization rates by 23% the ﬁrst year.47 However, in
the second year, hospitalizations increased back to baseline
levels, suggesting that these patients simply delayed
presenting for high-acuity conditions.47 2014 Data from
Hospital Corporation of America (HCA), a national
hospital chain, showed that Marketplace patients had
higher acuity as measured by the ratio of ED visits to
admissions than traditional employer-based private
insurance or the uninsured (2.86:1 versus 3.39:1 versus
9.58:1).48 Like the early enrollees in Medicaid, those taking
earliest advantage of Marketplace plans may also be a
relatively sicker population with recently untreated health
needs.
Overall, the data suggest that Medicaid patients make
many low-acuity ED visits, but that the initial Affordable
Care Act Medicaid enrollees represent a sicker and higheracuity population. Many patients who gain coverage through
high-deductible health plans might delay needed care despite
gaining health insurance which, although initially decreasing
the proportion of high-acuity visits in early years of
implementation, could lead to higher-acuity ED visits.
ED reimbursement is an important issue to both the
emergency physician and the hospital administrator. A few
analyses of anticipated proﬁt changes caused by the Affordable
Care Act, as well as outcomes from state-level reforms, are
promising, but decreased Medicaid Disproportionate Share
Hospital funding that also comes with the Affordable Care Act
may offset these gains. Indeed, more than half of emergency
physicians fear reduced reimbursement under the Affordable
Care Act.8
Wilson and Cutler49 estimated that hospital ED
proﬁt margins (facility fees) would be higher with the Affordable
Care Act than without it (7.3% versus 11.7%, respectively)
in 2023. In addition, an analysis by Galarraga and Pines50
similarly estimated that physician reimbursements (professional
fees) for newly insured Medicaid patients will increase by
17%; for newly privately insured patients, by 39%.
502 Annals of Emergency Medicine

Current ED reimbursement trends reveal that 15% to
18% of ED visits are self-pay,4,49 and only 10.4% of
uninsured patients ever make any payment on their hospital
bills.48 The majority of hospital ED proﬁts come from
admissions (21.8% proﬁt margin compared with 3.2%
for discharges) and the privately insured (proﬁt margin
39.6%).49 Although EDs lose money on Medicaid visits
(negative 35.9% proﬁt margin), EDs lose substantially more
on self-pay visits (negative 54.4% margin), so converting the
currently uninsured into Medicaid or privately insured
patients should be beneﬁcial to ED proﬁt margins for both
the hospital and the physician.49
However, proﬁtability varies by visit acuity. Henneman
et al51 found that commercial insurance pays 1,256%
more for level 5 visits than level 1 ($1,281 versus $102),
whereas Medicaid pays just 246% more for the highestacuity visits ($273 versus $111). As a result, Medicaid visits
with levels of service 1 to 3 are proﬁtable for EDs, and only
levels 4 and 5 Medicaid visits lose money.51 For ED level
of service 1 visits, Medicaid and commercial insurance
are actually approximately equally proﬁtable (margin $67
versus $68 per visit).51
We can again turn to other state-level health insurance
changes for clues about what to expect from the Affordable
Care Act. The uninsured will likely make up a smaller
percentage of ED visits as a result of the act. When
Tennessee decreased Medicaid eligibility, Medicaid ED
visits declined by 6.2% (3,319 visits per week), whereas
uninsured ED visits increased by 5.3% (2,203 visits per
week).35 By doing the opposite, as the Affordable Care Act
does, Massachusetts increased Medicaid and private
insurance coverage while decreasing ED visits by the
uninsured from 9.5% to 5.7%.29
Early analyses of the Affordable Care Act reveal that
the payer mix for emergency ED visits by young adults
has experienced a 3.1% to 5.0% increase in private
insurance and a 1.7% to 2.9% decrease in self-pay
patients.39,52 Arkansas hospitals, where the state has
aggressively pursued Affordable Care Act health reform,
reported a 24% reduction in uninsured ED visits in the
ﬁrst 3 months of the Affordable Care Act.53 Tenet, a
national hospital chain, reported a 33% reduction in
uninsured visits in states that expanded Medicaid compared
with an increase in uninsured visits in nonexpansion
states.53
A report of more than 400 hospitals in 30 states found
that in expansion states Medicaid charges had increased
29% and uninsured charges had decreased 25%, with total
charity care decreasing by 30% as a result.54 These changes
to charges match the volume-based changes to payer mix
and were not observed in nonexpansion states.54 Early
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expansion of Medicaid in Chicago led to a 10% decrease
in charity care by the end of the ﬁrst year.53 Financial
outcomes from the Affordable Care Act thus far reveal
favorable changes in payer mixes, particularly for EDs in
states choosing to expand Medicaid.
Unfortunately, although there may be an increase in
revenue because of a shift of patients from uninsured to
private insurance and Medicaid, much of the increased
revenue will be needed to offset costs for the remaining
uninsured populations, which will include undocumented
immigrants, legal immigrants living in the United States for
fewer than 5 years, adults not earning enough income
(<100% federal poverty level) to qualify for subsidies in
health insurance Marketplaces in states not expanding
Medicaid, and those eligible for Medicaid or Marketplace
subsidies but choosing not to enroll.
Before the Affordable Care Act, hospitals providing
uncompensated charity care received funding from
Medicaid and Medicare Disproportionate Share Hospital
programs. Because the act expected to decrease the
uncompensated care pool by insuring a much larger
percentage of the population, the law mandated large cuts
to Disproportionate Share Hospital payments (Table 3).
After 2 delays, $1.8 billion (16%) will be cut from total
federal Medicaid Disproportionate Share Hospital
payouts in 2017, $4.7 billion per year (41%) in 2018 to
2020, and up to $5 billion per year through 2023.55 The
cuts will be relatively larger or smaller for each state,
depending on the uninsured rate in the state and the
way the state chooses to distribute its Disproportionate
Share Hospital funds to hospitals.56 States with high
pre–Affordable Care Act uninsured rates who do not
expand Medicaid, such as Texas, Louisiana, and Florida,
are expected to lose the most in Disproportionate
Share Hospital payments57 while losing new Medicaid
reimbursements for the currently uninsured because the
payment calculations are based on historical uninsured
rates that lag a few years behind, so initial payments would
continue to give robust payments to expansion states
despite decreases in their uninsured rates. The double
loss to nonexpansion states should be somewhat offset by
the delayed start date, which will shorten the lag to
incorporate the higher uninsured rates post–Affordable
Care Act in these states.
We expect EDs and emergency physicians to experience
increased reimbursements from the Affordable Care Act
because of the shift of patients from uninsured to Medicaid
or private insurance. However, cuts to federal
Disproportionate Share Hospital payments will adversely
affect hospital revenue, particularly in states not expanding
Medicaid, in which EDs will realize fewer beneﬁts from
Volume 66, no. 5 : November 2015

Table 3. Reductions from Disproportionate Share Hospital
funding by year.*
Year
Medicaid,
$

2017
1.8

2018
4.7

2019
4.7

2020
4.7

2021
4.8

2022
5.0

2023
5.0

2024
4.4

*In billions of dollars. Reductions are from the annual pre-ACA allotment (which was
stable but inﬂation adjusted), independent of the amount reduced in the previous
year, for a total of $34.7 billion in reductions from 2017 to 2024. Source: Medicaid
Program, State Disproportionate Share Hospital Allotment Reductions, Final Rule,
September 9, 2013.

the Affordable Care Act and face larger Disproportionate
Share Hospital losses.
DISCUSSION
Early into Affordable Care Act expansion, publicly
reported preliminary trends show increases in ED volumes,
possible increases in patient acuity for Medicaid and
Marketplace patients, and decreases in uncompensated care
for states expanding Medicaid.20,45,48,54 However, it is still
early in the act’s rollout, and as late as January 2015 states
have continued to change their individual approach to
expansion and Marketplace creation.58 Thus, it is too early
to determine the long-term effects on EDs and emergency
physicians. Most current evidence comes from previous
state-level reforms and shows a mixed picture, depending
on the type of insurance gained, insurance status before
reform, and the length of time since implementation.
The actual experiences for EDs and emergency
physicians will differ greatly, depending on whether the
state in which they practice chooses to expand Medicaid
or aggressively promote Affordable Care Act Marketplace
enrollment, because patient behavior may be quite
different for new Medicaid versus Marketplace patients.
Of uninsured adults, 12.9 million will be eligible for
Marketplace plans and just 8.6 million will be eligible for
Medicaid.59 There will also be a difference in outcomes
according to states’ current uninsured rates, pre–Affordable
Care Act Medicaid eligibility levels, income levels, and
numbers of undocumented immigrants who will remain
ineligible for coverage expansions. Over time, there may be
reductions in mortality as a result of expanded insurance
coverage.42,43
Although the individual mandate was intended to lead
to nearly universal enrollment, predictions estimate that the
Affordable Care Act will cover only approximately half of
the uninsured population.49,60 Individuals who choose to
enroll will likely be a different population from those
who remain uninsured. People taking advantage of early
expanded Medicaid enrollment tended to be relatively
sicker, with high rates of chronic illness and numerous
barriers to care.45 The relatively sicker20,45 new Medicaid
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enrollee may initially have higher-acuity visits even though
traditionally Medicaid patients make the greatest
proportion of low-acuity visits of all payer types.44
The classic RAND Health Insurance Experiment
suggests that care use is highly dependent on the amount of
cost sharing, so patients gaining Medicaid who have no
copayments may use a high number of services, whereas
patients enrolling in high-deductible health plans through
the Affordable Care Act Marketplaces may decrease their
use of services.61 Low-income patients with highdeductible health plans may initially avoid the ED because
of deductibles but may present later as a sicker population
after self-rationing of their care.47 Conversely, they may
also have high unmet health needs similar to those enrolling
in Medicaid if they were uninsured previously, leading to
frequent ED visits after enrollment.48
Oregon and Wisconsin both experienced large increases
in ED visits after expanding Medicaid,33,34 whereas
Massachusetts’s expansion of private insurance with a more
modest Medicaid expansion appears to have had a much
smaller absolute effect on ED visits.19 However,
Massachusetts Medicaid enrollees who were uninsured
before enrollment increased their ED visits.24 Thus, the
overall declining ED visit rates in Massachusetts may reﬂect
their lower-than-average uninsured rates before health care
reform and may not hold true nationwide.
Another consideration is whether the shift toward
Medicaid Managed Care will change patient behavior and
ED outcomes. More Medicaid patients are shifting to
managed care plans from traditional fee-for-service plans,
but Medicaid Managed Care is implemented differently
in each state62 and is likely to have a mixed effect on
emergency care, depending on how it is implemented.
Although Oregon initially reported increased ED visits after
Medicaid expansion,33 updates show a 21% decrease in ED
visits for Medicaid patients enrolled in Oregon’s particular
brand of managed care.63 It is not yet known whether other
states’ versions of managed care will have similar or
opposite effects on ED utilization.
Medicaid reimburses much less than private insurance
but more than the average self-pay patient.49 As long as
the majority of people gaining Medicaid were previously
uninsured, total ED reimbursement should increase. If
patients gaining Medicaid do make more low-acuity visits
as experienced in Oregon and Wisconsin, however, those
visits will be as proﬁtable as commercial low-acuity
visits.33,34,51 It is yet to be determined whether coverage
through the Marketplace with private insurance, traditionally the
highest payer for ED services, will have similar reimbursement
to standard employer-based private insurance products. It is
also possible that crowd-out of some patients from private
504 Annals of Emergency Medicine

insurance to Medicaid will occur as well. In fact, some
companies such as Walmart, Target, and Home Depot that
previously offered private insurance plans chose to discontinue
their plans and allow their employees to choose Medicaid or
Marketplace plans instead.64 HCA has reported that 56% of
their patients insured by Marketplace plans in 2014 were
previously insured versus 44% converting from uninsured to
Marketplace.48 However, the percentage of previously insured
individuals converting to Marketplace plans from Medicaid
versus employer-sponsored plans was not reported and will be
most relevant to whether reimbursement for their care will
increase or decrease. These reimbursement trends need to be
monitored by providers of emergency care.
High-deductible health plans could make a patient’s ﬁrst
few ED visits effectively self-pay if patients have no yet met
their deductible. Emergency physicians are therefore
concerned that these changes will not be reimbursed. In
2014, only 33.7% of HCA patients with Marketplace plans
made any payment on their bills, and payments averaged
only $390 for those who paid, but this is still more than the
10.4% of uninsured patients who made any payment.48 In
addition to being high deductible, many Marketplace plans
also offer limited networks, which could similarly decrease
providers’ reimbursement if they are out of network. Some
providers have found themselves in a different network
than the hospital where they are contracted. These changes
could require a more robust mechanism on the part of
emergency physician groups to procure compensation from
patients seeking care before satisfying their deductibles,
which will increase the administrative burden and costs for
the ED.
However, in accordance with the literature the newly
insured patients should bring an overall desirable
reimbursement mix.49,50 If this proves true, emergency
physician groups may want to actively recruit them.
Potential mechanisms could include efforts to improve wait
times and the overall patient experience65 and to direct
outreach to in-network patients.
For emergency physicians trying to determine their
role in the changing face of health care, research will be
required to monitor how the Affordable Care Act is actually
implemented and what changes health reform actually
brings. Interesting analyses will include the difference
between Medicaid expansion and nonexpansion states and
between states operating federal versus state Marketplaces.
According to the drastic change in estimates from Oregon
between actual ED claims data and patient-reported data,33
large administrative data sets will likely yield more accurate
information about use, acuity, and reimbursement, whereas
patient-centered survey methods will be useful to
determine the motivations behind observed behavioral
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changes. Other Affordable Care Act reforms such as
bundled payments, mental health parity, and Accountable
Care Organizations may have signiﬁcant effects on EDs,
but data are currently lacking on their inﬂuence. Many
other payment and care delivery models have been funded
by the Affordable Care Act and are currently being
demonstrated across the country, but it remains to be seen
whether and how each of these distinct models will affect
emergency care.
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