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ABSTRACT 

Emergency rooms often are used for extremely ill patients, but they also are used 

and overused for non-urgent acute-care needs, especially in the urban setting where 

patients might not have access to primary care services. While U.S. legislation has aimed 

to reduce emergency-room usage for non-emergency needs, the emergency room 

continues to be an essential support in low-income and urban neighborhoods. 

Specifically, North Philadelphia residents rely on and use the emergency room for 

reliable care. The central premise of this thesis is that we should shift from working to 

curtail emergency room usage, and therefore costs, to fundamentally re-redefining the 

nature and identity of emergency rooms.  
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CHAPTER 1: THE USE OF EMERGENCY SERVICES IN THE URBAN SETTING 

 

Emergency departments are designed to treat the extremely ill or unstable patient. 

In the past, emergency departments consisted of a few rooms located in the basement of 

hospitals. Specialists with varying backgrounds would rotate through the department 

treating acutely-ill patients. Many of these patients had no health insurance and no 

financial means to pay for care.6  

In 1986 the Emergency Medical Treatment and Labor Act (EMTALA) was 

passed by Congress to prevent “patient dumping.” Patient dumping was the act of 

discharging or releasing patients after determining that they could not pay for the services 

they so desperately needed6. EMTALA ensured medical access to patients that were 

under- and un-insured. This established emergency departments as the backbone of our 

nation’s healthcare safety net6. As a result, emergency room visits increased from 97 

million to 130 million between 1995 and 2010, an increase of 34 percent.11 

 Over time, the emergency room has moved from the basement to the first floor, 

and their patient population has grown exponentially6. The rising cost of care continues to 

make this population a vulnerable group. The unintended consequence of EMTALA is 

emergency medicine physicians began to see an influx of patients, many without 

emergent issues. Emergency rooms now might have someone with a penetrating trauma 

in room one, and a baby with a suspected fever in another room.  

This review aims to investigate the usage of emergency services in the urban 

setting and highlight how current policy initiatives, specifically the Affordable Care Act 
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(ACA), continue to fail in changing the pattern of emergency department usage. I will 

start by using statistics that describe the North Philadelphia community and its 

distribution of primary care. This background will provide an outline for similar urban 

settings. I then describe the effects of the Affordable Care Act on emergency room use 

and compare that to the intended outcome. Research will be presented to clarify who the 

target patient population for the affordable care act is and how its execution missed the 

mark. In this paper I will explain my perspective of why the ACA fell short and the 

corrections that will appropriately address the problems plaguing our healthcare system.  

North Philadelphia Emergency Departments 

According to the latest U.S. census, North Philadelphia has a population of 

240,000 people in an area of 46.7 square miles, with a rate of increase of about 2.5% in 

2015.30 North Philadelphia is also serviced by three major hospitals: Temple University 

Hospital, Einstein Medical Center, and Hahnemann University Hospital. In 2014 

Onboard Informatics reported information on the ZIP Codes 19122 and 19133, the areas 

representing North Philadelphia proper, as having a population of 47,541 with a mean 

age of 26.4. The average annual household income was $23,303. The crime risk in this 

area was above the national average for murder, robbery, rape, and personal crime. The 

education statistics show that at least 39.1% of residents had some college while less than 

3.5 % went on to acquire graduate degrees. North Philadelphia residents regularly face 

challenges such as violence, housing and food insecurity, and unemployment.  

The concentration of primary care practices in Philadelphia for population-to-

provider average is 1,073:1 in Philadelphia.4 While this average seems positive, the 

numbers do not tell the full story. There are significant clusters of near-nonexistent 
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healthcare access in North Philadelphia. In North Philadelphia, because there are major 

gaps when it comes to neighborhood physicians and consistent care throughout the area, 

some residents have difficulty seeing and developing a relationship with their primary 

care physician.4,15 These residents have to miss days of work to travel for care and they 

have to wait in very long lines for local services like FQHCs.15 These obstacles present 

major barriers to regular care.  

Temple University Hospital, the third hospital serving the North Philadelphia 

region, recorded 84,751 emergency room visits in 2015.32 This number is much higher 

than in most urban hospitals. Between 1999 and 2015, the average number of emergency 

room visits in the United States was 440 per 1000 persons.13 Hospitals in the North 

Philadelphia area regularly surpass this average, although our wait times are shorter. 

From 2003 through 2009, the average wait time in U.S. emergency departments increased 

from 46.5 minutes to 58.1 minutes.14,31 In 2013 the average wait time in Temple’s 

emergency department was 54 minutes, the lowest in North Philadelphia.14 While 

Temple’s improved wait time is a product of systematic corrections and improvements in 

departmental efficiency, wait time has become a marker for gauging usage and 

overcrowding.  

In Philadelphia, and nationally, overcrowding and resource shortages have 

become major issues.3,10,29  The literature is inconsistent on what the main cause of 

overcrowding is, but the effects are well documented. An influx of patients consumes 

many of the emergency rooms’ finite resources.1 There is a shortage of physicians, 

nurses, and residents. There aren’t enough empty beds to maintain a steady flow of 

patients through emergency care, and rooms in the hospital continue to reach maximum 
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capacity. Reaching maximum capacity prevents patients from being appropriately 

admitted, which keeps beds occupied for longer and longer periods in the emergency 

department. This gridlock contributes to emergent patients receiving delayed care, being 

triaged inappropriately, and refusing to go to the hospital because of poor service 

quality.14,31 Temple, like many other hospitals, is overwhelmed by the influx of patients.32 

Patient Story 

Consider A.J., a 27-year-old under-insured man who suddenly develops 

abdominal pain located in the right lower quadrant. A.J. was able afford catastrophic 

insurance (high-deductible health plans, or HDHPs) through the ACA marketplace. He 

gets preventative exams covered at 100%, but he doesn’t have a primary care physician 

who is close enough for him to see consistently. He cannot afford to miss work, so he 

chooses to take acetaminophen and power through the pain. Contacting a PCP would 

have been an option if he developed a significant relationship with any of the physicians 

he has encountered. Since the doctor’s office is too far from his neighborhood, he does 

bother to call because he wont be able to go see them without transportation and when he 

phones the office, he is always on hold for long periods.  

As the day progresses, he develops a slight fever, but his pain is much improved.  

Five hours into a 12-hour shift, his pain suddenly stops, but returns immediately and this 

time it is excruciating. His abdomen is hard and his fever is concerning. He is transported 

to the nearby hospital where he is treated surgically for a ruptured appendix. After he is 

treated, he gets a bill that he can’t pay because of his deductible is too high. After 

surviving a difficult emergency, he acquires a financial hardship from a disorder that may 
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have been detected early and treated more conservatively had A.J. not been faced with his 

particular complex set of barriers.  

There are many aspects of this story that were unavoidable. A.J. could not prevent 

appendicitis and he could not negotiate his care before he needed it.  I believe he could 

have received less emergent care that cost less and would be safer for the patient.  

Trusted advice from a primary care physician can be lifesaving. Insuring the patient was 

the only service provided to this patient. It did not improve his access to trusted 

recommendations, and it did not improve the socioeconomic factors that prevent 

comprehensive healthcare. Stories like AJ’s are all too common and not only result in 

high-emergency room volume, but also high emergency-room bills for care for the 

patient.  

The Emergency Department in the ACA 

Implementation of ACA was predicted to improve health care costs by lowering 

the use of emergency rooms. The act was passed on March 23, 2010 and scheduled for 

full implementation in 2014. It contained many promising features, including a focus on 

primary care reimbursement and education, a clause for pre-existing conditions, a 

mandate aimed at lowering insurance costs. The list of benefits and protections include:21 

• Setting up the Health Insurance Marketplace  

• Subsidizing Health Insurance 

• Expanding Medicaid  

• Improving Medicare for seniors and those with disabilities 

• Expanding employer coverage 

• Mandating insurance for all 
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• New taxes and tax breaks 

• Letting young adults stay on their parents’ plan until age 26 

• Stopping insurance companies from denying coverage  

• Stopping insurance companies from dropping their paying clients if they are sick 

• Preventing gender discrimination 

• Stopping insurance companies from making premium hikes 

• Removing caps on spending 

• Rapid appeal of insurance decisions 

• Tax breaks for small companies who insure their employees 

• Mandating large companies to insure employees 

• Easing the process for enrolling children in CHIP 

	
While the Affordable Care Act promised many significant changes to improve 

healthcare in the United States, it did not increase primary and preventive health care 

services so much that people would rely on emergency rooms less for non-emergency, 

non-acute-care needs. Indeed, the ACA was unable to change the culture of emergency 

room usage, usage that is required in major, poor urban settings, because of the meager 

access to primary care offices.  

The Affordable Care Act was designed to improve the quality of healthcare in our 

current system, but there was no consideration for changing the infrastructure of 

healthcare. When I mention infrastructure, I am not referring to hospitals and 

ambulances, but the infrastructure for those that don’t have access to primary care.  

Emergency services, in many communities, function like the roads and bridges of their 
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healthcare system. They are a basic necessity. Emergency medicine services are available 

at all times, 24 hours a day, 7 days a week, supporting patients after hours and over the 

weekend. The Affordable Care Act failed to provide many of the services provided by the 

emergency room.  

For example, no direct plans were included in the Act to address emergency care 

payment or quality.17,18,20  Emergency care was only included under the coverage for 

certain plans and it was mentioned for patients using services outside their coverage 

area. The lack of attention addressing emergency departments and their growing census 

was careless because emergency department physicians play a vital role in health care 

delivery. The ACA should have stated specifically what protection and benefits would be 

provided to patients and providers in our emergency departments.  

Emergency department physicians make up less than six percent of the physician 

work force, but manage approximately 28 percent of acute care encounters.20,23 After 

Massachusetts passed their health care reform in 2006, a precursor to the ACA, they 

noticed patient increase in emergency department use similar to surrounding states.15,20,26 

Perhaps counter-intuitively, health care reform actually increased emergency department 

usage instead of decreasing it.  This increase in usage is being felt by physicians. A 

majority of physicians believe that the amount of visits to the emergency department 

have either increased or stayed the same since the passing of the ACA7. These survey 

results are in opposition to the ACA’s intended results. Figure 1 demonstrates how 

emergency department use in Illinois increased after the implementation of the ACA. 

The most important question is “Since the full implementation of ACA in 2014, 

has the use of the emergency departments and the cost associated with emergency care 
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improved?” As of February 2016, the current enrollment numbers for the ACA were 12.7 

million in the marketplace, and 20 million total when Medicaid expansion is included.5 

The percentage of citizens who are insured increased by five percent.5 According to the 

American College of Emergency Physicians, 75% of emergency physicians report an 

increase in emergency department visits since 2016, with 90 percent stating that the 

severity of illness or injury among patients has either increased (44 percent of the 

respondents) or remained the same (42 percent).8 Objective statistics reported by the 

CDC do not state any significant change in the rate of increase of emergency department 

visits.22  

Patient Story 

During my emergency room clerkship at Temple University Hospital, I treated a 

young woman who presented to us with abdominal pain. She gave me a very non-acute 

history of abdominal pain for two to three weeks associated with amenorrhea, the absence 

of menstruation, for seven weeks. She had a positive pregnancy test and we confirmed a 

viable pregnancy with a bedside ultrasound, all within the hour. Now this case is not 

emergent and it definitely could have been handled in the outpatient setting. The 

concerning aspect of this case was that the woman presented to the emergency room at 

8:30 in the evening and her reasoning was because she was concerned about the pain that 

was constant for two weeks straight. In the outpatient setting, she would have to make an 

appointment, and wait two to three weeks depending on the physicians’ availability. In 

the outpatient setting, she would receive a pregnancy test with results, but she would have 

to wait a few weeks to schedule and receive an outpatient ultrasound with an Ob-Gyn. 
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This entire process could take up to one to two months. This young woman’s case is 

common because of the socioeconomic and healthcare factors surrounding her case. 

Emergency Department Costs 

While the ACA was a step in the right direction, insurance alone is not an 

effective method to reduce the amount emergency department visits affecting healthcare 

costs. As the number of visits increase so does the cost. The only decrease related to the 

ACA and emergency departments was in the number of uninsured patients presenting to 

the emergency room. The number of emergency department visits continues to rise 

because insurance alone does not improve patient access. In 2007, approximately 30% of 

all healthcare spending was labeled as wasteful.1 Overuse of the emergency department 

was identified as one of the six major sources of waste, representing $38 billion of the 

$700 billion in waste.1,34 Figure 2 illustrates how the calculation for waste is estimated. 

The literature does not present a consensus on the root cause of overuse. The 

increased cost may be credited to a rise in emergency room visits for non-urgent (or non-

emergency) cases, or use by all patients across all complaints and conditions. There is a 

nuanced discussion on how patient cases are classified. One systematic review found the 

most commonly used definition of non-urgent visit depended on whether the care could 

be delayed.12 The delay criterion depends on the patient’s severity of illness and the 

facilities ability to provide the needed treatment or alternate options.  

The New England Healthcare Institute (HEHI) refutes the claim that increased 

costs are primarily a byproduct of the poor and uninsured. The NEHI’s observation 

demonstrated increased use across all payer groups.1 Researchers have found that 

individuals with a usual source of primary care are more likely to have one or more 
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emergency department visits a year compared to patients without a usual source of care.1 

The rationale is that a person without insurance is less likely to use the emergency room 

because of the large financial burden. Contrary reports have been published about 

uninsured patients being more likely to use emergency care resources.12 The latter is the 

more widely accepted reason for increases in emergency care costs.  

I believe both these observations are correct depending on the population 

surveyed. In urban populations where socioeconomic factors like financial stability and 

educational achievements are low, the emergency room provides convenience because of 

the lack of primary care resources. Similarly, patients with chronic illnesses also use the 

emergency room regularly. This is especially common in the urban setting where patients 

might not have regular access to specialists. For example, patients with end stage renal 

disease or advanced or uncontrolled diabetes are always on the precipice of another 

emergency event. Providing them with the insurance to go see a primary care provider 

will not stop them from have an exacerbation of their chronic disease. Specialists like 

nephrologists can provide superior management for these advanced disorders, but even 

the best management doesn’t remove the risk of an exacerbation.  

For these patients, the emergency room has become their safety net and their 

many emergency department visits a year cannot be considered overuse; in many ways 

it’s appropriate use. Reducing emergency room visits among this population might not be 

a reasonable or attainable goal. The goal should be shifted to increase access to primary 

care doctors, instead of focusing solely on reducing emergency room visits without a 

sufficient backup plan for patients who regularly use the emergency department for 

healthcare.  
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Equity in the Emergency Department 

Minority patients from low-socioeconomic backgrounds are most likely to use the 

emergency department for non-life threatening illnesses. The emergency department 

visits of non-urgent patients are more likely be younger non-Hispanic African Americans 

having Medicaid or no insurance.12 The age groups that use emergency services most are 

19-40 year-olds and 41-64 year-olds.7  

While these demographics have been used to categorize populations in need of 

resources, the ACA failed to include any targeted resources for the demographics who 

need it the most. While NEHI reported an increase of emergency room visits across all 

payer groups, the percentage of age groups and races was not noted. Focusing on the 

demographics that use the emergency room most would be a more equitable approach, in 

large part through a re-distribution of services.  

Research shows that patients with low-socioeconomic status were twice as likely 

than those with high-socioeconomic status to require urgent care, and four times more 

likely to be admitted.15 This team of qualitative researchers interviewed many patients to 

understand why patients with low- socioeconomic status preferred hospital care over 

ambulatory care. What they found was the two main perceived benefits of hospital care 

were better overall access across many specialties and an increased level of trust in the 

technical quality of hospital providers. Hospital care was perceived as more affordable 

because referrals and outpatient specialist charge copays that seem unaffordable. These 

patients didn’t experience these issues with either their primary care doctors or the 

emergency room.15  
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Outpatient facilities were perceived as less accessible because of transport issues 

and the requirement for multiple return visits. The insurance-covered van services are 

unreliable. Offices that offered same-day appointments were very difficult to reach over 

the phone because of high-call volumes. When the patient finally got through to staff, 

they were often too late and had already sacrificed a day of work to schedule and attend 

the appointment.  

In concerning situations, calling their primary care provider results in a referral to 

the emergency room. Many feel like the PCP does not do anything for them while 

emergency services is considered a “one stop shop.” Switching PCPs is not an option 

because of the confusion that comes with navigating the health system. These are 

common issues that contribute to emergency department’s overuse. 

Unfortunately, regions where emergency department use is abnormally high are 

also associated with a common set of statistics, including a large African American 

population an increased incidence of diseases like asthma, influenza, and pneumonia.24 

These regions usually have a high concentration of Medicaid and Medicare users. 

Common to these communities is a lack of grocery stores that provide fresh produce that 

is nutrient rich. These communities have a high concentration of corner stores that mainly 

stock processed and snack foods. Figure 3 provides an illustration of this phenomenon in 

Kansas City. While a similarly detailed study does not exist for the Philadelphia region, 

news reporting consistently suggests that the situation studied in Kansas City is 

equivalent to that of Philadelphia.28 
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A Better Emergency Department in the Future 

The problem with emergency room spending is not the amount we spend, but the 

perception of what we are spending. A baseline for what emergency care should cost has 

never been established. Patients and facilities have always increased in numbers since the 

passing of EMTALA. We compare emergency services to outpatient care, but the 

comparison isn’t appropriate. The literature has singled out non-emergent visits as the 

problem. But that analysis is incomplete and oversimplified.  

Portraying non-emergent visits as the cause for wasteful spending does not take 

into account how some reports demonstrate how a significant number of nonurgent visits 

were admitted to the hospital or the ICU.12 While that speaks to the limitations of 

triaging, it also begins a discussion about whether we should label non-urgent visits as 

wasteful.  

The emergency room may be the appropriate site to service non-urgent 

presentations, especially when there are no other sites. Outpatient settings do not provide 

the same array of services as the emergency room or even lower acuity facilities like 

urgent care. The emergency room fills a void that traditional outpatient services cannot 

fill. While emergency medicine is a young specialty, it is as necessary to the healthcare 

system as primary care. With the understanding that emergency rooms are unique and 

necessary, this label of overuse should be eliminated.  

The aim should be not be to eliminate overuse, but instead to reduce the rate of 

cost increases and to improve the education of patients on the purpose of emergency 

department. We can reduce the costs associated with emergency room use by including 
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provisions in future health policy reforms that reduces the cost of resources used by the 

emergency room. 

As the child of immigrant parents, and a medical student who assisted 

undocumented immigrants, I see the emergency room in many situations has become an 

undocumented person’s only form of healthcare. Immigrants are infrequent users of the 

U.S. healthcare system for fear of being deported or being detained, but this fear has 

placed them in the precarious position of waiting for their medical problem to become its 

worst before seeking treatment. Philadelphia’s status as a sanctuary city, whether a 

product or result of its sizable population of undocumented persons, means that our 

emergency departments cannot continue to ignore more appropriate and nuanced reforms.  

For the ACA, or any future health policy reform, to be comprehensive, emergency 

care and primary care should be adjusted simultaneously. I agree with the NEHI’s 

recommendations for making primary care services more accessible. Their 

recommendations include:1 

● Extending practice hours 

●  Providing open access scheduling 

●  Connecting vulnerable patients to appropriate services 

●  Improving urgent care and fast-track options while including 

telemedicine 

●  Improving chronic disease management 

Alongside these recommendations I would incentivize practices that provide on-

site laboratory work and rudimentary imaging. Observations of urgent care centers have 

shown how these facilities are improving the conditions of overcrowding in busy 
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hospitals.33 Urgent care centers are proliferating, and are either affiliated to each other or 

with larger hospitals. Primary care specialists are staffing many urgent care facilities, and 

the costs associated with these physicians in these settings is significantly lower than the 

physicians normally affiliated with emergency departments. Figure 4 is a chart that 

compares the cost of treating different diagnoses in either traditional emergency rooms or 

urgent care centers.8 These primary care specialists should also be incorporated into the 

emergency departments of large hospitals. This option can assist patients with identifying 

local primary care resources that would appropriately address their needs. Emergency 

department social workers are tasked with connecting vulnerable patients to appropriate 

services. Paired with interdepartmental providers these resources can address frequent 

emergency department users like those suffering with mental health issues or 

homelessness. Extending service hours can be difficult for small primary care practices, 

but varying their business hours and providing phone call periods with possible 

telemedicine options may be more manageable. Telemedicine has shown that its 

utilization can reduce emergency room crowding.19 Providers in the outpatient setting 

should also be compensated more appropriately for minor procedures such as abscess 

decompression and stitch removal.  

The ACA does address the shortage of primary care providers and the lack of 

providers in rural areas, however urban areas were not addressed, perhaps because of the 

perception that emergency department overuse in cities is more the result of access to 

insurance. The issue of convenience or geographic access to primary care should be 

addressed by incentivizing practitioners to established practices in areas closer to the 

demographics in need. The concentration 5,155 persons per square mile in the North 
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Philadelphia community would benefit from this consideration. This would target the 

demographics who use emergency services disproportionately. The ACA has provisions 

for educating patient about preventative measures and health maintenance. A part of that 

education should be focused on teaching patients about emergency room use and the 

many options they have at their disposal like urgent cares and retail nurse practitioners. It 

should include some basic resources on self-triaging and telephone services to direct 

patients care. 

With such changes, the gentleman I mentioned previously, A.J., would be able to 

develop a relationship with local practitioners. He would have a trusted caregiver that he 

could call with a report of concerning symptoms. That provider would be in position to 

educate A.J. about his options and things to be aware of. The relationship he develops 

with the provider may allow him to seek care that doesn’t take away too many hours from 

his work schedule. Incentives for practitioners could include grants for providers who 

establish new primary care practices in designated neighborhoods, a negotiated medical-

school loan repayment, reducing business or revenue taxes, and changing reimbursements 

to a system that rewards patient satisfaction and outcomes. Patients should be 

incentivized for establishing and maintaining primary care services. The improvement of 

health markers like blood pressure and blood sugar could be recorded and tracked to 

determine how patients are incentivized. The rewards could include discounts on co-

payments or cashback options.  
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Conclusions 

Today the ACA and Medicaid expansion insures 20 million patients, and this 

health reform is under attack by the new Republican administration.  If the ACA had 

been constructed with agreements from both political parties, it would not be in danger 

and it might have been more comprehensive. It could have done more than just increase 

the numbers of people with insurance. Unfortunately, the ACA has become more of a 

political issue than a health care and human rights issue. Therefore, it is at risk of being 

repealed before it has been able to truly affect change in and access to health care, 

especially for low-income and minority populations.  

When I become an emergency medicine physician, it will be my duty to do what 

is best for patients who I don’t know. I would like to work in a system where I am not 

concerned about whether my patients will have appropriate follow-up for the issues that 

brought them to me, but I know that is my fate. In a perfect world, my next mother-to-be 

would have appropriate follow-up with an Ob/Gyn that is located close to her and enough 

access to schedule a last minute appointment without too many barriers. On my obstetric 

and gynecology rotation, I encountered five mothers who experienced a far more 

neglectful system. None of those women had prenatal care and four of them were having 

their second or third child.  Only two had the means and family support to care for 

themselves.  Fortunately, their pregnancies were successful in spite of the many risks that 

could have harmed them, but that is not always the case.  Many children suffer because of 

inadequate prenatal care. 

If things continue as they are, I will worry about discharging my own patients. As 

a medical professional I am encumbered by responsibility of fixing this very complex 
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healthcare system. This seeming impossible task encourages me to be an advocate for my 

patients.  The emergency room use is only a fraction of the issues plaguing our healthcare 

system.  We need to tackle the rising cost of drugs and the diminishing returns on our 

healthcare dollars. Pushing forward agendas that are comprehensive and thoughtful will 

allow us to address many of the problems troubling our healthcare system. 
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FIGURES 

 

 

Figure 1: Pre-Post-ACA 

This chart displays the averge monthly ED visit volumes and ED visit rates for the 

ages18- 64-year-olds, categorized by insurance status and disposition. This is a before 

and after ACA comparison7. 
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Figure 2: ED v Office Costs 

These calculations estimate the cost of overusing the emergency department1 
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Figure 3: Food Access Analysis 

This chart provides a description of the food sources that supple these isolated 

zipcodes.  They have been identified for having the highest number of emergency room 

visits in the Kansas City area19. 
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Figure 4: EDs v Urgent Care  

This chart compares the cost of treating different diagnoses in either traditional 

emergency rooms or urgent care centers8. 

 


