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About This Report

Opver the past decade, much has changed in the emergency care landscape in the United States.
Hospital-based emergency departments (EDs) and the health care professionals who provide care in
them have been at the forefront of responding to the opioid and gun violence epidemics and the
coronavirus disease 2019 (COVID-19) pandemic, with reported increases in patient acuity and
complexity. During the same time frame, there have been unsustainable declines in payment for
emergency care, putting the viability of EDs at risk.

This study had four objectives: (1) assess the current value of emergency care, (2) evaluate
challenges to sustaining emergency care, (3) measure trends in emergency care payment, and
(4) identify alternate funding strategies for emergency care. Our study showed that EDs offer many
types of value to various stakeholders in the United States but that, because of the stresses EDs have
faced over the past decade, the viability of emergency care as we know it is at risk. In this report, we
offer policy actions that need to be taken on multiple fronts to preserve emergency care.

This research was funded by the Emergency Medicine Policy Institute and carried out within the
Payment, Cost, and Coverage Program in RAND Health Care.

RAND Health Care, a division of RAND, promotes healthier societies by improving health care
systems in the United States and other countries. We do this by providing health care decisionmakers,
practitioners, and consumers with actionable, rigorous, objective evidence to support their most
complex decisions. For more information, see www.rand.org/health-care, or contact

RAND Health Care Communications
1776 Main Street

P.O. Box 2138

Santa Monica, CA 90407-2138

(310) 393-0411, ext. 7775
RAND_Health-Care@rand.org
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Summary

Issue

In a 2013 RAND report, funded by the Emergency Medicine Action Fund (EMAF), the authors
describe the value of emergency care at that time as the “safety net of the safety net”: (1) a system in
which no patient is turned away, (2) an advanced diagnostic center in the health system that cares for
patients referred by ambulatory care physicians and clinics, and (3) the primary decisionmaker for
patient hospitalization in the United States (Gonzalez Morganti et al., 2013, p. 3). More than a
decade later, EMAF, now called the Emergency Medicine Policy Institute (EMPI) and with an
enhanced focus on funding emergency care policy (EMPI, undated), sponsored this second RAND
study to identify strategies to sustain emergency care in the United States. This study had four
objectives:

1. assess the current value of emergency care

2. evaluate challenges to sustaining emergency care

3. measure trends in emergency care payment

4. identify alternate funding strategies for emergency care.

Approach

To achieve these objectives, we sought expert input in the form of a study advisory board and
conducted interviews and focus groups, a survey, case studies, an environmental scan of peer-reviewed
and gray literature, and analysis of administrative data. The study’s 13-member advisory board
included emergency medicine health care professionals (physicians, a nurse, and a physician assistant),
emergency care policy experts, emergency care executive and academic leaders, a non-emergency
medicine health services researcher, and a non-emergency medicine physician hospital leader. The
interview and focus group participants included primarily emergency physicians with expertise in
emergency care policy, health services research, public health, and disaster preparedness and response,
as well as two nurses, three emergency medicine residents, two payers, and a nonphysician
representative from a community organization that works closely with emergency departments (EDs)
to identify alternate care sites for non-emergency conditions. Furthermore, the study survey was
administered by the American College of Emergency Physicians (ACEP) and distributed to ED
directors and financial directors who are members of ACEP’s Medical Directors Section.

We integrated results from these analyses using a mixed-methods approach to arrive at
recommendations for strategies to sustain emergency care in the United States. Our research was
determined to be exempt from oversight by the RAND Human Subjects Protection Committee.



Key Findings

Our study showed that EDs offer many types of value to different stakeholders in the United
States but that, because of various stresses EDs have faced over the past decade, the viability of
emergency care as we know it is at risk. To preserve emergency care quality and coverage, policy action
is needed on multiple fronts.

Value of Emergency Care

EDs have long been recognized as the safety net of the U.S. health system and are one of the few
health care settings in which care is provided regardless of an individual’s ability to pay, largely due to
the federal Emergency Medical Treatment and Labor Act (EMTALA) mandate. The ED is the main
location where patients seek acute unscheduled medical care and care for time-sensitive conditions.

In our study, we identified multiple ways in which EDs and the health care workers who make up
the nation’s emergency care system provide value to patients, the broader health system, society and its
government representatives, payers, and public health. The key values for each stakeholder group are
summarized in Table S.1.
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Table S.1. Values of Emergency Care, by Stakeholder Group

Stakeholder Group

Values

Patients

Providing 24/7 care access to

e advanced diagnostic and treatment in one-stop-shop

e acute care for time-sensitive or life-threatening conditions and both urgent and
non-urgent conditions

e increased timeliness of care, with potentially improved outcomes by preventing
diagnosis and treatment delays

e increased access to specialty care

e identification and management of social issues

e management of complex medical conditions

Health system

Bolstering health system resilience by

e adding care capacity and facilitating access

e assisting ambulatory care and inpatient care with time-sensitive medical workups
and treatment initiation

e conducting care coordination

e being on the front line of mass casualty incidents, disasters, and public health
emergencies

e being key partners in the health system Incident Command System

e contributing to care innovations that create operational efficiency

Society and its

Caring for uninsured, underinsured, and service-intensive populations:

government e unhoused individuals
representatives e veterans
e older adults with special care needs
e individuals with palliative care needs
e undocumented immigrants
e populations with substance use disorders
e access to care for rural populations
Building community resilience:
e playing a critical role in mass casualty incident, disaster, and public health
emergency preparedness and response
e identifying victims of human trafficking
e acting as a key component of the nation’s health care critical care infrastructure
Payers Improving patient outcomes and potential cost savings by
e guaranteeing access to emergency care for beneficiaries due to EMTALA
mandate
e increasing the timeliness of diagnosis and treatment for time-sensitive conditions
e reducing hospitalizations through treating and discharging patients
Public health Public health threat prevention, detection, and intervention, such as

e for emerging infectious diseases, substance use disorders, and gun violence
e frontline response to public health emergencies
e education (e.g., use of helmets, seatbelts, car seats)
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Challenges to Sustaining Emergency Care

Despite the multifaceted value that the emergency care system provides to multiple stakeholders,
the system faces a variety of challenges that need to be mitigated so that the value conferred by EDs to
different stakeholders across the nation can persist. We identified the following key challenges.

Growth in patient complexity, acuity, and demand for critical care services. The nation saw a
decline in the overall number of ED visits during the coronavirus disease 2019 (COVID-19)
pandemic compared with prepandemic years (Phend, 2023). In 2024, ED visit numbers almost
reached prepandemic numbers nationally, with a consistent rise between 2020 and 2024.
Furthermore, patient complexity is on the rise, with EDs managing patients with complex medical and
social needs, such as older adults, patients with mental illness, survivors of violence, veterans,
unhoused individuals, and undocumented immigrants. Importantly, ED patient acuity has also been
on the rise over the past dozen years, translating to an increase in demand for critical care services in
the ED (Ruxin et al., 2023). Increases in demand and insufficient capacity can lead to ED crowding,
boarding, longer wait times, and sometimes violence toward ED staff.' These factors can also
compromise the quality of care and can lead to burnout, moral injury—negative psychological, social,
and spiritual effects—and attrition among emergency care health workers.

Payment to physicians per ED visit is falling, placing particular strain on the finances of ED
physician practices that operate independently of hospital or health system ownership. Medicare and
Medicaid payments to ED physicians both fell 3.8 percent in real (inflation-adjusted) payment per
visit from 2018 to 2022. Reductions in payments for commercially insured patient visits were much
steeper, dropping 10.9 percent for commercial in-network visits and 47.7 percent for commercial out-
of-network visits over this five-year period. These real drops in payment resulted from falling
commercial prices, low payment rates (failure to fully pay the agreed-upon prices, including
nonpayment or denial of payment), and inflation.

Payment data from revenue cycle management companies confirm that both insurance
administrators and patients regularly underpay or deny payment for significant portions of the
allowed amounts they are obligated to pay. Independently owned ED physician practices bear the
greatest financial burden of falling professional payment because they have no access to revenues that
ED facilities collect. This dynamic places many independent ED physician practices at high risk of
closure or buyout. When emergency care is provided, physicians and ED facilities bill separately for
their services. When the physician or other emergency care professional works for the hospital or
health system, they collect salaries that may be partially funded by facility revenues and partially
funded by professional revenues. However, when ED physician employment is independent of the
hospital where they work, diverging payment trajectories materially affect each entity’s finances—in
this case, hitting the independent physicians the hardest. For example, falling commercial
professional prices for ED physicians affect independent ED physicians the most: Professional
physician allowed amounts (negotiated total prices—see glossary) fell in real terms from 2018 through
2022, while ED facility allowed amounts rose. Our nationwide claims data analysis revealed that, since

! Boarding refers to when patients who have been admitted to the hospital must wait in the ED for long periods before being
moved to an inpatient bed.
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2018 (an arbitrary starting point dictated by data availability), commercial allowed amounts for ED
facility care rose 18.65 percent in real terms, while average ED professional allowed amounts
dropped 7.42 percent in real terms.

Increase in uncompensated and undercompensated care. Although EMTALA is considered an
essential part of the practice of emergency medicine as the public’s health care safety net, the unfunded
nature of this mandate puts many EDs at risk of understaffing and/or closure. Other factors driving
the increase in uncompensated and undercompensated emergency care include the rise in the
proportion of ED visits by Medicaid patients, the drop in Medicare and commercial insurance
payments over time, Medicare anti-inflationary policies, insurer downcoding—in which a health care
service claim is changed to a lower care level by the payer, resulting in a lower payment—and payment
denials, and the negative financial impacts of the No Surprises Act (NSA).

Expanding scope of work. The scope of work has grown in many EDs to include geriatric care (in
geriatric EDs, which specialize in the care of older adults); palliative care; care coordination; public
health prevention; surveillance, detection, and treatment; screening for victims of human trafficking;
and preparedness and response for mass casualty incidents, disasters, and public health emergencies.
Although these activities may confer significant value to many stakeholders in U.S. communities,
there are no steady funding streams to sustain them.

Competing stakeholder expectations. Our study interviewees indicated that competing
expectations from various stakeholders make the work in EDs even more challenging, such as the need
to do screen and release EMTALA exams—in which patients presenting to the ED are screened to
ensure that their condition is not emergent before redirecting them to a lower acuity care setting—to
reduce ED crowding while achieving high scores on patient satisfaction surveys. Emergency health
care professionals must balance legal and ethical considerations, patient satisfaction surveys, and the
financial impact on EDs.

Payment for emergency care. Many emergency medicine leaders are very concerned that the
existing payment model for emergency care—which relies mainly on fee-for-service (FFS)—
increasingly fails to appropriately compensate EDs for the services they provide. Professional fees
(those paid to emergency physicians) have not kept up with inflation, and 20 percent of all U.S. ED
physician expected payments went unpaid across all payer types, totaling roughly $5.9 billion per year
of unpaid ED physician services. Uninsured and underinsured patients are more likely to be cared for
in the ED, and the sum of all other payments (commercial, Medicare and Medicaid, other) are
inadequate to cover the costs of providing care to those populations.

New value-based models of emergency care payment have been proposed, but emergency physicians
have little opportunity to participate in the move toward value-based payments through such means as
accountable care organizations, particularly due to the lack of accompanying mechanisms in these
models to pay for the independent emergency physicians who often are not employed by hospitals.
Furthermore, perspectives of emergency physicians on global payments as an alternate payment model
were mixed because of concerns about whether sufficient payment would reach EDs or emergency
health professionals (including physicians, nurse practitioners, and physician assistants) through this
mechanism. Other previously proposed alternate payment models we identified have not been
successfully implemented.
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In the standard model, physician practices are compensated for physician work, practice expenses,
and professional liability insurance. This payment system does not fully compensate emergency health
professionals or EDs for also providing care coordination services; public health services; mass casualty
incident, disaster, and public health emergency preparedness and response activities; or
uncompensated clinical care. Emergency health professionals and EDs provide these services despite
this funding shortfall, causing significant financial strain.

Our analysis indicated a need for alternate payment strategies for emergency care to ensure that
the services offered by EDs 24/7 are sustained in the United States. To develop alternate payment
strategies for emergency care, we categorized the services that EDs provide, along with their funding
status, into four value categories: (1) acute unscheduled care services (compensated), (2) acute
unscheduled care services (uncompensated or undercompensated), (3) public health services
(uncompensated or undercompensated), and (4) catastrophic standby services (uncompensated or
undercompensated).

The reality of non-emergent ED visits. Some ED crowding is driven by patients’ and the overall
health system’s overreliance on EDs for non-emergency conditions. The demand for ED services for
non-emergent conditions is (at least partially) a function of insufficient ambulatory care capacity and
capabilities for rapid medical condition diagnosis and treatment and may result from a desire on the
part of ambulatory health care providers to reduce delays in care by circumventing the insurance
requirement for prior authorization.

Proposed Tiered Payment Model for Emergency Care

Our study indicated a decrease in payment for emergency care professional services nationally over
the course of the years studied. Also, we demonstrated the need for sustained sufficient funding to
address the challenges faced by EDs and retain the value they offer to communities across the nation.
Given that services provided by EDs across the United States are variable in nature, and because
incremental adjustments to a complex health system are more practical to implement than a complete
system overhaul, we propose a tiered payment model (Figure S.1) that builds on the existing
payment system while implementing several payment innovations (adjustments to existing
payment tiers) and adding new funding sources (new payment tiers). Tier 1 represents funded
emergency care—including the funded portion of the ED care provided as a safety net. Tier 2
represents the unfunded safety net emergency care provided by EDs as a result of visits by uninsured
and underinsured patients. Tier 3a represents unfunded or partially funded ED public health roles.
Lastly, Tier 3b represents unfunded or underfunded ED roles in mass casualty incident, disaster, and
public health preparedness and response.

The current FES and capitation payment systems fund the “foundational” Tier 1 layer of
emergency care payment. When purchasers of commercial or private insurance attempt to rein in their
payments, this exposes ED health care professionals and other parts of the health system to
unsustainable financial pressure if not accompanied by a corresponding increase in public funding
(and/or budget reallocation within the hospital or health system) for Tiers 2 and 3. To finance (and
therefore preserve) the Tier 2 and 3 emergency care values, we propose reducing the funding indicated



by the red arrows in Figure S.1 while replacing it with the new funding mechanisms (represented by
dotted arrows).

Figure S.1. Mapping Existing Funding to Each ED Value
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No recommendation will fit all EDs, hospitals, or geographic contexts. However, we offer a variety
of recommendations that will fit different contexts, including recommendations to

e establish a payment mechanism administered by the Health Resources and Services
Administration to pay emergency health care professionals for specific public health services
not already covered by insurance, including EMTALA-mandated screening exams

e expand Medicaid disproportionate share hospital (DSH) payments and extend to physicians
(i.e., “DSH for Docs”)

e increase public payer allowed amounts to reduce the gap between them and private payer
allowed amounts and address insurer payment reduction practices (such as downcoding and
prudent layperson denials) to ensure adequate funding of public ED safety net and public
health services

e enact federal legislation mandating that ED facility and professional allowed amounts (i.e.,
negotiated prices) for each type of ED visit do not diverge beyond a given percent

e establish a new Emergency Department Standby Capacity Payment System, funded primarily
by state and/or local governments, to provide emergency care funding for disaster, mass
casualty incident, and public health emergency preparedness and response.

Recommendations

We developed recommendations for strategies to sustain the value of emergency care and mitigate
the challenges that emergency care faces, including recommending payment mechanisms to
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compensate each value category that EDs provide (Tables S.2-S.5). Given the interconnectedness of
the ED with other settings in the U.S. health system—including prehospital care, ambulatory care,
and inpatient care—some of the recommendations have relevance for health services settings other
than the ED. Because the large majority of study advisory board members, interview and focus group
participants, and survey respondents were emergency medicine health care professionals, these
recommendations were largely informed by the perspectives of emergency medicine stakeholders.
These recommendations were developed based on the completed study analyses in October 2024.

Table S.2. Guide to Recommendation Evidence Levels

Evidence Level Description

Level 1 Level 1 recommendations are strongly supported by the analyses. The strategies (1) are
supported by the literature review,” (2) were identified multiple times across the
interviews and focus groups,’® and (3) are supported by our quantitative analysis and/or
the study survey.

Level 2 Level 2 recommendations are moderately supported by the analyses. These
interventions are supported by the literature review and were identified multiple times
across the interviews and/or focus group data.

Level 3 Level 3 recommendations have some support in the literature review or were identified
in the interviews and/or focus group data.

@ Support for a strategy in the literature means that we identified prior work that shows that the strategy is promising
and/or that it is associated with achieving the outcome of interest.

® Support for a strategy in the qualitative work indicates that the factor has valence—or is deemed as an attractive
option by interviewees—but it does not indicate whether the factor will have a positive effect on sustaining emergency
care.

Table S.3. Recommendations for Sustaining Emergency Care Value

Evidence Value Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 1 Patients e Advocate funding for the EMTALA mandate through one or
(ACEP,® health care more of the following strategies: allocating a percentage of
organizations, patient commercially insured ED visits to cover EMTALA-related care,
advocacy groups, allocating state and/or federal stipends for EMTALA-related
legislature) care, and instituting cost-sharing policies between hospitals

that transfer uninsured patients to tertiary and quaternary
facilities and receiving hospitals.

Level 1 Society at large e Pursue policies to allocate city and local funds to ED care
(ACEP, health care and related activities that confer value to the broader
organizations, patient community—e.g., care for undocumented immigrants,
advocacy groups, local unhoused populations, substance use disorders, mental health
government) conditions, and, as warranted, veterans without other local

options for care.

xii



Evidence Value Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 2 Health systems Work to effectively communicate ED value toward fostering
(ACEP, EDs, health broader health system resiliency and health care innovation
care organizations) and secure payment for related activities—e.g., through a

share of facility payments.

Level 2 Government Pursue policies to get ED preparedness and response
(ACEP, hospital activities consistently funded through city or state funding.
associations, Bolster EDs’ role as critical national infrastructure in the
legislature) context of mass casualty incidents, disasters, and public health

emergencies, especially in areas of the country at high risk for
such incidences, through funding from the Department of
Homeland Security and/or the Department of Defense.

Level 3 Payers Partner with payers to advocate making EMTALA a funded
(EDs, health care mandate through state and/or federal contributions.
organizations, legislature) Work to demonstrate the value of emergency care to payers

using data related to (1) cost savings and improved patient
outcomes through timely diagnosis and treatment and

(2) hospitalizations prevented by treating and releasing ED
patients.

Level 3 Society at large Contribute to community resilience by joining existing

(EDs, health care
organizations, community
organizations, first-
responder agencies, health
departments)

community coalitions to improve both routine resilience and
community resilience in the context of mass casualty incidents,
disasters, and public health emergencies.

@ Key stakeholders include those that are important for and invested in implementation and/or those that will benefit as
a result of the strategy.
® This could be ACEP or other organizations that advocate for emergency medicine.

Table S.4. Recommendations for Mitigating Emergency Care Challenges

Challenge
Evidence Strategy Category
Level (Key Stakeholders®) Specific Strategies
Level 1 EMTALA Secure funding for unfunded care that EMTALA mandates—
(ACEP,° payers, for example, through a federal stipend based on the nhumber
health care organizations, of uninsured and underinsured patients cared for by individual
legislature) EDs or multiple EDs in the same health system.
Develop uninsured and underinsured patient compensation
benchmarks so that EDs are compensated commensurate
with the level of indigent care they provide.
Level 1 ED crowding Invest in expanding primary care capacity.

(health care organizations,
legislature)

Develop and implement strategies to address ED boarding—
a root cause of ED crowding.
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Challenge

Evidence Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 1 ED boarding Advocate state or federal ED boarding policies that provide
(health care organizations, financial incentives and/or penalties for hospitals to address
legislature) ED boarding.

Improve hospital space utilization through in-patient hallway
boarding, using flexible expansion areas for patient care,
“smoothing” elective admissions, and using strategies for
efficient inpatient and observation discharge.

Level 1 ED violence Enforce hospital anti-violence policies.

(ACEP, health care Institute state or federal laws that protect health care workers
organizations, legislature) by increasing the legal consequences for violence against
health care workers.

Level 2 Emergency care advocacy Improve communication of the value of EDs to the public
(ACEP, EDs) through coordinated public relations campaigns.

Level 2 Workforce attrition Leverage voice recognition and artificial intelligence
(ACEP, EDs, health technology to reduce documentation burden.
care organizations, Work to retain the emergency nurse workforce by providing
legislation) supportive management, maintaining manageable nurse-to-

patient ratios, retaining older and more experienced nurses to
increase nurse workplace engagement, improving workplace
professionalism, and using licensed practical nurses to reduce
nurse workload.

Address burnout and attrition among emergency health
professionals, especially among resident emergency
physicians, by addressing mistreatment in the ED, including
targeted interventions to reduce attrition among female
residents and ethnic/racial minority groups who are at higher
risk of leaving emergency medicine residency.

Increase emergency medicine resident recruitment by
increasing emergency medicine physician payment and/or
lowering the cost of medical education, expanding loan
repayment programs, and improving the image of the ED work
environment.

Level 2 ED crowding Use nonphysician practitioners (NPPs) in EDs to expand care
(health care organizations, capacity across the range of patient acuity, under the
legislature) supervision of emergency physicians and through robust

protocols for NPP oversight to ensure care quality.

Level 3 ED closures Prevent rural ED closures by charging marginal amounts on
(ACEP, EDs, legislature) local, state, and/or federal property or sales taxes.

Tailor solutions by geography, given differences in the nature
of challenges across communities at risk of hospital-based ED
closure.

Level 3 Emergency care advocacy Improve emergency medicine advocacy by identifying

(ACEP, health care
organizations, legislature)

common objectives with hospital associations and medicine
more broadly.
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Challenge

Evidence Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 3 NSA Advocate policies to lower independent dispute resolution
(ACEP, other hospital-based (IDR) administrative fees, expedite the IDR process, and allow
physician specialties, for batching.
regulators, legislature) Implement audits to validate initial payments under the NSA.

Implement penalties for insurers that do not make timely
payment after arbitration decisions to ensure accountability.
Implement policies that ensure that contract terms with
insurers are enforced and unfair cancellations are prevented.

Level 3 Insufficient resources for Develop special Current Procedural Terminology (CPT)
public health roles codes for public health-related work.

(ACEP, EDs, health Develop partnerships with health departments that include
departments, legislature) information- and resource-sharing for public health prevention,
detection, and intervention.

Level 3 ED boarding Collaborate with skilled nursing facilities and mental health
(health care organizations, services to improve ED patient flow.
educational entities) Put processes in place for direct patient admissions from

the ED, circumventing emergency workup.

Create an inpatient area in the ED dedicated to the care of
admitted patients.

Advocate the development of federally mandated hospital
boarding metrics to track and more effectively address ED
boarding.

Use full-capacity protocols that distribute admitted ED
patients to any open bed in the hospital.

Use a hospitalist-led team to care for ED-boarded patients.

Level 3 ED crowding Implement public awareness campaigns on indications for
(EDs, health care patients to present to the ED for care, encourage community-
organizations, emergency based care alternatives, and develop ED and urgent care
medical services, partnerships to divert non-urgent cases.
educational entities) Use tele-intake for off-site patient triage.

Use telehealth for communication with emergency medical
services for patient triage in the field or en route.
Implement physician in triage (PIT).

Level 3 Workforce attrition Institute employee wellness programs to address workforce
(EDs, health care burnout and related poor mental health and attrition,
organizations) particularly among pediatric emergency health care

professionals.

Level 3 Rise in patient acuity Use NPPs to manage lower acuity patients so emergency

(ACEP, EDs)

physicians can focus on higher acuity patients in the ED.

@ Key stakeholders include those that are important for and invested in implementation and/or those that will benefit as
a result of the strategy.
® This could be ACEP or other organizations that advocate for emergency medicine.
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Table S.5. Recommendations for Emergency Care Payment

Payment
Evidence Strategy Category
Level (Key Stakeholders®?) Specific Strategies
Level 1 Medicaid payment Advocate Medicaid expansion in states that have not
(ACEP,’ patient advocacy adopted it yet.
groups, Centers for Advocate Medicaid parity with Medicare.
Medicare & Medicaid Advocate Medicaid coverage of uninsured screening exams.
Services [CMS], legislature)
Level 1 Commercial payment Advocate policies requiring a minimum emergency physician
(ACEP, legislature) professional fee as a percentage of facility fees.
Legislate mandatory commercial coverage for all ED visits, at
the level of services provided, paid promptly and in full.
Level 2 Medicare payment Legislate annual inflationary increases to the physician fee
(ACEP, CMS, legislature) schedules (as already exists for facilities).
Level 2 Commercial payment Require insurance entities, not the emergency care
(ACEP, legislature) professionals or hospitals, to collect deductibles and copays
from their enrollees.
Level 2 Uncompensated care Partner with payers to advocate changing EMTALA to a
(ACEP, payers, legislature) funded mandate through payment mechanisms from local,
state, and federal funding sources.
Level 3 Medicaid payment Mandate Medicaid to pay for EMTALA screening exams,
(ACEP, CMS, legislature) regardless of the final diagnosis.
Legislate mandatory annual inflationary adjustments built in
to the fee schedules for physicians for Medicaid.
Level 3 Commercial payment Implement federal or state policies to prohibit retrospective

(ACEP, EDs, legislature)

payment denials based on failure to comply with the “prudent
layperson standard.”

Advocate for EDs to be directly involved in hospital contract
negotiations with insurers.

Implement a legislative fix to NSA flaws so that payers must
pay in full any IDR judgment to the prevailing physicians within
a preset time frame.

Advocate for emergency physician groups to be directly
involved and supported in hospital contract negotiations with
insurers.

@ Key stakeholders include those that are important for and invested in implementation and/or those that will benefit as
a result of the strategy.
® This could be ACEP or other organizations that advocate for emergency medicine.
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Chapter1

Background, Objectives, and
Approach

A 2013 RAND report, funded by the Emergency Medicine Action Fund, on the value of
emergency care in the United States describes emergency care at that time as the “safety net of the
safety net” (Gonzalez Morganti et al., 2013, p. 3). No patient was turned away in emergency care.
Emergency departments (EDs) also served as an advanced diagnostic center for patients referred by
ambulatory care physicians and clinics and as the primary decisionmaker for patient hospitalization in
the United States.

More than a decade later, a comprehensive reassessment of the value of emergency care is needed
to address the changes and challenges facing emergency care in recent years. The scope and nature of
the work of EDs has changed. This emergency care system has endured a global pandemic and
continues to face ongoing public health emergencies: the opioid epidemic and the epidemic of gun
violence, the mental illness crisis, and the broader health system’s inability to meet demand for health
services. Many long-standing challenges are reported to have grown in scale in recent years, such as
long wait times before being seen by a medical professional (Janke, Melnick, and Venkatesh, 2022a),
patients who have been admitted to the hospital having to wait in the ED for long periods before being
moved to an inpatient bed (an occurrence known as boarding), and a payment landscape in which
hospital-based EDs and emergency care professionals provide the largest share of uncompensated and
undercompensated care, including much of the non-urgent care for the uninsured. Researchers and
emergency medicine thought leaders have also raised concerns that the existing fee-for-service (FFS)
model for emergency care payment is not sustainable because it does not sufficiently cover the costs
associated with emergency care delivery (Santo, Schappert, and Ashman, 2024). Many have proposed
alternative payment models, but none of these alternatives has achieved widespread uptake across the
nation.

Objectives of This Study

In 2023, the Emergency Medicine Policy Institute (EMPI; formerly the Emergency Medicine
Action Fund) sponsored this second RAND study to identify strategies to sustain emergency care in
the United States (EMPI, undated). This study had four objectives:

e Objective 1—Assess the value of emergency care. In this report, we assess the current value
of hospital-based emergency care in the context of multiple ongoing public health emergencies
and in the aftermath of the coronavirus disease 2019 (COVID-19) pandemic. We incorporate



the perspectives of all key stakeholders, including patients; society at large; the broader health
system; local, state, and federal governments; and payers.

e Objective 2—Evaluate challenges to sustaining emergency care. To discern how to preserve
the value that emergency care offers to various stakeholders, we examine the challenges faced
by hospital-based EDs.

e Objective 3—Measure trends in emergency care payment. Funding for emergency care is a
key factor in sustaining the value offered by hospital-based EDs. We investigate whether
changes to payment could be used to address challenges faced by hospital-based EDs and
emergency care professionals. Understanding trends in emergency care payment is critical to
contextualizing the challenges to sustaining emergency care.

e Objective 4—Identify alternate funding strategies for emergency care. Building on the
prior objectives, we evaluated alternate funding strategies for emergency care by linking
existing and potential funding sources to the value that EDs provide.

The results of the analyses related to the objectives above informed our recommendations for policy
and practice to sustain emergency care. For the purposes of this report, we define emergency care as
health care provided in hospital-based EDs. Use of the terms emergency department or ED specifically
refer to hospital-based EDs.

Methods

Overview

To achieve the study objectives, we sought expert input in the form of a study advisory board and
conducted interviews and focus groups, a survey, case studies, quantitative analyses, and an
environmental scan of peer-reviewed and gray literature. We integrated the results across these
analyses using a mixed-methods approach to arrive at recommendations for strategies to sustain
emergency care in the United States. Our research was determined to be exempt from oversight by the
RAND Human Subjects Protection Committee.

Advisory Board

First, we convened a 13-member advisory board, which included emergency medicine
practitioners (physicians, a nurse, and a physician assistant), emergency care policy experts, emergency
care executive and academic leaders, health services researchers, and a non-emergency medicine
physician hospital leader. Because the goal of convening this advisory board was to understand the
value offered by EDs, the challenges that those EDs face, trends in emergency care payment, and
related emergency care policy, the majority of the advisory board members were emergency health care
professionals. We included a non-emergency medicine physician and a nonphysician health services
and health policy expert to glean non-emergency medicine perspectives related to the aforementioned
issues. The advisory board met for a total of five hours between August 2023 and May 2024 to
provide input.



Environmental Scan

Between July and October 2023, we conducted an environmental scan of peer-reviewed and gray
literature to inform the four study objectives.

We sourced the peer-reviewed literature from PubMed, Web of Science, and Business Source
Complete. We sourced the gray literature from Media Scan. The environmental search strategy was
limited to publications in English from January 2012 through September 2023 and to nonclinical
trials in the United States. The search strategies for each objective are outlined in Appendix A.

The environmental scan yielded 3,007 peer-reviewed articles and 148 documents from the gray
literature. One researcher conducted a title review to remove articles that were not relevant to the
environmental scan objectives. A total of 2,652 peer-reviewed articles were excluded. A team of three
researchers then reviewed the remaining 355 peer-reviewed abstracts and 148 gray literature
documents; after this review, 39 articles and 50 gray literature documents were excluded. Team
members reviewed the full text of the remaining 316 articles from the peer-reviewed literature and 98
documents from the gray literature. Key information was extracted into a spreadsheet with the
following contents from each article: year, title, abstract, summary, and key findings.

Interviews and Focus Groups

We conducted and analyzed data from 14 interviews and three focus group discussions that
involved a total of 27 individuals. Interview and focus group participants primarily were emergency
physicians with expertise in emergency care policy, health services research, public health, and disaster
preparedness and response; participants also included two nurses, three emergency medicine residents,
and two payers. Because the goal of the interviews and focus groups was to understand the value
offered by EDs, the challenges those EDs face, trends in emergency care payment and related
emergency care policy, and alternate emergency care payment strategies, the majority of the
interviewees were emergency health care professionals. We included two representatives from private
payer organizations in order to understand their perspectives on emergency care payment and to
compare with insights from emergency care professionals. We also interviewed leadership from a
community-based organization that works with community and local EDs to facilitate access to
alternate sites of care—instead of the ED—for non-emergent conditions. Each interview involved one
or two people, and focus groups included three to five people. We used snowball sampling to identify
and recruit participants with practice experience and/or expertise in the value of emergency care,
challenges facing emergency care, trends in emergency care payment, and payment strategies for
emergency care for these discussions. We developed one guide for interviews and focus groups, which
was informed by the results of the study environmental scan, experts on our research team, and the
study’s advisory board (see Appendix B). All sessions were conducted remotely via video call.
Interviews took about one hour, and focus groups took about two hours. All sessions were recorded
and transcribed for analysis. We used rapid qualitative analysis techniques to analyze the
transcriptions and generate themes and subthemes based on topics represented in the interview and
focus group guide (Watkins, 2017).



Survey

Informed by the results of the environmental scan, interviews, focus groups, and study advisory
board, we developed a survey to seek perspectives regarding potential alternate payment strategies for
emergency care from a sample of ED directors and financial directors across the country who are
members of the American College of Emergency Physicians (ACEP) Medical Directors Section. We
fielded an electronic survey between May 20 and June 1, 2024, using the Qualtrics survey platform.
The survey included ten questions and can be found in Appendix C.

The survey was sent by an ACEP representative to 3,380 email addresses, resulting in 1,660
unique emails being opened (49.1 percent). Among the opened emails, there were 238 unique clicks
on the link to the survey on Qualtrics (14 percent). The survey was filled out by 215 recipients,
resulting in a response rate of 6.6 percent (number of respondents divided by total sent) and a
cooperation rate of 13 percent (number of respondents divided by total unique emails being opened).

Case Studies

We conducted case studies of a convenience sample of three ED closures in the United States—
based on recommendations from emergency medicine colleagues in our team’s network with
awareness of recent ED closures—to understand the value of emergency care in the context of
locations that lost these services. The case study approach allowed us to assess the effect of ED
closures from the perspectives of both EDs in the vicinity of the closures and the affected
communities. Two of the ED closures studied were in urban or suburban settings, and one was in a
rural setting. For these case studies, we drew on any existing literature related to the closures and
conducted interviews with (1) clinicians from hospitals in the vicinity of the closures and (2) a
caregiver for a patient who was affected by the rural ED closure.

Quantitative Analyses

Health Care Cost and Utilization Project Data

We used the Agency for Healthcare Research and Quality Hospital Cost and Utilization Project
(HCUP) Nationwide Emergency Department Sample (NEDS) data to measure the types and volume

of ED visits between 2016 and 2020 (HCUP, 2016-2020). NEDS is the largest all-payer ED
database in the United States, providing national estimates of hospital-based ED utilization.

Commercial Claims and Revenue Cycle Management Data

Building on research described in a 2024 RAND report on hospital price transparency (Whaley et
al., 2024), we examined ED physician and facility price (allowed amount) trends by state and
nationally from 2018 through 2022. Hospital ED claims data from that study were for the
commercially insured U.S. population (excluding public and other payers). Data contributors included
12 state-based all-payer claims databases (APCDs), mostly containing claims for fully insured
commercial plans. We also included commercial claims from more than 100 self-funded employers in
this analysis.



We supplemented this analysis with revenue cycle management (RCM) data collected from six
large RCM companies across the United States. We acquired the RCM data from a neutral, third-
party data aggregator, which acquired the blinded data directly from RCM companies for the
purposes of this study at the request of the study sponsor, EMPI. Using the RCM data helped us
understand (1) the extent to which allowed amounts from various payers (commercial, Medicare,
Medicaid, self-pay patients, and other payers) during the same 2018-2022 period actually paid ED
health care professionals as of 2024 and (2) whether payer-specific and national underpayment or
nonpayment trends specific to EDs and emergency health care professionals have changed over time.

Tiered Payment Model Development

We used input from members of our study team and select members of the study advisory board,
the results of the environmental scan, the interviews and focus groups, payment data analysis, and the
study survey to evaluate alternate payment strategies for emergency care and to inform the
development of a tiered payment model for emergency care.

Organization of This Report

The remainder of this report consists of six chapters. In Chapter 2, we present results from our
analyses, describing each value of emergency care from the perspectives of different stakeholders. In
Chapter 3, we present the results of our analyses of the various challenges facing emergency care.
Chapter 4 contains our analyses of trends in emergency care payment. In Chapter 5, we present
alternate payment strategies for emergency care in the context of a proposed tiered payment model. In
Chapter 6, we outline recommendations for strategies to sustain emergency care in the United States.



Chapter 2

The Value of Emergency Care

In this chapter, we draw from the results of our environmental scan, interviews and focus groups,
analysis of the Agency for Healthcare Research and Quality's HCUP NEDS database, and case
studies of ED closures to describe and contextualize the value of emergency care—i.e., the ways in
which EDs create value—from the perspectives of key stakeholder groups. This granular
understanding and labeling of the many ways in which EDs create value makes it possible in later
chapters to put financing structures and proposals into context, allowing us to ask which value(s) each
payment is intended to finance. As explained in Chapter 5, when a value exists that is worth preserving
but does not have a corresponding financial payment, new or modified funding mechanisms need to be
implemented to sustain that value.

Prior work has highlighted the ED as “the most accessible and timely venue of care available” and
as a care location that can provide treatment for time-sensitive medical conditions for patients across
all ages and disease states (Sharp et al., 2014, p. 334). In 2012, the ACEP Delivery System Reform
Task Force defined the functions performed by emergency care as consisting of the following
categories: disease diagnosis and treatment, care transition management, health care access point,
safety net function, timeliness of care, prehospital care, disaster preparedness and response, education
center for physicians and trainees, and research center. At that time, the task force identified “future
and/or evolving functions” that included EDs serving the role of hubs for regionalized care (such as for
trauma and burn care) and taking a role in data collection and medical condition registry development
for various conditions.?

Building on and expanding the framework developed by the ACEP Delivery System Reform Task
Force (ACEP, 2013), as well as later work defining the value of emergency care from the perspective of
various stakeholders (Sharp et al., 2014; Sasson et al., 2012; Venkatesh and Schuur, 2013; Lurie,
Margolis, and Rising, 2013), we developed a framework to describe ED value, as depicted in Figure
2.1. Although the categories of key stakeholders to whom the ED provides value have not significantly
expanded over the past dozen years, this chapter documents an expansion within each stakeholder
category—Dby adding more services under each category—in terms of the types of value offered by
EDs, reflecting a growing emergency care scope of work. Notably, these expanded values are partially
reflective of EDs being responsive to the needs of various stakeholders in the context of the opioid and
gun violence epidemics and the COVID-19 pandemic, including evolving to meet the diverse health
care and social services needs of those affected.

% Randy Pilgrim, ACEP Task Force on Alternative Payment Models co-chair, email communication with the authors, October
24,2024.



Figure 2.1. Value of Emergency Care to Key Stakeholders in the United States
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In the following sections, we outline the value of emergency care to various key stakeholders in the
United States based on the results of the environmental scan, interviews, and focus groups. As
illustrated in Figure 2.1, the values that stakeholder groups emphasized are organized under the
categories of patients, society and government, health systems, and payers.

Value of Emergency Care for Patients

24/7 Access to Care and Advanced Diagnostics and Treatment

From the patient perspective, EDs are 24/7 diagnosis and treatment centers that are
accessible and timely, regardless of the patient’s age or condition (Sharp et al., 2014). Because of
these characteristics, EDs often serve as the first and last resort for care for many Americans. EDs
manage acute conditions (Butun et al., 2019; Rocovich and Patel, 2012), as well as advanced chronic
and critical illness.

In our interviews and focus groups, participants emphasized the value of access to diagnostics
and treatment by trained specialists around the clock to address urgent and potentially urgent
health issues and to get answers and reassurance regarding their health. One of the emergency
physicians we interviewed explained how, in spite of the increases in patient cost share for emergency
care, patients are not deterred from seeking care in EDs because of the range of services offered:



When you talk about value to patients and their families, they really kind of voted
with their feet in a way. Despite increases in patient responsibility and copays given to
patients by commercial payers, they continue to come to the ED in increasing

numbers. —ED physician 2, focus group (FG) 3

Treatment for Patients with Complex Medical and Social Issues

In interviews and focus groups, participants made it clear that treating patients with complex
medical and social issues is a key value that EDs offer patients and that other care delivery sites (for
example, urgent care) do not have the level of expertise or resources to serve the function that EDs
serve. Interviewees said the following:

The ability to take difficult and complex patients and send them to a one-stop shop
like the emergency department . . . complex diagnosis for undifferentiated care that
needs to be addressed . . . specialists would have to put together all systems that they
don’t have. —Chief medical officer, key informant interview (KII) 6

Patients . .. seen in primary care settings . . . end up coming to the ED for further
evaluation. I. .. don't see in my patient population a significant number of patients
that could be seen in another setting other than the ED. —ED physician, KII 1

Value of Emergency Care for Society and Its Government
Representatives

The value of emergency care to individual patients sometimes overlaps with the value of
emergency care to communities and society at large. Evidence from the literature, interviews, and focus
groups suggests that EDs provide value to society at large by serving as a health system safety net and
by providing care for the uninsured or underinsured, care for service-intensive populations, care for
those with mental health conditions, care for undocumented immigrants, specialty care for older
adults, palliative care, care for populations with substance use disorders, and care for rural
populations. EDs also contribute to building community resilience, allowing communities’ social or
economic functions to persist through myriad health care challenges that have the potential to disrupt
social and economic activity.

Safety Net

Participants in our interviews and focus groups stressed the value of the ED to society as the
safety net for health care delivery and for connecting patients to needed social services. One
emergency physician said,

Some don’t have anywhere else to get that kind of quick diagnosis and linkage to
[social] services ... We really are the only system outside of potentially the police that
are available 24/7/365, and that has an enormous social safety net value because of
(the United States’] lack of investment in a functioning public health system. —ED
physician, KII 12



Other interviewees elaborated on the importance of the ED as the safety net in their communities:

For underresourced and underserved communities in general .. . [the ED] is critical
... Our patient population .. . is .. . both socially and medically complex. Individuals
... really face a lot of barriers to access, and the emergency room is by far the most
accessible place for them to get care. —Nonprofit care management director, KII 2

So, one day a person may be in a perfectly stable situation and the next day find
themselves to be unexpectedly cast into a position of vulnerability with nowhere to
turn except the emergency department. .. And for them, the emergency department
is, you know, shelter in the storm. It's a brief time during which they have support.

—Retired ED physician, KII 7

For communities . . . I think that just like you can dial 911 and get the police, you also
know that there’s care available to you anytime [in the ED] and that there’ll be
dependable people there to provide it. So, I think that’s a huge comfort in everybody’s
daily lives. —ED pbhysician 2, FG 3

Care for the Uninsured and Underinsured

American society has increasingly relied on EDs to provide safety net health services for
individuals who cannot afford to pay (Zhao and Nianogo, 2022; Ornelas-Dorian et al., 2021;
Kluesner et al., 2021). For example, in some states with Medicaid expansion, ED utilization increased
(Zhao and Nianogo, 2022; Lall et al., 2021; Moghtaderi et al., 2021. Furthermore, we heard from our
interviewees that some commercially insured patients either present to the ED at the behest of their
outpatient physician(s) or self-refer for expedited diagnosis of non-emergency conditions even at the
cost of their insurance copay.

In our interviews, there was much discussion about the role of the Emergency Medical
Treatment and Labor Act (EMTALA) in helping ensure that patients receive needed emergency
care regardless of their ability to pay. One interviewee described EMTALA as “foundational” to
emergency care practice. Another interviewee stressed the importance of protecting and preserving the
ED as a valuable resource for those who may not have alternatives for care.

Furthermore, many undocumented immigrants rely on EDs for health services, adding to the
share of uninsured populations cared for by EDs (Brenner et al., 2021; Vickery, Sauser, and Davis,
2013; Ornelas-Dorian et al., 2021; Rodriguez, Cervantes, and Raghavan, 2020).

Sustaining and Increasing Health Care Capacity and Access in Rural Areas

EDs are sometimes the only source of care access for rural communities (Mazzeo et al., 2017).
EDs have also contributed to expanding care capacity and access in rural settings through
telemedicine. The Health Resources and Services Administration (HRSA) funded the Evidence-
Based Tele-Emergency Network Grant Program to provide telehealth services in rural EDs (Heppner
et al,, 2021). Six health systems implement telehealth services in EDs (known as teleED) to 65
hospitals in 11 states, 91 percent of which are rural. The health systems involved used teleED services
for urgent or emergent symptoms, mostly resulting in hospitalization.



Care for Service-Intensive Populations

EDs provide care for high-utilizing populations, such as those with high levels of psychosocial
and medical needs, including veterans (Doran, Raven, and Rosenheck, 2013). A 2010 study of
Veterans Health Administration patients showed that, over the course of one year, 8.9 percent had
one ED visit, 6.4 percent had two to four ED visits, 1.3 percent had five to ten visits, 0.2 percent had
11 to 25 visits, and 0.01 percent had more than 25 visits. The factors most strongly associated with
ED use were schizophrenia diagnosis, homelessness, opioid prescription use, and heart failure. This
study also showed that outpatient primary and specialty care use was positively associated with ED
utilization, indicating that veterans use the ED in addition to outpatient primary and specialty care
(Doran, Raven, and Rosenheck, 2013).

EDs also have an important role in providing care for unhoused individuals, many of whom
have significant levels of psychosocial and medical needs (Nam, Palmer, and Patel, 2021).
Unhoused individuals have been shown to have significantly higher rates of ED utilization compared
with housed patient populations (Hwang et al., 2013). ED use by homeless populations may be driven
by an inability to access care in other health care settings, chronic disease diagnosis, substance abuse
and mental health comorbidity, the need to refill prescriptions, or the need for food and/or shelter
(Rodriguez et al,, 2009; D’Amore et al,, 2001). A 2021 RAND report states that medical costs
associated with hospital-based health care utilization decreased by 45 percent among participants of
the Pima County Housing First Initiative, showing that addressing housing instability may be
associated with lower ED utilization (McBain et al., 2021).

ED visits among homeless young adults in the United States are likely to be for mental health—
related problems, including suicide, and have been found to be associated with longer average lengths
of stay in the ED (Nam, Palmer, and Patel, 2021). An examination of the characteristics and costs
associated with homeless ED frequent users in 2006 at an urban academic medical center found that
they constituted 13.7 percent of frequent ED users and that the majority were insured by Medicaid.
Furthermore, total charges and payments for all homeless frequent users were $4,812,615 and
$802,600, respectively (Ku et al., 2014).

These studies highlight the care intensity and cost related to the care of veterans and unhoused
individuals in EDs.

Specialty Care for Older Adults

The number of geriatric emergency department (GED) programs has significantly grown in
the past decade, likely because of the establishment of ACEP’s GED accreditation program in
2018 (West Health, 2024). GED programs have modified the ED environment to optimally care for
older adults, typically through the following components: specialized geriatric care, use of
interdisciplinary care teams, standardized care for common geriatric conditions, interventions to help
with smooth transitions of care between care settings and discharge planning, education, changes in
the ED care environment to increase care safety, and palliative care (ACEP, undated-a).

An analysis of Medicare data at two EDs with GED programs showed that receipt of ED-based
geriatric treatment by a transitional care nurse and/or a social worker trained to deliver geriatric
emergency care was associated with lower Medicare expenditures among Medicare FFS beneficiaries.
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The analysis showed that, relative to the ED visit during which the patient received geriatric care, each
patient had $2,905 of savings after 30 days and $3,202 of savings after 60 days compared with
beneficiaries seen in the study EDs who did not receive specialized geriatric care (Hwang et al., 2021).
These cost savings highlight the potential value of geriatrics-focused care in EDs for patients, society
at large, hospitals, health systems, and payers.

Palliative Care

As far back as 2003, ACEP has encouraged emergency physicians to “improve end of life care”
(ACEP, 2008). ACEP’s initial 2012 Choosing Wisely recommendations highlighted the importance of
integrating palliative care into emergency care among its top five recommendations (ACEP, undated-
b). The past decade has seen an expansion of emergency medicine palliative care training and
education, and more palliative care has been incorporated into the practice of emergency care
(George et al., 2020). Since 2012, emergency physicians have been able to sit for the Hospice and
Palliative Medicine (HPM) board certification to become dual board-certified in emergency medicine
and HPM. In 2019, about 2 percent of all HPM physicians were dual board-certified emergency
medicine and HPM physicians (American Academy of Hospice and Palliative Medicine and George
Washington University Health Workforce Institute, 2017).

Building Community Resilience

The role of EDs in building community resilience as a connector of patients to a variety of
community resources and as a place where people can go during local, state, or national
emergencies when they have nowhere else to go was a topic of discussion during our interviews
and focus groups. Most participants expressed that many EDs are already doing work that
contributes to building community resilience and that EDs should not be leading community
resilience coalitions but should be key participants in such coalitions. A care management director
shared an example from the COVID-19 pandemic regarding how a coalition—including their health
system—helped respond to the pandemic:

With COVID, we saw more than ever before . . . health systems partnering with the
community. So in [city], the health systems led the effort . .. The community had to
be at the table, but the health systems . . . because they were the ones standing up . ..
the testing sites and the vaccines, all of that, they . .. brought together all the CBOs
[community-based organizations], all the health systems, the Public Health
department, the State Department of Health . . . In this case, they had the resources
and the delivery mechanisms, and it made sense for that sort of momentum to come
from the health systems. —Nonprofit care management director, KII 2

Other interviewees expressed frustration regarding a resilience-building role for EDs, given a
lack of resources and time and that this is “just another role dumped on us.”
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Protecting Public Health

As demonstrated by the findings from the literature and interviews below, many EDs play key
public health roles in disease surveillance and detection, prevention, and intervention.

Public Health Surveillance and Monitoring

During the interviews and focus groups, we heard that there is significant value provided by EDs
in public health surveillance and monitoring. EDs pick up early signals of emerging public health
threats, such as COVID-19, Ebola, and Zika virus. Participants also said that EDs serve as “the front
door for treatment” and are often the first to notice and address such issues as opioid overdoses and
prescription opioid dependence. We heard that EDs serve as a national network for surveillance
and early detection of emerging public health threats in the United States, although this is not the
primary reason that people go to the ED. Initiatives and interventions, such as disease surveillance,
often begin in the ED and contribute significantly to informing the nation’s public health response.
For example, EDs contribute data to the Centers for Disease Control and Prevention’s (CDC's)
National Syndromic Surveillance Program (CDC, 2024).

One example of public health screening that many EDs conduct is screening incoming
patients for suicidality. As shown by a systematic review focused on ED suicide screening among
children, all universal youth suicide risk screenings in EDs occurred in teaching or children’s hospitals,
with positive screening rates between 4.1 percent and 50.8 percent, respectively, showing that EDs can
be an effective care delivery site for identifying youth at risk for suicide (Cervantes et al., 2022).

COVID-19 Pandemic and Seasonal Influenza

ED public health roles were particularly apparent during the COVID-19 pandemic. For
example, during the mandatory COVID-19 lockdown period, ED visits by Medicaid and Medicare
recipients increased by 39.3 percent and 4.6 percent, respectively. Among the uninsured, ED
utilization increased by more than 190 percent. These data show that these groups are likely to rely on
ED:s for care during future public health emergencies beyond their routine ED utilization (Levitin et
al., 2022). In addition to testing and treating patients with COVID-19 infection, many EDs across
the nation provided COVID-19 vaccination (Levitin et al., 2022). EDs may also serve as an
environment in which to advocate the importance of COVID-19 vaccination (Rodriguez et al., 2023).

In addition to treating patients with seasonal influenza, many EDs offer influenza vaccines
(Rodriguez et al., 2024). ED-based vaccination programs have shown promise in increasing influenza
vaccination rates. For example, a vaccine intervention in a pediatric ED successfully increased
vaccinations by 8.5 percent among a population that might not have otherwise received the vaccine
(Baumer-Mouradian et al., 2020).

Gun Violence Epidemic

EDs are on the front line of the gun violence epidemic in the United States as the primary
health care site to receive gunshot victims. An analysis of HCUP NEDS data showed that, between
2006 and 2016, there were a total of 868,483 ED visits (25.5 per 100,000) for firearm injuries, with
7.8 percent of the victims dying in the ED (Kalesan et al., 2021). In addition to treating gunshot
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wounds, many EDs play a role in education and prevention related to gun violence. Responding to the
burden of firearm injuries and deaths in EDs, the California ACEP Firearm Injury Prevention Policy
was adopted in 2013 to promote the right of emergency physicians to screen and counsel patients
about firearm risks and safety (Fernandez et al,, 2021).

Opioid Use Epidemic and Other Substance Use Disorders

EDs are on the front line of the ongoing epidemic of opioid use disorder and overdose.
Between 2005 and 2014, opioid-related ED visits almost doubled (Weiss et al., 2017). According to a
systematic review, ED programs focusing on naloxone distribution to help prevent opioid overdoses
showed promise for harm reduction (Gunn et al., 2018). For example, an ED-based intervention to
provide naloxone kits to patients at the time of discharge in an ED over a 16-month period resulted in
168 naloxone kits being distributed (10.5 per month). The authors noted that, to their knowledge, at
least three kits were used to reverse opioid overdose (Eswaran et al., 2020). EDs have also
implemented interventions to (1) provide patients who have an opioid use disorder with medications
for additional treatment and (2) connect patients with recovery programs (McGuire et al., 2020).

Patients with alcohol use disorder are also frequently seen in EDs. Studies have shown that ED
screening and counseling for alcohol use disorder can reduce at-risk drinking (Yokell et al.,
2014). ED-based screening, brief intervention, and referral to treatment has been demonstrated to
reduce alcohol use and related health care costs (Burner et al., 2020). Also, a text-based ED screening
program to reduce risky alcohol use among a low-income urban population showed promise (Burner
et al,, 2020). One study recommended uniform reimbursement models to increase ED compensation
for performing this public health service (Yokell et al., 2014).

The above studies demonstrate that EDs not only respond to large public health emergencies but
that many invest in addressing broader public health issues on a patient-by-patient basis.

Human Trafficking

The ED is often the location where trafficked individuals present for health care; hence, the
encounter is an opportunity to identify such individuals. A study showed that EDs could serve a
role in identifying trafficked individuals (Bechtel et al.,, 2022). This study evaluated ED staff’s training
experiences regarding child trafficking and attitudes toward educational efforts to provide informed
recommendations for improvement in the recognition and evaluation of trafficked children in the ED
setting. The study found that, although most ED health care professionals had prior training in the
recognition of child trafficking, few expressed confidence in their ability to recognize and evaluate
trafficked children. The participants indicated that barriers to education included a lack of awareness
of and access to available curricula, demonstrating that EDs may be able to play a key role in
identifying victims of human trafficking with more investment in training.

Views of EDs’ Public Health Role

Some interviewees were supportive of the ED’s public health role. We heard many comments
in this regard:
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It's based on the assumption that getting emergency physicians involved in population
health services is a good long-term investment. —Chief innovation officer, KII 9

One of the initiatives that we have currently is around opioid use disorder . . . but
that’s all the work on the back of the 80 physicians for, not a huge subset of our
population, but it's a huge community service that we're providing and a huge public
health need that I think . .. really nobody else’s willing to fully take it on. —ED
physician 4, FG 3

However, not everyone was supportive of a public health role for emergency medicine. An
emergency physician expressed frustration, indicating that this should not be an ED role:

The access issue is the most critical facing the health care system—public health is
secondary because the ED is the nexus for mental health, injury control and planning,
substance abuse—[we] shouldn’t be taking care of all of this—we suck at it because
we have many other critical tasks and needs. —ED physician, professor of disaster
medicine and public health, KII 5

Component of the Nation’s Health Care Ciritical Infrastructure

By maintaining readiness to respond to disasters and public health emergencies, EDs enhance
the overall preparedness of the health system. During mass casualty incidents, disasters, and public
health emergencies, EDs serve as key response centers, coordinating efforts to address crises and
providing essential health care services to affected individuals. For example, following natural disasters,
ED triage and resource allocation can limit strain on the emergency medical system and improve
health outcomes (Stephens et al., 2020; Lurie, Margolis, and Rising, 2013; Davis et al., 2012).

There are many examples of EDs serving on the front line of disaster and mass casualty incident
response, resulting in value added to the broader health system. For example, a study evaluating ED
visits after Hurricane Harvey in the Dallas—Fort Worth, Texas, area showed an 11-percent increase
(about 16,500 excess total ED visits) immediately after the hurricane. After Hurricane Sandy,
Bellevue Hospital Center in New York established a freestanding ED to address increases in ED visits
at nearby hospitals and to help increase emergency care capacity in the aftermath of the disaster (Lee
et al,, 2014). ED visits to Dallas—Fort Worth hospitals by residents of disaster declaration counties
increased by 127 percent (Stephens et al., 2020).

The Federal Emergency Management Agency (FEMA) promotes the use of an incident command
system during disasters. A study evaluated the alignment of an ED-specific forward command
structure with the hospital-wide incident command system during the COVID-19 pandemic. The
study demonstrated that this type of structure leads to a shared framework with a division of
responsibilities that allows institutional adaptations to changing environments and maintenance of
specific roles for optimal coordination and communication, highlighting the key role of an ED as part
of health system incident command (Farcas et al., 2021). Another study showed the active role that
emergency physicians play in hospital disaster preparedness and response (Ryan et al., 2021). This
survey of academic medical center EDs across the United States showed that the majority of
emergency physician respondents took an active role in emergency preparedness in their hospital.

In their mass casualty incident, disaster, and public health emergency response role, EDs
offer value to society’s representatives in government agencies, including those focused on
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national security and those responsible for responding to mass casualty incidents and disasters
(Fernandez et al., 2021). As a part of the nation’s critical infrastructure, EDs play a key role in the
emergency services, health care, and public health sectors (Cybersecurity and Infrastructure Security
Agency, undated). EDs are on the front line of mass casualty incident and disaster response (Palestis,
2016; Gani, Sakran, and Canner, 2017), in that EDs function as an access point to care for affected
populations and play an important role in the supervision of emergency medical services (EMS)
(Smith et al., 2020; Taymour et al., 2018; Sharp et al., 2014).

Emergency care capacity is a function of national security after terrorist attacks and mass
shootings (Lee et al,, 2014), given that EDs are the front line for receiving victims from these
incidents. For example, the aftermath of the 2015 San Bernardino terrorist attack highlighted how
the ED helped lead the response to the mass casualty incident in collaboration with the broader health
system (Smith et al., 2020). Aside from terrorist events, active shooter events have been on the rise
over the past 20 years. EDs are on the front line of response to these incidents and are involved in
treating victims and collecting evidence (Palestis, 2016).

Some of the preparedness efforts that EDs undertake are very specialized. For example, EDs are
on the front line of responding to exposures to hazardous chemical agents. EDs may invest
significant efforts in response to such incidents to ensure preparedness. For example, a survey of ED
directors in Michigan evaluated ED chemical hazard preparedness and showed that 84 percent of
respondents said they were increasingly prepared to respond to such incidents between 2005 and 2012
(Belsky et al., 2016).

An emergency physician interviewee emphasized the role of the ED as part of the nation’s
critical infrastructure in responding to mass casualty incidents, disasters, and public health
emergencies: “Emergency departments are THE critical infrastructure” (ED physician, KII 1).

Other interviewees said the following:

No other systems that exist in [the] U.S. for an acute onset disaster. —ED physician,
professor of disaster medicine and public bealth, KII 5

We are the ultimate backstop . . . the uncertainty that. .. mass migration from
climate change, increase in natural disasters from climate change, social unrest from
what many think may be a coming civil war. You know, we are absolutely necessary.
Not only that, but. .. as long as our inequitable distribution of medical resources
continues, we're going to be the source of first resort for people. —Retired ED

physician, KII 7

An ED nurse also discussed the importance of the role of the ED in health system resiliency
through the direct role of the ED and ED staff in disaster response:

At least from like a terrorist . . . bioweapons . . . our ED, we have a core group of
nurses and perhaps even physicians that are hazmat trained and have specialty
certifications. And that element of disaster response is sort of ingrained into who we
are as emergency responders . . . most ER is probably part of your hospital’s incident
command response system. —ED registered nurse, FG 1

Participants also noted how telehealth can play a role in increasing effectiveness and efficiency
during disaster and public health emergency response. As one emergency physician said,
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Within our telehealth system, we are able to connect directly with our poison control
center . . . in the case of incidents involving chemical or radiologic or biologic agents,
we're able to work with the poison control center directly on communications
between our telemedicine and the rural hospitals to coordinate that care. —ED
physician, KII 1

Interviewees also mentioned the “adaptability and critical role of emergency medicine” that was
underscored during the COVID-19 pandemic, when EDs increased both critical care and primary
care capacity by taking care of both the sickest patients and those who relied on the ED because they
could not access primary care clinics.

Value of Emergency Care for Health Systems

EDs are an integral component of the U.S. health system and work closely with other care
settings (e.g, EMS, inpatient and ambulatory care) to facilitate transitions of care between the ED
and these care settings and to ensure follow-up care for discharged patients when needed.
Furthermore, by prioritizing care based on urgency, EDs help optimize health care resource
allocation within the system.

Adding Care Capacity

EDs add value to the broader health system by increasing acute care capacity. EDs help
increase health care access by triaging and treating patients with time-sensitive conditions and
preventing overcrowding in hospitals by treating and discharging patients from the ED. Furthermore,
EDs contribute to efficient care delivery by decreasing delays in diagnosis and treatment. EDs offer
urgent care services, addressing acute illnesses and injuries that require immediate attention, thereby
relieving demand for health services in other health care settings.

Interviewees described the ED as the safety net for “the entire health care ecosystem,”
highlighting the 24/7 nature of the service and the ED obligation to treat all patients as factors
that make EDs a “key health system linchpin.” They particularly stressed the role of the ED in
increasing patient access for ambulatory care practices that may not have the capacity and/or resources
to care for their patients. An emergency physician described it this way:

We provide a value from the standpoint that a lot of the primary care doctors, a lot of
the consultants, when they don't know what to do, when they are unable to care for
their patients, they send them to us to do all of that for them—to provide quality
care, to do the testing that they can’t do in the office or that they can’t get done in a
timely fashion. —ED physician 1, FG 3

Interviewees described other factors that make ambulatory care practices send their patients to the

ED:

We're . .. the mechanism and process for the majority of patients who require
hospitalization still. And so, in most of our hospitals, patients go through the
emergency department extensive evaluation and treatment that occurs prior to

hospitalization. —ED physician 3, FG 3
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So I think for primary care we are both an escape valve when they have too many
patients calling for sick visits and can't fit them in. And an escape valve in that we
saved them from having to do prior authorizations for quick testing—it’s easier to
send people to us than to get on the phone with the insurance companies. And we are
an escape valve in that we protect them . .. from medical legal risk. Right. If you have
chest pain, don’t come to the primary care office, go straight to the emergency

department. —ED physician, KII 12

Expanded Emergency Medicine Role in the Health System

A key takeaway from our interviews was that the scope of work for emergency physicians in the
U.S. health system is expanding. Interviewees suggested that EDs have become “hubs” that offer
various services beyond emergency care. Interviewees said that emergency physicians are
increasingly involved in roles beyond their traditional scope, such as inpatient observation care,
hospital-at-home and remote patient monitoring programs, ED critical care units, and finding
innovative ways to expedite patient care. They emphasized the need for financial backing and resource
support for emergency physicians to meet their evolving responsibilities.

Interview and focus group participants also said that some emergency physicians are taking on
roles related to comanaging hospital inpatient capacity, including providing lower levels of care
when possible. Other examples of the evolving role of emergency physicians as shared by participants
include taking care of inpatients in rural hospitals and providing consultative services. Interviewees
also emphasized enhanced collaborations and partnerships between emergency medicine and
other specialties and community stakeholders.

Care Innovations

We heard many examples of how EDs lead care delivery innovations in health systems and add
to overall system resiliency in the interviews. Describing emergency physicians, one interviewee said,

Emergency medicine physicians are known in the medical community to be
innovative, to be first adopters and . . . very entrepreneurial in our processes and in
our skill sets ... Our scope of practice is . . . even expanding. —ED physician 3, FG 3

EDs are providing tele-ED critical care to hospitals that need their expertise. Interviewees
pointed out how tele-ED critical care services have been shown to have a “better” payer mix than
patients physically presenting to EDs, contributing to hospital and health system financial
sustainability.

An emergency physician described a virtual care at home service led by their ED that has
helped reduce readmissions and free up inpatient beds in their hospital as follows:

We have a virtual care at home service where patients that are discharged from the
hospital go on to virtual care. Patients receive service at home, where we're seeing
those patients daily, and that has significantly reduced our readmission rate and that
has really reduced our cost and it opens up beds so . . . Now one of the values to the
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health system is we're [helping add] a whole bunch of extra inpatient beds for them.
—ED physician, KII 1

The pandemic demonstrated EDs’ ability to meet the increased demand for health care
services. For example,

During COVID, we were very easily able to expand that up to 50 to 60 patients a day
in the rural hospitals by adding additional providers in the hub and providing
additional care throughout the state. —ED physician, KII 1

Value of Emergency Care for Payers

Increasing the Timeliness of Diagnosis and Treatment and Improving
Health Outcomes

There are approximately 139 million ED visits annually in the United States (Cairns and Kang,
2023). From the standpoint of health insurance payers, emergency care provides value by
improving health outcomes through diagnosis and treatment of time-sensitive conditions. People
covered by insurance plans usually demand coverage for emergency care services, and payers generally
understand that this coverage must be included in plans. Emergency care also provides cost-reducing
gatekeeping by avoiding unnecessary hospitalizations or by quickly resolving complex health issues and
encouraging patients to follow up with a primary care provider (Buchbinder, 2017).

Reducing Health Care Costs

In contrast to our payer interviewees, who stressed that emergency care is costly, the
emergency medicine professionals we interviewed highlighted how EDs offer potential savings for
payers by averting costly tests, delays in treatment, and hospitalizations. Some examples that
interviewees discussed are (1) ED intensive care units (ICUs) that help prevent costly ICU admissions
and (2) ED protocols that are designed to provide treatment for select conditions in the ED in place of
hospitalization:

I think we've developed really great processes to provide safe discharges for those
patients and timely and aggressive therapies so that we can avoid hospitalization,
saving patients and payers resources and of course costs related to that. —ED

physician 3, FG 3

I think anything to avoid an admission . . . has incredible value to the equation. How
do we reimburse you? I mean, that’s a heavy consumption of resources, right? So how
do we reimburse for that? I think [it] is a fair question. —Payer, KII 11
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Quantitative Results

NEDS Analysis

We quantified the volume and types of ED visits from 2016 to 2020 to determine the value of
emergency care using claims data—based estimates from NEDS (HCUP, 2016-2020). NEDS is the
largest all-payer ED database in the United States and yields national estimates of the number and
type of hospital-owned ED visits. These claims data quantify the number and type of visits to most of
the nation’s EDs. This analysis provides additional evidence and context for the value-based
framework and payment model we outline in Chapter 5, confirming the extent to which EDs are
providing valuable care that does not fit well into the existing health care payment framework because
it includes value added to unfunded safety net services, public health, and government.

As shown in Figure 2.2, EDs handle roughly 120-140 million visits each year (compared with
approximately 1 billion physician office visits annually) (National Center for Health Statistics,
2024b), an estimate confirmed by the National Hospital Ambulatory Medical Care Survey (Cairns
and Kang, 2023). Most of these visits (83-87 percent) are non-admission visits (i.e., do not result
in hospitalization). The observed drop in ED visits in 2020 is likely due to the COVID-19

pandemic.

Figure 2.2. NEDS Estimates of Total ED Visits in the United States

Separating these visits by diagnosis reveals how often the ED provides services that in some way
relate to providing a social safety net; public health; or local, state, or federal government functions—
for example, responding to the opioid and gun violence epidemics and the COVID-19 pandemic. We
highlight these types of diagnoses because they illustrate how the ED provides services that are not
limited to those that health insurance is designed to cover, leaving some or all related ED work
unfunded or underfunded. See Appendix D for the ICD-10 codes we used in the analyses below.
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NEDS data reveal that the share of all ED visits for firearm injuries was higher in 2016 and
2017 compared with 2018 and 2019, which were similar. Although these visits are a small share
of all ED visits, in 2020, they rose to one-tenth of 1 percent of all ED visits—almost double the share
from 2018 (Figure 2.3). It is important to note that the 2020 rise in firearm injury—related visits as a
percentage of all ED visits could be a function of a lower total number of ED visits in the first year of

the pandemic.

Figure 2.3. ED Visits for Injury from Firearms
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NEDS data show that ED visits for chronic conditions—including exacerbations of chronic
conditions—have been holding steady at just over 16 percent of all ED visits during this period
(Figure 2.4). We included asthma, chronic obstructive pulmonary disease (COPD), and diabetes in
evaluating chronic disease—related ED visits.
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Figure 2.4. ED Visits for Chronic Conditions
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ED visits to address mental health conditions steadily rose from 24 percent of all ED visits in
2016 to 30 percent in 2020 (Figure 2.5). The especially high number of mental health—related ED
visits in 2020 is likely due to the COVID-19 pandemic. It is important to note that the 2020 rise in
metal health—related visits as a percentage of all ED visits could also be a function of a lower total

number of ED visits in the first year of the pandemic.

Figure 2.5. Mental Health ED Visits
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Hospital EDs have increasingly been called on to provide public health services to prevent, detect,
and/or treat patients presenting as a result of epidemics or pandemics. For example, the opioid
epidemic persists as a public health emergency across much of the United States (State Health Access
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Data Assistance Center, undated). ED visits for opioid drug use constitute more than 1 percent of

all ED visits (Figure 2.6).

Figure 2.6. Opioid Use Disorder ED Visits

2016 2017 2018 2019 2020

1.4%

1.2%

1.0%

o
o
xX

% of Visits

o
o
xX

0.4%

0.2%

0.0%

M All Visits B Non-Admission Visits

Similarly, more than 3 percent of ED visits are alcohol-related, and this percentage rose
sharply (by 17 percent for all visits from 2019 to 2020) during the first year of the COVID-19
pandemic (Figure 2.7). Although the absolute number of visits related to alcohol use disorder in
2020 dropped, such visits were a larger percentage of total ED visits that year, given the overall drop in
total ED visits in the first year of the pandemic.

Figure 2.7. Alcohol Use Disorder ED Visits
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A final example of EDs addressing public health-related conditions occurred in 2020, when the
COVID-19 pandemic began to hit U.S. hospitals. As depicted in Figure 2.8, the burden of ED care
for COVID-19 was 532 percent higher during the second half of 2020 than that for influenza in
the second half of 2019. We compared six-month periods because COVID-19 ICD-10 codes started

being used during the latter half of 2020.

Figure 2.8. Influenza and COVID-19 ED Visits During Second Half of Each Year
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EDs also provide services to patients who experience housing insecurity and homelessness. As
shown in Figure 2.9, ED visits have risen over time among unhoused patients. This rising share of
ED visits may be partially attributable to increasing coding prevalence, but, even if the actual number
of visits is not rising, such services remain an important part of the safety net role performed by EDs.

Figure 2.9. ED Visits by Patients Classified as Experiencing Homelessness
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Case Study Results

We conducted case studies of a hospital-based ED closure in a rural community and a case
study of an ED closure in a suburban-urban setting to understand the value of emergency care
from the perspective of communities and hospitals that have experienced nearby closures. The
two case studies involved an environmental scan of peer-reviewed and gray literature to understand
these specific ED closures, as well as ED closures more broadly, and interviews with three individuals.

Environmental Scan

From 2017 through 2023, nearly 70 rural hospitals closed or were turned into outpatient-only
facilities (Cecil G. Sheps Center for Health Services Research, 2024). Many hospitals in urban centers
have also been shuttered—for example, the Wellstar Hospital System in Atlanta, considered one of
the most “inclusive” hospitals in the state (Garber, 2023). Texas Vista Medical Center in San
Antonio, another facility known for inclusiveness, also closed (Dimmick, 2023). Saint Vincent
Charity Medical Center in Cleveland was turned into an outpatient-only hospital, with significant
impacts on the community members who continued to present to the facility with critical, time-
sensitive health issues, not realizing the ED had been closed (Wizner and Czekalinski, 2023).

We found many studies demonstrating the negative effect of ED closures on patient outcomes and
reports of adverse impacts on surrounding communities and hospitals.

One study found a 5-percent increase in overall 180-day and one-year mortality rates among
patients experiencing a heart attack with a greater than 30-minute increase in driving time to an
alternate ED (Shen and Hsia, 2012). In the year following ED closure, another study reported
increases in ED volume, ED length of stay, and incidences of “left from the ED without being seen”
(Lawrence et al., 2019). A study of the impact of ED closures on vicinity communities in California
from 1999 to 2010 showed an association between ED closures and 5-percent higher mortality during
inpatient admissions in neighboring hospitals (Liu, Srebotnjak, and Hsia, 2014).

When a high-occupancy ED experienced a nearby ED closure that resulted in increased driving
time of 30 minutes or more to the next-closest ED, one-year mortality and 30-day readmission rates
increased by 2.39 and 2.00 percent, respectively, while the likelihood of receiving percutaneous
coronary intervention (PCI) declined by 2.06 percent. Exposure to ED openings that resulted in
decreased driving times of 30 minutes or more was associated with reductions in 30-day mortality at
bystander hospitals and an increased likelihood of receiving PCI (Hsia and Shen, 2019).

In a study of New York State hospitals, ED patient volume over time was found to increase at a
faster rate in EDs close to hospital closures between 2004 and 2010 (Lee et al., 2015). A hospital
closure in Rhode Island resulted in increases in ED visits in 2017 and 2018 in two neighboring EDs
by 15.46 percent among homeless patients, compared with 2.69 percent among housed patients
(Gummerson, Smith, and Warren, 2022).

A hospital closure in Delaware County in suburban Philadelphia in 2023 resulted in EDs in the
vicinity of the closure being “slammed” and ambulances needing to travel longer distances to get
patients to an ED (LaPook, Kaplan, and Samu, 2023). In 2022 and 2023 in Kansas and Georgia, two
of the states that have not expanded Medicaid, hospital closures in rural and urban areas, respectively,
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in each state, resulted in challenges with emergency care capacity (Mipro, 2023; Whitehead and
Miller, 2022).

The 2023 closure of a hospital in Madera County, California, put the already stretched Level 1
trauma center in nearby Fresno in “dire straits,” with up to 80 patients waiting to be seen in its ED
waiting room in the period following the closure (Hok and Quintanilla, 2023).

These studies show the value of EDs to patients, communities, and the broader health system
through the lens of ED closures.

Interviews

Through key informant interviews, we sought to understand the perspectives of a patient’s
family member regarding the impact of the loss of access to emergency care in their community as
a result of a hospital closure. We also spoke with ED leadership from a health system in the vicinity
of a hospital-based ED closure in a suburban-urban community.

Case Study 1

We spoke with a man who was raised in a rural farming community in the Southwest that
experienced a hospital closure. His sister, who is a member of the community, has multiple
comorbidities. In the aftermath of the hospital closure, the travel time to the nearest ED significantly
affected her access to care. Because of the hospital closure, the wait times at other EDs in the vicinity
significantly increased.

He reflected on the value of the hospital and ED for his sister and the broader community,
saying,

The hospital was a vital resource to people who often do not have formal care. The
demographic is largely immigrants—hardworking people who do manual type work,
farming, many who, for various reasons, maybe language or social, economic reasons,
don’t have a relationship with primary care doctors. So as a result they often rely on
emergency care for their support, and so the closure of the hospital really had a
massive impact on many, many people. Often they don’t know who to go to now . ..
They wait for an ambulance . . . they may die before they actually get taken
somewhere. So yeah, it's been a pretty, pretty dramatic impact. —Community member,

KII 14

Especially in a rural community like [city], where my family lives, emergency care has
taken the place of primary care and it's unfortunate. My sister suffers from multiple
conditions. Unfortunately, she is bipolar. She has cancer, and it started off as a breast

cancer that has now metastasized to her bones and also liver. —Community member,
KII 14

He said that the next nearest ED is 45 minutes away and spoke about how the high patient
volume in that hospital affected his sister’s care:

She was in the emergency hallway and she was texting us. She spent three days in the
hallway of the hospital with eight other people in the hallway . .. They didn’t give her
[anything to eat] between 9:00 a.m. and 2:00 p.m. . .. “but should they have given me
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something to eat by now” and she says “I'm supposed to be eating something because
of my sugar levels.” —Community member, KII 14

Case Study 2

The hospital that is the subject of this case study was one of the oldest hospitals in its region
in the Midwest and had been there for close to 80 years. The community surrounding the hospital
is a working class community and predominantly Black. There is a lot of poverty in that community,
and the hospital saw a large share of Medicaid patients. The community also is adjacent to a naval
base. There had been talk of the hospital shutting down for about ten years, but political pressure
prevented the closure.

The interviewees shared the effect of the closure on the community, which already had poor
access to care:

This area. .. I refer to it as a primary care desert really . . . Not only do we have a very
low hospital bed—to-population ratio, we have a dearth of primary care here, and a lot
of it’s focused around on reimbursement, and this area of primary care, it’s just you
can’'t make money doing primary care around here, so ... I mean we provide, quote-
unquote “primary care” I guess in the ER too, because the lack of access. Right now in
this area, primary care is a nine-month wait. —ED physician 1, KII 14

So they would have to have to travel a fair amount of distance . . . unfortunately, a lot
of the specialty coverage really isn’t there anymore and really left a big void in terms of
health care coverage in general or acute care coverage. —ED physician 2, KII 14

The interviewee whose ED was affected by the nearby hospital closure discussed how his ED
worked to compensate for the loss of emergency care in the hospital closure community:

We are at the highest volume we've ever done at. You know we have an 8-percent
volume increase last year. And I think the year before that, because I think we were
up 13 or 14 percent, 2021 to 2022, if I'm remembering correctly . . . so almost an

instantaneous jump, and what was it, about 30 patients a day. —ED physician 1,
KII 14

Yeah, I could say boarding time definitely had gone up, you know, especially I would
say of recent, ... 30, 40-plus admitted patients waiting for a bed. We've seen times
where there was, of those seven, eight, nine, ten of those patients, maybe ICU patients
and there’s just literally nowhere to go upstairs, our hospital or our health systems
have talked about capacity protocols, and there’s a variety of tools that are out there.

—ED pbhysician 2, KII 14
The interviewees discussed the impact of the hospital closure on outcomes for their patients:

Anecdotally, I don’t think we've seen an increase in terms of people who bounce back
and having some sort of adverse outcome or missed issues. What we have seen really,
I think from especially of recent, which is those sicker people who are wanting to kind
of get into the hospital . . . wait a little bit longer. So we're seeing as they board in the
ED, then they're having some sort of adverse outcome. —ED physician 2, KII 14
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We've saved the vast majority of these bad outcomes because of the way we do things
... we were telling our physicians to walk out to the waiting room and grab the
patients . . . essentially see them and start their evaluation regardless of what the
nursing resources were . . . so that we could make sure that we were catching these
people that had high-risk complaints . .. It's not sustainable, and it really is a model
for physician burnout because you're . . . using the physicians really essentially as . . .
transporters and techs . . . And the price was the physicians’ quality of [clinical] shift
... That was the price. —ED physician 1, KII 14

We actually formed a moral injury task force within our group. Looked at kind of
provider burnout and satisfaction and so forth. And what can we do to alleviate?
Because things really have pushed on for a very, very long time. As we mentioned
before, we hear people just thinking about quitting or leaving our provider side. —ED
physician 1, KII 14
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Chapter 3

Challenges Facing Emergency Care

To preserve the value conferred by EDs, the challenges faced by them need to be understood and
addressed. Some challenges are associated with the lack of sufficient capacity and resources to meet
the demand for acute care. ED boarding, for example, is one symptom of broader health system
operational and patient flow challenges (Richards and Derlet, 2022). Many challenges that EDs face
today are long-standing but are reported to have grown in scale—for example, long ED wait times
(Janke, Melnick, and Venkatesh, 2022b), ED boarding (Janke, Melnick, and Venkatesh, 2022a), and
the provision of both undercompensated and uncompensated care (Ossei-Owusu, 2017). Given the
growing scope and nature of the work of EDs (Huecker et al., 2022), challenges facing emergency care
need to be reevaluated in the context of the current societal and health care delivery context and
addressed to sustain the 24/7 services provided by EDs (ACEP, 2024).

In the following sections, we present the results of our environmental scan, interviews, and focus
groups in terms of the challenges facing emergency care and related solutions.

Emergency Medical Treatment and Labor Act

Emergency medicine is the one medical specialty that operates extensively under EMTALA.
Given the shortage of primary care physicians in the nation, many people without access to care seek
care in the ED (Barish, McGauly, and Arnold, 2012).

EMTALA is core to the practice of emergency medicine and the ED safety net, but it also
inadvertently affects emergency care negatively in some respects (Vickery, Sauser, and Davis, 2013).
Unpaid emergency care can strain insurance systems, create legal (and financial) exposure for
violating EMTALA, and lead to an increase in risk of uninsured or underinsured patients going
bankrupt due to inability to pay medical bills (Vickery, Sauser, and Davis, 2013). EMTALA has
also been recognized as a contributor to ED closures (Vickery, Sauser, and Davis, 2013).

Furthermore, EMTALA creates a financial burden for tertiary and quaternary referral
centers, which may be the only facilities to accept transfers for specialty care. Neither the facilities
nor health care professionals are adequately compensated for the care they provide under EMTALA.
Cost-sharing between community hospitals and tertiary and quaternary centers has been suggested by
a prior study as one approach that may help decrease the financial burden of EMTALA on receiving
facilities (Zhou, Amanatullah, and Frick, 2019).

The Affordable Care Act (ACA) does not outline how to integrate the primary care and
emergency care safety nets in the United States. However, the ACA does mention incorporating
emergency care as part of accountable care organizations (Vickery, Sauser, and Davis, 2013). Since the
passage of the ACA, legislation has proposed significant cuts to the Disproportionate Share Hospital
Program budgets. These programs are aimed at supporting safety-net hospital care for the
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underinsured and uninsured (Vickery, Sauser, and Davis, 2013). Some physicians have highlighted
the need to “rewrite” the ACA and EMTALA in order to more effectively address the burden of
uncompensated care (Maa, 2012, p. 72).

Interviewees described both the necessity of EMTALA and the challenges related to this
unfunded mandate. Although interviewees uniformly recognized the necessity of EMTALA so that
patients can turn to a place in the health system where they are assured of care, many said that the
unfunded nature of EMTALA is a direct threat to sustaining the emergency care safety net in the
United States.

There was much discussion regarding the role of EMTALA in EDs’ inability to turn away
patients presenting with non-urgent and non-emergent conditions. As a retired ED physician
noted,

I'd like to have policymakers understand . . . that they're actually responsible for why
access to emergency services is as vulnerable as it is because it circles back to the. ..
Medicaid populations that don't have adequate access to care in community settings
and, surprise, surprise, . . . become disproportionately large users and visitors to
emergency departments. —Retired ED physician and acute care partnership leader,

FG2

Much of the discussion related to EMTALA came down to the need to partially or completely
fund this mandated care. Most interviewees were in agreement regarding the need to expand
Medicaid in the remaining states that have not adopted Medicaid expansion and Medicaid parity with
Medicare.

A retired physician mentioned that the best “legal hammer” available would be to “make the
quantitative case that we're not able to sustain adequate levels of emergency service per communities
where those hospitals operate at the current level of reimbursement by Medicaid and Medicare” and
that EDs require reimbursement that “at least approximates the cost of the care they provide” (retired
ED physician and acute care partnership leader, FG 2). Interviewees also linked EMTALA with
emergency physician attrition.

Proposed Solutions

Interviewees described several solutions for addressing the challenges associated with EMTALA.
Such solutions included federal stipends for payment to EDs based on the number of visits by
underinsured and uninsured patients, a voluntary self-tax, and development of indigent care
compensation benchmarks for care provided to underinsured and uninsured patients.

ED Crowding

Overcrowding is a long-standing challenge faced by EDs and is associated with many adverse
outcomes, including the need to care for patients in hallways and ED boarding. The COVID-19
pandemic and its aftermath have seen a worsening of ED crowding and boarding, with potential
economic and legal consequences for hospitals and health systems (Richards and Derlet, 2022).
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Multiple Medicaid expansion states have seen a rise in ED wait times (Allen, Gian, and Simon,
2022). This could indicate that ED crowding has increased as a result of Medicaid expansion.

Among ED boarders, some of the most challenging groups are patients who are critically ill
and waiting for a bed in the hospital ICU. The care of critically ill patients is typically time- and
resource-intensive. This creates challenges for EDs, which already are strained for staff and resources.
Maintaining critical care nurse-to-patient ratios (e.g., one-to-one or one-to-two) is a significant
challenge for many EDs. ICUs based in EDs and the use of mobile ICUs with their own dedicated
nurse and other staffing can help reduce the strain of ICU boarders on EDs (Mathews et al., 2020).

The nation saw a decline in the number of ED visits during the pandemic compared with
prepandemic years (Phend, 2023). In 2024, ED visit numbers have almost reached prepandemic
numbers nationally, with a consistent rise between 2020 and 2024 (Motley et al., 2024). One model
predicted ED volume increases of greater than 11 percent by 2030 compared with 2018 in the United
States (Motley et al., 2024; Marco et al., 2021). Importantly, ED patient acuity has also been on the
rise over the past dozen years, translating to an increase in demand for critical care services in the ED
(Ruxin et al., 2023).

Interviewees described rising ED patient volume, complexity, and acuity. Many indicated that
they had to see patients in the waiting room, given high ED and waiting room patient volumes and
acuity. An ED nurse described the inability to control patient volume in the ED as follows:

There’s no caps. You can't lock the door in the ER. You cannot control the volume,
cannot control the influx . . . they can come all day long . . . sometimes the [nurse-to-
patient] ratios are distorted and . .. [patient] acuity isn’t always taken into
consideration . .. That definitely makes you feel vulnerable from a nursing

perspective. —ED registered nurse, director of ED and behavioral health, FG 1

The different factors and components of the interconnected U.S. health system contributing
to ED boarding were topics of much discussion. Payers, poor access to primary care, skilled nursing,
short-term rehabilitation centers, and how mental health affects ED flow and capacity were discussed
in interviews as causes of overcrowding and ED boarding. In the words of one ED physician,

It's a great example of . .. the problem of all the other parts of the health care system
... Weare kind of at the nexus of all of the other interdependent broken parts of the
system . . . the retaining wall that . . . would all come crashing down. —ED physician,
KII12

Participants highlighted the role of hospitals’ financial dependence on elective procedures and the
ethical dilemma involved with a health care reimbursement model that is heavily procedural-based and
its impact on patient care—including the lack of ED payment for the care of boarded ED patients.

The connection between boarding and ED crowding was also noted in the literature. Studies
have demonstrated that ED crowding is part of a broader hospital problem (Barish, McGauly, and
Arnold, 2012). In fact, between the second and third quartiles of ED boarding, there can be an
increase in both ED volume and occupancy, indicating that boarding is the health system’s response to
“high patient load” (Pitts et al., 2014, p. 499).

30



Proposed Solutions

Many EDs across the nation have tried to tackle the problem of ED crowding by implementing
various interventions (Kelen et al., 2021; ACEP, undated-c). Interviewees shared examples of
interventions that their EDs had implemented to mitigate ED boarding. Some mentioned
collaboration with skilled nursing facilities and mental health services to improve patient flow in the
ED. Others mentioned the need to explore financial incentives to address boarding challenges and
improve hospital space utilization through increased hospital accountability, leveraging Centers for
Medicare & Medicaid Services (CMS) regulations. Direct patient admission from the ED—
circumventing the ED workup—was also mentioned by interviewees as a potential solution.
Participants also raised patient cash incentives, such as transportation and flexible budgets, as
potential solutions and the need for development of hospital boarding metrics as an incentive for
addressing ED boarding.

The literature also describes several interventions that have been implemented to reduce ED
crowding, with some level of success.

Expansion of patient treatment spaces and use of dedicated space for admitted patients. One
intervention that has been used to address boarding is “full-capacity” protocols that distribute boarded
patients to various inpatient units to improve patient flow and decrease ED crowding (Viccellio et al.,
2013, p. 942). A quality improvement project focused on evaluating an inpatient area in the ED
dedicated to the care of admitted patients showed improved patient and staff satisfaction and led to
improvements in one or more ED process measures (Bornemann-Shepherd et al., 2015). However,
expanding patient treatment spaces in the ED was not associated with significant changes in the
numbers of patients left without being seen, although such expansion was associated with increased
boarding time (Mumma et al., 2014).

Bed management strategies. A bed management strategy implemented in a hospital-based ED
was associated with a 52-percent drop in boarding times (Barrett, Ford, and Ward-Smith, 2012).
According to one study, the most commonly implemented ED crowding intervention (on average) was
registration at bedside, which was used by an average of 85.1 percent of EDs (Azari et al,, 2023). In
another study, rapid patient bedding and use of nontraditional patient beds, maximizing use of point-
of-care testing to expedite testing turnaround times, and using mid-level providers (such as physician
assistants) and standard protocols were associated with shorter patient wait times, less revenue lost by
decreasing the number of patients left without being seen, and improved care delivery (Scrofine and
Fitzsimons, 2014).

Using alternate personnel for boarding. Using hospitalists to actively manage boarded patients
in the ED is feasible and may lead to cost savings for the hospital and reduce hospital length of stay
(Hrycko et al,, 2019). Furthermore, a physician-in-triage (PIT) intervention in a community-based
teaching ED was associated with moderate improvement in ED patient flow (Imperato et al., 2012).

Other options. Other approaches used to decrease boarding time include leadership-based
interventions (Patel, Combs, and Vinson, 2014), improved efficiency of adult patient management
(Artenstein et al., 2017), and remote tele-intake (Joshi et al., 2020). The U.S. Department of Health
and Human Services (HHS) recommends using telehealth in rural emergency settings both on-site
and en route to facilitate patient triage in the field (Rural Health Information Hub, 2023).
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Although the rate of implementing interventions to address ED crowding has increased, the
interventions deemed to be most effective are not adopted widely enough (Azari et al.,, 2023). Hospital
implementation of technology-based solutions seemed to be more common in comparison with
interventions focused on physical spaces and process- and flow-related interventions (Azari et al.,
2023). Another study reported on the following potential solutions for ED boarding: Inpatient
hallway boarding, creation of flexible expansion care areas, smoothing elective admissions and
surgeries, and efficient inpatient discharge flow are promising strategies to address ED crowding, but
state or federal legislation may be needed to motivate these processes (Richards and Derlet, 2022).

Workplace Violence

Violence in the ED is “pervasive” (Vrablik et al., 2019, p. 1). Even exposure to nonphysical
violence (i.e., verbal assault) in EDs can affect burnout, compassion satisfaction, and traumatic stress
among staff. Furthermore, staff perception of workplace safety, and whether violence is tolerated, can
affect professional quality of life (Vrablik et al., 2019). These trends prompted ACEP advocacy
related to the Safety from Violence for Healthcare Employees (SAVE) Act (S. 2768, 2023; H.R.
2584, 2023) to protect ED workers from violence through legal penalties for perpetrators of assault or
intimidation (Grantham, 2022).

Interviewees cited the rise in violence in the ED from patients and their families toward ED
staff as a major challenge. A physician noted that “violence in emergency departments has
substantially increased over time” (ED physician, KII 1). Other interviewees said that the nature of
the violence has become physical, and, more broadly, there is tension between the patient
community and ED staff. An ED nurse shared concerns that the risk of being subjected to violence in
the ED was driving staff away to care settings they may perceive as safer:

There's a lot of violence that finds its way into the emergency department. ..
Unfortunately, providers, nurses, many of the ancillary staff members get hurt. It's a
high-risk environment . .. Most people don’t necessarily want to go to work and get
assaulted ... I mean, they are finding jobs in other sectors of health care that pay as
well, if not better, without the threat of . . . violence and the community policing that
we are required to do. —ED registered nurse, director of ED and behavioral health, FG 1

Participants also raised concerns about poor enforcement of policies to protect staff from
violent patients by health systems and inconsistent guidance from regulatory agencies regarding how
violent patients should be managed. An ED physician referred to existing policies as “papering over
the problem” (ED physician, professor of disaster medicine and public health, KII 5). Interviewees

also discussed the complex nature of managing mental health patients and patients with criminal
records in the ED.

Proposed Solutions

Interviewees acknowledged that metal detector screening may help make EDs safer but said that
the staffing required to operate these machines will end up placing a staffing and financial strain on

EDs.
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No Surprises Act and Reductions in Reimbursement for Services

There was much discussion in our interviews about the effect of the No Surprises Act (NSA) on
emergency care payment. The NSA, which was enacted in 2022, protects patients from receiving a
“surprise medical bill” for out-of-network (OON) emergency treatment provided at in-network
facilities (CMS, 2022). The N'SA states that, if a patient’s health insurance does not cover the full cost
of an OON emergency health care professional, the patient will no longer receive a bill to cover the
difference between the amount the emergency health care professional billed and the amount received
from the insurer. In addition, the NSA establishes an independent dispute resolution process to
resolve payment disputes between insurers and providers.

Interview participants voiced concern that the NSA has inadvertently created vulnerabilities in
sustaining emergency care services. Although the legislation was intended to help patients,
interviewees said that it has had a mostly negative effect on EDs and has changed the balance of
power between emergency care health professionals and insurers.

Interviewees said that payers are unfairly “empowered” under the NSA, which has led to
drastic reductions in reimbursement. In the words of an emergency physician,

The NSA is probably the biggest threat to us right now . .. It takes away any leverage
that we have to negotiate [contracts] with payers . . . it gives them every opportunity
to reduce payment. .. or to put us out of network and pay us pennies on the dollar for

the care. —ED pbhysician 1, FG 3

During negotiations with a payer, the disparity between facility and professional fees becomes
apparent to emergency physicians. Participants said that emergency care is unfairly targeted as “the
most expensive cost center,” leading to reduced payments on the professional side compared with
those for facility services. The costs for independent emergency physician groups are compared with
those for emergency physicians employed by hospitals, which tend to prioritize facility fees over
professional fees. These NSA benchmarks create challenges for independent emergency care
professionals. As one physician explained,

I've had those payers that come back to our. .. independent . .. physician groups
saying, well, you guys are some of the top paid in the area ... we're obviously paying
you too much . .. they're comparing us to those hospital employed physicians where
they just threw . .. provider fees under the bus to get a higher facility fee. . . it really
hurts the providers in independent groups that are now being compared to those
other contracts and negotiations. —ED physician 3, FG 3

Another interviewee explained that

some of the large insurers would go to large groups, staffing companies, etc. and
announce that they were going to reduce payment by 20, 30, 40 percent and that was
the condition of remaining under contract .. . If they decided they didn't like that
offer, they were going to be “kicked out of the network.” —ED physician 2, FG 2

The impact of delays in claims processing and in navigating the arbitration process on working
capital has proven to be significant and, in the experience of interviewees, leads to disruptions in cash
flow and causes financial strain for smaller emergency physician groups. One interviewee said that
they have “claims that are as old as the beginning of NSA and still outstanding,” as well as “a couple of
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folks that have filed for bankruptcy” in their group (health care organization chief financial officer,
KII 8). This interviewee added that “the mechanism to get what you're owed . . . is too lengthy and too
expensive for people to navigate.”

Participants shared how the NSA has changed the economic landscape of emergency clinician
services, leading to reduced payments per patient. An interviewee explained that the NSA has
affected “how much we get paid per patient, particularly on the commercial side because NSA has
given a lot more power to the insurance industry” (chief innovation officer, KII 9).

Limited negotiating power with third-party payers puts smaller groups at risk of going out of
business and has shifted the financial burden from insurers to hospitals, threatening the
sustainability of emergency care. According to interviewees, there is no incentive for private insurers to
establish contracts when EMTALA guarantees that their policyholders will receive care and they can
determine payment after services are rendered. A physician said that their organization had
“absolutely no negotiating power with any of the third-party payers” (ED physician 1, FG 2). This
physician added that large insurers “are now less willing to contract because the backside benefit is
actually better for them if they don’t” (ED physician 1, FG 2). The lack of a contract, in turn, creates a
disincentive to pay in a timely manner. Some health plans have canceled contracts with long-standing
emergency medicine groups, demanding lower reimbursement rates or threatening to terminate
contracts altogether.

We note that, in contrast with other participants, one interviewee explained that their
organization has had a high win rate in payment disputes, although they have had to invest significant
resources to accomplish that:

We're fighting and we're winning . . . our win is over 90 percent. We're doing very
well, it’s just the time it takes to get it through the process and the burden on the
company . . . to provide the resources and the working capital drive. And again, not
everyone’s lucky enough to have cash reserves and resources to be able to do that.
—Health care organization chief financial officer, KII 8

Some interviewees said that the NSA’s impact on reimbursement, coupled with the
decreasing Medicare rates and low Medicaid reimbursement, poses a significant threat to
sustaining emergency care in the future. Reimbursement cuts can drive emergency health care
professional providers out of network or even deter medical professionals from working in emergency
medicine. For example, an emergency medicine resident expressed how the disparity between the
trend in facility and emergency physician professional payments could discourage medical students
from picking emergency medicine as their specialty: “I think knowing that you're being compensated
less and your work is recognized less because money is going elsewhere, then that I think would be
disincentivizing to choose EM [emergency medicine]” (emergency medicine resident, FG 1).

Proposed Solutions

Interview and focus group participants emphasized that Medicaid reimbursement parity with
Medicare is crucial for sustainability. Also important to ensure accountability will be penalties and
added interest when payers fail to pay after arbitration decisions. Participants also noted the need for
mechanisms to ensure that contract terms are enforced and unfair cancellations are prevented, as well
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as the need for audits to validate initial payments under the NSA to promote transparency in the
negotiation process and to reduce negotiating frequency.

Staff Burnout

Staff burnout is another ED challenge that is described amply in the literature. Burnout among
emergency health workers has been found to negatively affect careers (Baugh, Raja, and Takayesu,
2021). Burnout among emergency medicine physicians is one driver of attrition, with a greater
number of female emergency physicians reporting burnout as a major issue (Lall et al., 2020).

Burnout can adversely affect emergency physician performance, potentially leading to poor
mental health and coping behaviors (Mong and Noguchi, 2022). Overnight ED shifts by emergency
physicians can have negative health impacts, such as tiredness, low quality of sleep, and irritability, and
can result in poor job satisfaction, prompting retirement (Smith-Coggins, Broderick, and Marco,
2014). Burnout has been associated with poor mental health, including anxiety, depression, and
suicide (Stehman et al., 2019).

Emergency physicians who worked in academic medical centers during the COVID-19 pandemic
experienced anxiety both at home and at work and reported that their work experiences during this
time affected their home life (Rodriguez et al., 2020). The burnout that emergency physicians
experienced during the pandemic was exacerbated by a paucity of resources to keep them safe and to
care for patients, along with mental stress, isolation, and general dissatisfaction with their job (Nguyen
et al,, 2021). A survey of emergency physicians and nonphysician practitioners (NPPs) during the
early phase of the COVID-19 pandemic showed that the majority of respondents experienced work-
related fear, stress, and anxiety (Kelker et al., 2021).

Compassion fatigue, burnout, and low compassion satisfaction are occupational hazards for
pediatric emergency physicians (Gribben et al., 2019). The prevalence of burnout among pediatric
emergency medicine fellows is almost 31 percent (Feeks, Chao, and Sinert, 2020). Pediatric
emergency medicine fellows in their first year of a fellowship experienced low resiliency and burnout,
although, by the third year, they had better burnout scores (Zargham and Rominger, 2020). Female,
single, and divorced individuals have been shown to be at higher risk of experiencing burnout (Feeks,
Chao, and Sinert, 2020).

Among nurses, low levels of nurse manager support are associated with higher degrees of
burnout and compassion fatigue (Hunsaker et al., 2015). Nurse staffing shortages, interrupted
breaks, and unresponsive managers can contribute to nurse burnout (Turnbach et al., 2024). One
study showed a possible association between “emotional exhaustion” and the perceived effects of
workload on patient outcomes and satisfaction (Watson et al,, 2019, p. 414).

Proposed Solutions

The COVID-19 pandemic revealed that the existing emergency care workforce may be
insufficient relative to the need (Nguyen et al., 2021). The pandemic also showed the need for
wellness programs for ED workers, both routinely and especially during emergency situations—such
as in the aftermath of mass casualty incidents and disasters and during public health emergencies
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(Gustafson et al., 2022). Protecting the mental health of those who work in EDs is critical for
sustaining a functional health system (Mong and Noguchi, 2022). Health care organizations that were
not supportive of staff exacerbated the moral distress experienced by ED health care workers during
the pandemic (Blanchard et al., 2022). Addressing the psychological, emotional, physical, and social
needs of emergency physicians must be prioritized in order for staff to optimally function in their day-
to-day roles and sustain emergency care (Zaidi et al.,, 2020).

Workforce Attrition

Another challenge for EDs concerns workforce attrition. Many of the factors discussed in this
chapter can contribute to attrition, including low reimbursement, ED crowding and related stress,
burnout, and workplace violence.

Studies have examined different aspects of the attrition problem. During the COVID-19
pandemic, emergency physician attrition increased from 5.4 percent between 2016 and 2019 to 8.2
percent in 2020 (Gettel, Courtney, Bennett, et al., 2023). This attrition was particularly pronounced
among emergency physicians serving rural communities and those who do not hold emergency
medicine board certification (Gettel, Courtney, Bennett, et al., 2023). An interviewee noted a similar
phenomenon in the ED:

You know, with COVID.... there were a lot of folks that maybe were considering
retirement or considering a change, they took that as their opportunity to get out.
You know, it was too much for them. —Health care organization chief financial officer,

KII 8

The prevalence of the intention to leave emergency medicine is similar among male and female
emergency physicians (Lall et al., 2020). However, midcareer female emergency physicians more
commonly give serious consideration to leaving emergency medicine compared with their male
counterparts. Furthermore, female emergency physicians have been shown to leave emergency
medicine at much younger ages—by about 12 years—compared with male emergency physicians
(Gettel, Schuur, et al., 2023).

A task force evaluating the future of the emergency physician workforce concluded that
changes will be needed to rebalance the emergency care workforce in the future. The task force
arrived at consensus that the future will likely see 2-percent yearly growth in graduate medical
education, 3-percent attrition among emergency physicians annually, 20 percent of ED visits managed
by a nurse practitioner or physician assistant, and an 11-percent rise in ED visits compared with 2018
(Marco et al., 2021). The task force concluded that these changes would result in a 7,845 oversupply
of emergency physicians by 2030 and called for a “collective approach” to create a balanced emergency
care workforce (Marco et al,, 2021, p. 726). This study used NEDS to estimate demand for
emergency care in 2030 based on the number of ED visits in 2017. However, this work did not
account for the effect of the COVID-19 pandemic on emergency care workforce attrition. A study of
emergency physician workforce attrition in the early pandemic showed that mean attrition was 8.6
percent among female emergency physicians in early 2020 and was 8.0 percent among male emergency
physicians, compared with 5.5 percent for women and 5.4 percent for men between 2014 and 2019
(Gettel, Courtney, Bennett, et al., 2023).
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Many interviewees said that the emergency care workforce would experience shortages—not
an oversupply—of ED physicians. One ED physician expressed very little hope that the problem can
be addressed:

I actually don't see it changing much, honestly, other than escalating patient visits,
decreasing nurse availability, which will lead to longer ER waits, I think a physician
shortage as well because I think it’s going to continue to be challenging to encourage
young physicians. Do you want to be in emergency medicine? So, I wish it would be a
positive outlook, but I think it’s just going to be more of the same struggle and I'm not
actually very hopeful [about] any prospect of additional compensation. —ED
physician 4, FG 3

There are several reasons for people’s decisions to leave emergency medicine. For example,
one study showed that 53 percent of emergency medicine female faculty and 26 percent of male faculty
experienced workplace gender or sexual harassment (Zeidan et al., 2022). These negative experiences
may affect an individual’s confidence, satisfaction with their job, perception of safety at work, and
career advancement, resulting in a decision to leave an institution (Lu et al., 2019; Pololi et al., 2020;
Vargas et al,, 2020). In another study, ED nurses frequently acknowledged a personal experience with
“moral distress” as a result of issues pertaining to advocating for patients, dealing with unprofessional
health care workers, being asked to do things in the workplace that conflicted with their
understanding of the “right thing to do” for patients, and related feelings of guilt (Robinson and
Stinson, 2016).

Interviewees described the challenge of retaining ED staff as multifaceted, encompassing
financial constraints, staffing shortages, and increasing moral injury among health care
professionals. For some, the key issue was financial. In the words of one physician, “How do you
manage that if you can’t pay people? Nobody will do the work, so staffing suffers in that way both on
the professional side and we see frustration on the nursing side as well” (ED physician 1, FG 2).
Another physician suggested that ED techs are paid such low wages that they would do better to “go
work at McDonald’s” (ED physician, professor of disaster medicine and public health, KII 5). A
representative of a payer organization said that “providers” are always looking for more money: “It’s
never enough. No provider has ever said no, no, you know you're offering me too much . . . Everyone
wants more money all the time” (payer representative and primary care physician, KII 14).

Another physician emphasized the “moral injury of not being able to care for people
appropriately” (ED physician, KII 12). This physician also mentioned the violence and physical
threats to which ED health care professionals are exposed, as well as “circadian rhythm issues and the
fact that . . . we never get holidays off” (ED physician, KII 12). Another ED physician said that more
payment for emergency care will not fix moral injury: “I don't think you can fix moral injury with
money. I think what's driving people out of emergency care is moral injury” (retired ED physician,
KII 7). This physician added that sustaining the workforce as structured “drives out the people who
actually care, and the emergency care system without care, you know, a pretty ugly future” (retired ED
physician, KII 7).

The lack of sufficient nursing staff was identified in our discussions as a particular problem
that can affect the ability to provide care in the ED. One physician described the stress brought on
by the heavy workload as follows: “We see about 85,000 to 90,000 patients a year and we have up
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until recently only had one nurse at triage, and you know, you run those numbers and that's
impossible . . . you're going to miss things” (ED physician, KII 1). Another physician described the
lack of sufficient staffing as something one might expect from a “third-world country when you're
there on a mission trip or something” (ED physician 3, FG 3). Another physician described the
situation in this way:

30 percent of our ER volume is just never making it past the waiting room . . . leads to
moral injury . .. When do we actually get to see a patient in a room? . .. In emergency
medicine . . . we're bearing the outpatient world’s problems and we're bearing the
inpatient world’s problems and I think it’s at a critical point now where everybody’s
done. Nobody wants to do it, and it’s not even just the money. —ED physician 4,
FG3

Proposed Solutions

The literature describes several possible solutions for increasing emergency nurse retention.
Retaining older nurses or those with more years of work experience may help promote greater work
engagement among younger nurses; furthermore, involving nurses in driving change in the workplace
may result in higher job satisfaction and less moral distress (Clark, Hulse, and Polivka, 2022).
Attention to burnout and compassion satisfaction may also help prevent emotional exhaustion among
nurses (Hunsaker et al., 2015). Furthermore, having supportive nurse managers has been associated
with greater compassion satisfaction among emergency nurses (Clark, Hulse, and Polivka, 2022).

One study stressed the importance of health systems in support of training programs that promote
coping skills among emergency physicians (Mong and Noguchi, 2021). Other studies highlighted the
importance of raising awareness of the risks of compassion fatigue, burnout, and low compassion
satisfaction in pediatric EDs and implementing interventions to help prevent these phenomena
(Gribben et al., 2019), as well as the importance of investing in mental health resources for emergency
physicians (Nguyen et al., 2021).

Others have suggested leveraging physician assistants and nurse practitioners to develop the
emergency care workforce, although some in emergency medicine advise proceeding with caution to
ensure that the quality of patient care is not negatively affected. Midlevel provider use varies, and there
is a need for evidence-based research describing optimal provider roles, scopes of practice, and care
outcomes in different patient populations (Klauer, 2013).

Still others have suggested integrating licensed nurse practitioners (LPNs) into EDs to expand the
emergency care workforce. LPNs can help reduce nurse workloads by assisting with IV placement,
blood draws, and other tasks (Heslin et al., 2023). Furthermore, EDs can leverage technicians,
ancillary staff, paramedics, emergency medical technicians, health sciences students, and scribes to
boost the emergency care workforce (Pourmand et al., 2023).

Lastly, there is a need for student training in emergency care settings. Community EDs can serve
that purpose while contributing to ED staffing capacity. One study showed that having medical
students as part of the ED care team did not negatively affect patient satisfaction (Kiefer et al., 2015).
Some scholars have also advocated for family medicine physicians to assist with emergency care in
settings where there are shortages of residency-trained emergency physicians (Gerard et al., 2012).
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Interviewees suggested improving pay and working conditions, embracing midlevel providers,
addressing workplace violence, and leveraging technology to streamline documentation burden as
potential solutions for sustaining the emergency care workforce. Additionally, some interviewees
advocated for policy changes, such as enhanced mobility for health care workers and incentivizing
nursing education, to help facilitate ED staff retention. An ED nurse mentioned the role of
technology—particularly automation—to facilitate work efficiency in the ED: “From a technology
standpoint, there may be greater opportunity for . . . physical evaluations and documentation . . . more
automation . .. as a means of necessity” (ED registered nurse, director of ED and behavioral health,

FG1).

Emergency Medicine Residency Issues: Burnout, Posttraumatic
Stress Disorder, and Attrition

Related to workforce attrition issues is the challenge of ensuring that a sufficient number of
residents choose emergency medicine as a specialty. Fill rates in the National Resident Matching
Program indicate that emergency medicine has been a competitive specialty in the past; however, in
2023, there was a drop in emergency medicine residency applicants. In 2024, National Resident
Matching Program data showed that emergency medicine was recovering from this drop, though the
number of applicants was still not as high as in 2021 (National Resident Matching Program, 2024;
Kiemeny et al., 2024).

The COVID-19 pandemic may have contributed to a drop in interest in emergency medicine.
One study showed that 35 percent of residents experienced posttraumatic symptoms during the
COVID-19 pandemic, potentially indicating a high prevalence of acute stress disorder and increased
risk of developing posttraumatic stress disorder among this population (Ramos, 2023). Interviewees
also discussed how the pandemic experience may have affected the demand for emergency medicine
residency among medical school graduates. They expressed concern that, if such a trend continues,
emergency medicine may need to rely on foreign medical school graduates to fill emergency medicine
residency slots.

Research has shown varying rates of attrition among men and women and among different
racial and ethnic minorities. While the overall rate of attrition among emergency medicine residents
is low, women and some underrepresented minorities in medicine had a higher-than-expected rate of
attrition (Lu et al., 2019).

The ED work environment may be influencing medical graduates’ choices. One study found
that, although most emergency medicine residents were happy with their choice of specialty, they
expressed concerns about sustaining well-being during their training (Perina et al.,, 2018). Burnout
among emergency physicians may start as early as residency (Lin et al., 2019), and the prevalence of
burnout among emergency physicians is high (Kimo Takayesu et al., 2014).

Some interview and focus group participants said that perceptions of the ED work environment
might influence residents to choose a specialty other than emergency medicine. An ED physician
asked, “Who wants to put yourself in the position that they've seen us in as attendings on their
rotations for the past four years—where again, we're overworked, overstressed, and being blamed for
everything that's wrong?” (ED physician, KII 12). This ED physician was concerned that the ED
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might tend to get residents who were unable to get into their first-choice specialty, with implications
for the quality of care:

We are increasingly staffed by poorly trained residents . . . either because they
couldn’t get into any other residency right, that they scrambled . .. I worry that it
becomes like the family-medicine-type self-fulfilling prophecy . . . [which] became the
catch-all for people who couldn’t get other residency slots . . . So I worry that that’s
going to happen to us, that our workforce is going to both disappear and deteriorate,
that it’s going to be folks that train in it, not because they want to do it, but because
they have no other choice. —ED physician, KII 12

Some participants said that economic factors may play a role in emergency medicine’s
popularity (or lack thereof) among medical school graduates. Some expressed concern about the
high cost of medical school and the amount of debt that graduates are left with.

Proposed Solutions

Interviewees offered solutions to increase recruitment and retention among emergency medicine
residents. These included medical school loan reimbursement, efforts to improve both the resident
workplace experience and the negative medical student perception of the field, and gender balance.

Various issues may need to be addressed by emergency medicine residency programs to enhance
the well-being of emergency residents, including mistreatment in the workplace (Lu et al., 2019),
discrimination and harassment (Zeidan et al., 2022), stress, and burnout.

ED Closures

In certain locations, such as rural and urban settings where there are few options for health care,
closure of EDs poses a significant challenge. ED closures have proven disastrous for some
communities, especially those of low socioeconomic status. Participants also noted that the closure of
one ED can strain nearby EDs that often operate beyond capacity at baseline.

One physician noted that the situation was not likely to improve for EDs because hospitals do not
see their value: “We're going to see a lot of closures nationwide because they can't afford to stay open
because they [EDs] are [perceived as] sources of loss for the hospitals” (ED physician, KII 12).
Interviewees expressed concern that there was not sufficient political will or funding to prevent
closures and that it might take a “catastrophic scenario” to prompt action. As one physician said,

I'm pretty pessimistic. I think things have to fall apart more, especially with inner city
hospitals and rural hospitals. I think it almost has to become catastrophic. And then
the political will improve. So, I don’t think we're there yet. You already hear about
hospital closures, but I think that has to happen before the political will is there to
somehow fund it. —ED physician, KII 3
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Proposed Solutions

Solutions offered by interviewees included charging marginal amounts on property or sales taxes
to prevent low-volume rural ED closures. Interviewees also emphasized the need for geographically
tailored solutions, considering the unique challenges faced by each community in terms of keeping

EDs open.

Insufficient Resources for Public Health and National Security

None of the interviewees questioned the role that EDs already play in public health disease
prevention, detection, and treatment. However, interviewees cited challenges in sustaining such
roles without sufficient resources and mentioned that many ED-based efforts are underfunded or
unfunded. A physician pointed out that “there is an enormous role for [emergency medicine in public
health] but we have to be adequately staffed and resourced to provide those services” (ED physician,
KII 1). Another physician described starting a program related to opioids but noted that a lot of the
work has been unreimbursed (ED physician 2, FG 2). Another physician noted that, despite the
amount of public health services provided by EDs during the COVID-19 pandemic, “Here in 2024,
they're cutting our reimbursement 4 percent . .. I don’t know how you get paid for public health when
we provided that service and already they're trying to reduce payments (ED physician 2, FG 3).

Many interviewees agreed that EDs, as part of the national critical infrastructure, have an
important role in national security, especially when EDs are at the forefront of response to natural
and manmade mass casualty incidents and disasters. They said that the lack of sufficient and
consistent payment to EDs for preparedness and response (similar to the role that EDs serve in
public health) is a barrier to EDs optimally serving in this capacity.

Disparities in How Hospital Margins Affect ED Care

Another financial challenge raised by interviewees concerned disparities in hospital margins that
can affect the quality of emergency care. Hospitals in affluent areas have higher margins (operating
revenues exceed operating costs), enabling them to provide various types of services that hospitals
with fewer resources are not able to provide. In contrast, urban and rural hospitals often serve
populations with poor payer mixes, struggling to increase capacity for surges in demand for health
services and facing difficulties in handling disasters. This results in some EDs being revenue centers,
while others are cost centers. A physician expressed concern that the ED system could split into two
different “countries”:

I deeply worry that we are going to see emergency care bifurcate . . . I worry that the
rich hospitals are going to continue to invest and are going to be this beautiful hotel-
like experience where you get everything you want even if you don’t need it .. . and
then you're going to the safety net, which is going to feel like going to a low-income,
lower-middle-income country. —ED physician, KII 12
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Articulating the Role and Value of the ED

We heard from many interviewees that emergency medicine, as a specialty, does not do a good job
of articulating the value of emergency care to different stakeholders, such as patients and society at
large, the health system, payers, and policymakers. Interviewees said that this is partially responsible
for ED closures, budget cuts, and a growing disrespect for and violence toward ED staff. They also
said that a lack of understanding in terms of the value of emergency care on the part of key
stakeholders leads to undervaluation.

Two stakeholders in particular were frequently mentioned in interviews and focus groups: health
systems and payers.

The message we heard from interviewees was that emergency medicine needs to do a better
job of articulating the value of emergency care to health systems. One interviewee said that there is
a general perception on the part of the broader health system that the ED is not a “valuable” source of
referral because of the disproportionate share of underinsured and uninsured patients that EDs care
for. The interviewee said this judgment was unfair and reported that two-thirds of patients in his ED
have Medicare or commercial insurance. The same interviewee pointed out that many other
specialties—especially general internal medicine—and much health services research have depicted
EDs as a driver of high costs. This narrative undermines the value of emergency care as a safety net.
One interviewee described the lack of understanding of the value of emergency medicine on the part of
other specialties this way: “People outside of our specialty don’t know what goes on and simply don’t
connect the dots” (chief medical officer, KII 6).

We heard from many interviewees how payers do not, and will not, see value in emergency
care. A physician explained that

on the contractual side, the only thing you really hear is that it’s too expensive. So
there is very little I think that’s, you know, perceived as value . . . it's perceived as
wasteful, that when people need that care, that it's money that is not spent well. —ED
physician 1, FG 2

Another emergency physician said that EDs provide value to payers by serving as the “perfect
scapegoat” because of the high costs. One interviewee went further, describing how it would not be to
the benefit of payers to recognize the value of emergency care:

In my meetings with payers . .. I don’t think they're interested in giving us credit, and
giving us credit would then admit that we are providing value in a service that they
should reimburse fairly . .. They don’t actually know the clinical care, but they still try
to, I think, discredit our care. Frankly, their voice, unfortunately, is louder than ours
because they have more money and they have a lot of lobbyists . . . we are up against a
very loud voice that has a lot of motivation to discredit our value and our care. —ED

physician 3, FG 3

Interviewees described how difficult it is to prove the value of emergency care to payers, especially in
terms of the value of emergency care for all the patients who get treated and discharged from the ED
rather than admitted. Focus group participants generally expressed hopelessness about payers
recognizing the value of emergency care. In the words of one ED physician, “I don't think they're
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interested in anything that creates significant work for them . .. if it's nota. .. multimillion cost
savings to them” (ED physician 4, FG 3).

Payer representatives expressed skepticism about the value of EDs. According to a payer
representative interviewee, the general tendency on the part of the ED and society is to fill empty
hospital beds, even if someone does not need a hospitalization from a medical standpoint (payer, KII
11). The same payer accused hospitals of “gouging the member and the payer . .. way overcharge, way
over-utilized” (payer, KII 11).

Interview and focus group participants also indicated that patients and society at large do not
really understand the value that EDs offer. A retired physician explained, “I don’t think anybody
understands it, except people who spend a lot of time in the emergency department” (retired ED
physician, KII 7). A chief medical officer said that, because people do not understand what the ED
does, they tend to “view it as much more disposable than it really is” (chief medical officer, KII 6).
This interviewee added that ED personnel “need to do a better job of articulating what happens to
care that is rendered. . . . in terms that others can understand from their discipline” (chief medical
officer, KII 6).

Opverall, participants said that emergency medicine does a poor job of communicating the value the
specialty adds to stakeholders. As one interviewee put it,

I think you have to highlight what a phenomenal job is happening every day in the
emergency department. It's just expected that you're going to go to your ER and have
your life saved. Like, that’s the expectation with no understanding of just how many

life-changing decisions are being made. —ED physician 4, FG 3

An emergency physician also raised the point that one way to articulate the value of emergency
care is through explicit comparison with other medical specialties:

We need to get comfortable saying what our true value really is . . . And so how do
you benchmark that? I don’t know. Do you put a number to it? Do you say like or at
least as valuable as a general surgeon? We're just at least as valuable as an OB/GYN
[obstetrician gynecologist]. I mean, you want them to be available when your
appendix is about to burst. You want them to be available when the babies are
coming. Our service is no less valuable than that when you're having your stroke or
heart attack or whatever you're having. —ED physician 2, FG 3

Participants were skeptical that advocacy for emergency medicine would be effective. We heard
how hospital lobbies have competing priorities that can make them ineffective advocates for
emergency medicine. As explained by one physician, “When we ask our lobbyists for our hospital
associations to be aligned with us on some of the initiatives that we're promoting and lobbying for,
they're not the same priorities” (ED physician 3, FG 3). Another physician said that, while it would be
nice to have a physician lobby, “the House of Medicine is so broad and everybody’s interests are so

different that it’s going to take big bucks” (ED physician 2, FG 3).

Proposed Solutions

Interviewees emphasized the need to enhance public perception of EDs through better
communicating the complex and important work of EDs, advocating for fair compensation,
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coordinating efforts and aligning priorities with hospital associations as part of advocacy efforts, and
analyzing outcomes from funding initiatives, such as the Coronavirus Aid, Relief, and Economic
Security (CARES) Act. Interviewees also expressed the importance of demonstrating the value of
emergency care through data and collaboration with payers to create sustainable payment models.

Reliance on EDs for Non-Emergent Services

A common theme across the study interviews was the challenge of patients using the ED for non-
emergent conditions. Physicians’ offices may send patients to the ED due to lack of capacity to see the
patient in a timely manner or due to concerns about delays in getting the workup in the ambulatory
care setting because they need to get prior authorization for testing and imaging. Patients may come to
the ED on their own because they perceive their condition to be urgent or emergent, because they are
unable to be seen by their doctor in the ambulatory care setting, or because they view the ED as a
convenient 24/7 service and one-stop shop where they can get their entire workup done relatively
quickly.

Concurrent with both patient acuity and complexity being on the rise, interviewees indicated
that both physician and patient self-referrals for non-urgent conditions add to ED crowding and
increase health care costs. As one ED physician put it, “We don’t have the space and we don't have
the staff to do all those demands that we're being asked to do” (ED physician 5, FG 3). A payer
emphasized the rising costs associated with crowded EDs, saying, “If society is jamming the ED up
with stuff that doesn’t need . . . they're overpaying for that service . . . they're crowding the EDs for
people that do need to be there” (payer, KIT 11).

Participants offered a variety of explanations for how the ED is serving as a blanket safety net
for other sectors that are not meeting community demand, including homelessness, lack of access
to inpatient mental health services, care for older adults, and people with special needs, as well as
personal choice.

During the focus groups, we also heard about the effect of underinvestment in primary care as a
challenge facing EDs. EDs serve as a primary care setting for many patients who cannot access primary
care in other health care settings, leading to unfunded or underfunded emergency care.

Competing expectations and priorities that emergency health care professionals face were also
raised as a concern. On the one hand, emergency health care professionals are encouraged to do a
screening exam; if they determine the condition is not emergent, they send the patient to urgent care,
if one is available. On the other hand, they are pressured to achieve high scores on patient experience
surveys, which they may not achieve if patients are unhappy with being sent away from the ED to
urgent care.

Furthermore, the expectations that society and the health system have of EDs are
incompatible with the resources available to EDs. An emergency physician said it was “unrealistic”
to expect EDs to deter what payers and health systems view as “inappropriate” ED utilization: “The
outcome that people are trying to seek is sort of incompatible with the resources I guess we're given at
this point from space, nursing, staff payment, etc.” (ED physician 5, FG 3).
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Proposed Solutions

We heard about several solutions for addressing overreliance on the ED for urgent and non-
urgent issues: implementing public awareness campaigns on indications for seeking emergency care,
encouraging community-based care alternatives, developing ED—urgent care partnerships to divert
non-emergent ED cases, leveraging telehealth for in-home patient triage, and reevaluating EMTALA
regulations to facilitate screening patients that can be diverted to non-ED care settings.
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Chapter 4

Trends in Emergency Care Payment

In this chapter, we review key findings from the environmental scan, interviews, and focus groups
that shed light on trends in emergency care payment. We then summarize quantitative results from
our analysis of claims data from the RAND Hospital Price Transparency Study and proprietary
RCM payment data from 2018 through 2022. Overall, we find that there are disparities between
emergency medicine professional and facility allowable payment amounts, that payment amounts
differ across insurers, and that insurers and patients often fail to make payments for emergency care
that they are responsible for. These results suggest that emergency medicine stakeholders have valid
concerns about financial sustainability that will make it increasingly challenging to continue providing
the ED services that patients, communities, health systems, and payers rely on.

General Payment Trends

Emergency medicine thought leaders are concerned that the current payment landscape for
emergency care does not adequately compensate EDs for the services they provide (Pines et al.,
2024; ACEP, 2023; ACEP, 2016). This concern is based on relative decreases in commercial
payments, decreases in public payments, increases in underinsured and uninsured patients, increasing
care complexity without appropriate rises in payments, and the continued mandate to provide ED
services to all patients without regard for ability to pay. Furthermore, with ongoing initiatives to move
the U.S. health system away from an FES model and more toward value-based payment, some in
emergency medicine are uncertain about how these models will produce adequate payment for
emergency care (Lin et al., 2020).

Emergency care is often characterized as expensive, making it a popular target as an area in which
spending should be reduced over time. Indeed, spending on emergency care has grown faster than
other sectors over time (Scott, Liu, et al., 2021), but a study investigating the reasons for increases
found that such increases were explained primarily by higher treatment costs per visit, especially
among Medicare and Medicaid patients (Pickens et al.,, 2022). Another study of ED spending found
that such spending accounted for 5 percent to 10 percent of U.S. national health expenditures (higher
than an often cited 2 percent) but concluded that this spending trend should be expected due to the
important role that the ED plays in the U.S. health system (Lee, Schurr, and Zink, 2013). This
spending growth is nuanced, however, since professional fees (those paid to emergency physicians and
others, such as NPPs) have not kept up with inflation, while there has been a much greater rise in
facility fees for emergency care over time (Schwartz et al., 2023; Venkatesh and Janke, 2020). This
mixed picture challenges emergency health care professionals’ efforts to advocate higher payments for
the care they provide, since payers (and patients) view the ED as expensive.
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For decades, higher payments from commercial payers have been the de facto method to make up
for the lower payments from public payers and self-pay patients (Pines et al., 2023, Whaley et al,,
2024). However, payments for commercially insured ED visits are expected to continue to diminish
over time for several reasons, including implementation of the NSA (which protects patients from
high OON bills and has caused in-network contracts to decrease) and retroactive commercial
insurance claim denials for emergency care deemed to be “inappropriate” or not “true emergencies”
(Dulfty et al,, 2022; Smulowitz, Friedman, and Pines, 2018). It is unclear whether and how EDs will
be able to offset the anticipated reduced payments from commercial payers.

Second, EDs are expected to address patients’ complex medical and social needs instead of
narrowly focusing on the patients’ acute medical conditions. The existing FFS payment system was
designed without this complexity in mind, suggesting that such services are provided despite
inadequate compensation for the additional time and personnel required (Venkatesh and Janke,
2020).

Third, EMTALA requires EDs to provide emergency care to all patients regardless of patient
insurance status or ability to pay. Because many patients are uninsured or underinsured and because
payment for emergency care is not adequate for the services provided, this policy environment leads to
uncompensated care (ACEP, 2023; Venkatesh and Janke, 2020).

Views on Emergency Care Payment Trends

Interview and focus group participants agreed that the emergency care payment landscape has
become more challenging than ever before. They described multiple problems, including a reduction
in payments over time, insufficient payments from public insurance programs that need to be
subsidized by commercial payments, and challenges managing a budget due to declining payments:

For the last few years, especially since COVID, [there has been] a reduction in
average collections per patient . . . I think the national average probably [dropped
from] $150. . . to about $135. —ED physician, KII 3

Medicaid pays way too [little]. Medicare doesn’t pay quite enough, and the
commercial payers end up subsidizing the rest, so currently the model is irrational.
—Payer, KIT 11

We've never felt the financial pressures that we are [feeling] right now. It's worse now

than it was during COVID for us. —ED physician 3, FG 3

Every single year we've had some sort of reimbursement headache, whether that be
with a payer or a specific payer across the industry or as a result of the physician fee
schedule changes that come out. .. I honestly don't remember a time in my history
here that we haven’t had to plan for budget to manage a decline in reimbursement,
which is a challenge. —Health care organization chief financial officer, KII 8
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Perceptions of the ED as an Expensive Site of Care with Costs That Are
Justifiably High

Some respondents agreed that the ED is more expensive than other care settings that provide
acute unscheduled care but said that such higher costs may be justified because EDs offer services
that are unavailable elsewhere (e.g., 24/7 access to care, rapid diagnostics and treatment). Such
services still produce high value per dollar, since they can avert even more costly hospitalizations:

I think ... our charge or reimbursement should be higher than an outpatient setting
... We're the ones working the weekends and late at night when you don’t want to
work, so we're not charging the same. —ED pbhysician 5, FG 3

We probably do cost payers more than . .. other parts of the system. We also have
the facility fees attached to us, like you walk through the door of the ED and it does
cost more for it to have an emergency department visit than a primary care visit
because of that kind of baseline: You set foot in an emergency department, you cost
more. And I think if we do a good job at rapid diagnosis and triage and linking people
to appropriate services, we could theoretically be saving the money down the road by
averting costly tests, delays in diagnosis, delays in treatment that may increase their
cost in other ways [such as hospitalizations]. —ED physician, KII 12

Some respondents expressed concerns that payment challenges are occurring because payers
are incentivized to see emergency care as high cost and low value. This leads payers to
systematically pay less for emergency care and encourage provision of care in outpatient clinics rather
than EDs. One physician said that payers “have a biased interest against paying either a fair price or
any price, . . . they want to pay half as much as it costs to do it” (ED physician 2, FG 2). A nonprofit
care manager director said, “Everything they look at is this, per member per month thing, right? When
they design these value-based arrangements . . . the goal is to drive that number down” (nonprofit care
management director, KII 2). One of the payers we interviewed stated that emergency health care
professionals have to justify value through lower cost and/or a better experience to justify being paid
more:

I've often heard hospitals say the value that we provide you is [that] we treat your
patients, and we do it well, and you should pay us more for that. And [payers are]
saying no, collectively. We have to create value for our membership by doing better
for them at a lower cost [and a] better experience. —Payer, KII 11

ED Facility Fees Have Grown Faster Than Professional Fees

Payment for emergency care consists of both facility fees (the payment to the ED facility, in part
to cover overhead) and professional fees (what emergency physicians or NPPs bill). A challenge in
interpreting research on emergency care payment is that trends for facility fees and professional fees
differ, so ED finances are not a single, unified narrative.

Overall, ED facility fees have grown at a higher rate relative to professional fees over time. A
Kaiser Family Foundation analysis found that facility fees grew at four times the rate of professional
fees for evaluation and management (E&M) services between 2004 and 2021 (Schwartz et al., 2023).
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Specifically, the analysis showed that the average cost per claim for facility fees grew from $113 in
2004 to $713 in 2021 (an increase of 531 percent) and from $138 to $321 (an increase of 132 percent)
for professional fees during the same period. This trend has led to concern among emergency medicine
leaders about whether take-home pay for emergency physicians can continue to increase over time if
E&M payments do not continue to climb (Venkatesh and Janke, 2020).

Views on Emergency Care Facility Fees Versus Professional Fees

Several respondents said that faster escalation of facility fees compared with professional fees
has complicated ED professional fee advocacy efforts. Emergency care overall is viewed as too
expensive mostly because of rapid facility fee increases. Facility fees often do not reach ED
professionals, who in many cases operate independently from facilities. One ED physician said, “The
payers like to [say] that we are the most expensive cost center for them and that emergency care is
wildly out of control and we're the reason. And so that's why they're going to pay us less” (ED
physician 2, FG 3). Another ED physician described how payers compare the costs for independent
physician groups with those for hospital-employed physicians, who are often paid less in order for the
hospital to claim a higher facility fee: “It makes sense for the hospital system, but it really hurts the
providers in independent groups that are now being compared to those other contracts and
negotiations” (ED physician 3, FG 3).

Analysis of Commercially Insured ED Visit Claims Data

To contextualize payment levels and trends for ED physicians, we examined a large, nationwide
sample of 2018-2022 hospital claims data for ED services. A separate RAND study—the RAND
Hospital Price Transparency Study Round 5.1 (Whaley et al., 2024)—collected and processed $80.2
billion of claims data from across the United States, a subset of which (12.9 million commercially
insured ED visits totaling $10.1 billion in claims) we further analyzed in this report. The claims data
reveal commercial negotiated prices (allowed amounts) for both physician professional and facility ED
claims. Allowed amounts represent the total payment that insurers plus patients (combined) have
agreed to pay but do not always represent what actually gets paid (i.e., payment, which is
summarized in Figure 4.5). Ultimately, inflation-adjusted payment is what sustains EDs, not promises
or agreements to pay, but we individually present all the direct determinants of payment because
payment is a function of negotiated prices (allowed amounts for the insured, cash or other negotiated
prices for others), procedure mix (Current Procedural Terminology [CPT] and severity designation),
payment rates (how much of the negotiated price actually gets paid), and inflation.

This sample of ED claims focuses exclusively on the commercially insured population across all
states (and Washington, D.C.), except for Maryland. The claims dataset includes individual and fully
insured plans that contribute to 12 states” APCDs plus claims from a large sample of self-insured
Employee Retirement Income Security Act employers that contributed claims directly to RAND. In
this report, we focus on the ED portion of these commercial claims, indexed by state and nationally
from 2018 through 2022.
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Figure 4.1 shows the resulting nationwide allowed amount index (2018 average allowed amounts
= 100) for average ED commercial prices. The facility allowed amounts are calculated from a sample
of 2,474 hospitals that met our inclusion criteria, and the professional physician allowed amounts are
based on claims from 2,109 hospitals (see Appendix E for inclusion criteria and other methods).

The claims data reveal that, since 2018, ED facility commercial allowed amounts rose 18.65
percent in real terms—almost entirely during 2019 and 2020. During this same period,
professional physician average allowed amounts dropped 7.42 percent in real terms.

We also observed that this discrepancy in the trajectory of facility and physician prices is not a
convergence to similar price levels; it is a further widening of price levels. Nationwide 2018 ED facility
allowed amounts were already higher than professional physician allowed amounts, so ED facility
price growth outpaced physician price growth despite facility prices beginning at a higher 2018
starting point.

Figure 4.1. Inflation-Adjusted Index of Facility and Physician ED U.S. Commercial Allowed
Amounts, 2018-2022

SOURCES: Data from nominal price indexes from Whaley et al., 2024, Supplemental File, Table 7, adjusted for allowed
amount changes in hospital labor and nonlabor inputs by combining two Bureau of Labor Statistics Producer Price
Indexes for hospital nonlabor inputs (U.S. Bureau of Labor Statistics, undated) and for labor inputs (U.S. Bureau of
Labor Statistics, 2024). The RAND team combined the two Producer Price Indexes using the labor/nonlabor
proportions that the American Hospital Association reported each year at the national level (American Hospital
Association, 2024; American Hospital Association, 2021). See Appendix E for methods details.
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These national trends are similar to the price trends observed in the majority of states (but not in
all states). We calculated the same allowed amount index for 49 states (excluding Maryland) plus
Washington, D.C. Of these 50 states or district, 37 experienced rising ED facility commercial
inflation-adjusted allowed amounts from 2018 to 2022, while only seven states experienced a real
(inflation-adjusted) rise in ED physician commercial prices. We display inflation-adjusted state or
district-specific index tables in Appendix E. We discuss the causes and implications of these price
trends, as well as our related recommendations, in Chapters 5 and 6, respectively.

Analysis of Revenue Cycle Management Billing and Payment
Data

To expand on and contextualize the findings from other sources, we also analyzed ED physician
billing and payment data provided by six large RCM companies. RCM is responsible for the collection
of medical bills and debt (Geyman, 2023). This geographically diverse data sample includes 50.8
million ED visits (see Table 4.1 for sample statistics) and reveals the extent to which commercial
insurance, public insurance, patients, and other payers actually paid what they owed for their 2018—
2022 ED physician bills, as of 2024.

According to the independent contractor who gathered the data from RCM companies, the data
included ED visits in 47 of the 51 states plus Washington, D.C. The six RCM companies’ data
included significant overlapping service areas within those 47 states and included a mix of local,
regional, and national employers, according to those who supplied the data. We did not independently
confirm these statistics, as we were restricted from receiving any data indicating geography due to
competitive information concerns from RCM company clients. EMPI's independent contractor
collected data from RCM companies for 105.6 million ED visits at various points during 2024. To
protect RCM company anonymity, EMPI agreed with the RCM companies not to allow any one data
contributor’s share of the sample to exceed 25 percent, so EMPI had to restrict the sample to 50.8
million visits before sharing the data with us for analysis.

RCM companies grouped billing and payment data from each ED visit into one of six categories:

o Commercial in-network refers to any ED visit that was billed to a private commercial insurance
company, such as Blue Cross Blue Shield, UHC, Cigna, or Aetna, or others at a facility that
was in the patient’s insurance plan’s network.

e  Commercial OON refers to all other commercially insured ED visits.

e The Medicaid payer refers to ED visits primarily billed to a state’s Medicaid program.

e Visits by patients with Medicare or Medicare Advantage insurance are grouped to the
Medicare payer.

e ED patients with no known insurance information are assigned the self-pay classification.

e All patients not in the above five categories are classified as other. This classification included
payers from TRICARE, workers compensation, the Department of Veterans Affairs,

homeowner or car insurance companies, prisons, etc.
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Table 4.1. Sample of RCM Data Received for Analysis

Percentage of Original Payer Mix of RCM
ED Visits in Sample Sample Delivered Visits Delivered to Contractor

Payer Delivered to RAND to RAND but Not to RAND
Commercial in-network 15,632,519 31% 15.1%
Commercial OON 11,149,755 22% 10.6%
Medicaid 10,995,857 22% 33.6%
Medicare or Medicare Advantage 5,414,838 1% 32.0%
Other or self-pay 7,594,322 15% 8.8%
Total 50,787,291 100% 100%

The Medicare sample of visit data constituted a disproportionately low share of the data, 5.4
million visits (11 percent), to maximize the sizes of the other payer groups’ samples while adhering to
each data contributor’s restrictions on their percentage of the total sample. This approach reduced
Medicare from 32 percent of the original 105.6 million visit sample to 11 percent. Medicaid data were
also reduced from 33.6 percent of the original sample to 22 percent. This allowed us to maximize the
sample sizes for the other three payer groups, as summarized above. Limitations of the RCM data,
methods, and supplemental findings are included in Appendix F.

For payers plus patients (overall payment), for payers alone, and for patients alone, our analysis
focuses on a sample of RCM data that includes visits with complete data and visits that did not have
reliable data specifying the visit's allowed amount. Appendix F explains how we took the reliable
allowed amounts for 40.3 million visits; calculated average allowed amounts from that subsample by
year, CPT, and payer; and then used those averages to estimate allowed amounts (or, for self-pay
visits, average Chargemaster rates) for the remaining 6.9 million visits for which we had payment data.
It was important to include these 6.9 million visits in our calculations because those included visits
that were denied payment or otherwise had a higher likelihood of nonpayment or partial payment.

For each payment group, we share findings using only the visits that have complete data in
Appendix F, and we present the broader results here in Chapter 4, including visits that required
estimating allowed amounts to calculate payment percentages.

Analytic Results for Overall (Payer Plus Patient) Payments

Using data from all visits, including ones with missing data (which we imputed or estimated), we
estimated the percentage of allowed amounts that were actually paid for by payer and year.

The following analysis of payment rates using RCM data captures some—but not all—of the
underpayment caused by payers downcoding ED visit procedure codes. We are unable to analyze (or
confirm) the extent of downcoding occurring in the RCM data; however, when it occurs, downcoding
can appear in the RCM data in the following way, for example: An ED professional submits a claim
for a CPT Level 4 (99284) visit. In the RCM data records, the payer does not change the allowed
amount associated with CPT 99284 but pays less than the negotiated allowed amount for 99284—
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instead paying the allowed amount associated with CPT 99283. The provider’s RCM firm posts this
lower payment to the Level 4 bill. This visit will show up in our analysis as a Level 4 visit that was
underpaid (i.e., a payment rate of less than 100 percent). To the extent that downcoding has
occurred and is documented in this way, the following analysis of payment rates captures the
underpayment effects of downcoding. However, if any ED visits are billed at 99284 and then the
allowed amount in the RCM data is edited (in this example, CPT 99284's allowed amount was edited
down to a lower allowed amount), then it is possible that some downcoding will not be captured in
Figures 4.2 through 4.4 (although all changes in CPT prevalence will be fully captured in Figures 4.1
and 4.5).

As illustrated in Figure 4.2, RCM data confirm that all payers regularly fall short of their
obligation to pay for ED physician services they have agreed to pay (also see Figures 4.3 and 4.4, in
which insurance payers and patient payers are examined separately). Self-pay average overall
percentages of allowed amounts that were actually paid ranged from 6 percent in 2018 and 2019
to 10 percent in 2020, averaging 7 percent across the five years. This payer group changed the most
once visits with estimated allowed amounts were added (compare with Appendix F). The Medicare
payer changed the least—as almost all of our available sample came with accurate allowed amounts,
making it unnecessary to estimate what was owed for most visits. Medicare overall payment
percentages gradually rose from 84 to 88 percent from 2018 to 2022 and averaged 86.3 percent
over the period. Self-pay percentages appear to hold steady over time when including estimated
allowed amounts (based on each year’s average Chargemaster rates by CPT; see Appendix F).
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Figure 4.2. Overall Percentages of Allowed Amounts That Were Actually Paid to ED
Professionals, by Payer, 2018-2022

NOTE: As illustrated in Figure 4.1 and in Appendix F tables, commercial allowed amounts were declining across this
period. This means that a steady percentage of allowed amount paid can still equate to declining payment (see Figure
4.5).

* This figure uses documented allowed amounts or patient responsible amounts for self-pay or estimates of those
amounts based on nationwide average Chargemaster rates. For all other payer groups, this figure uses documented or
estimated allowed amounts.

Commercial in-network and OON payers’ overall payment percentages rose across the five-
year period and were more variable over time, with OON reaching 75 percent in the final year but
averaging 67 percent across the five years, about 14 percentage points below the in-network five-year
average. “Other” payer payment rates averaged 77 percent across the period. It is possible that, as the
commercial allowed amounts (especially OON) fell over time (see Figures 4.1 and 4.5), it became
easier for payers to pay these bills, so payment percentages (percentage of falling allowed amounts
actually paid) rose. Commercial OON's lower payment rates (relative to in-network) and lower
payments (see Figure 4.5) may create a perverse incentive to push patients out of network.

Visits for patients insured by Medicaid had an average payment percentage of 95 percent
when including visits with estimated allowed amounts, the highest percentage paid of its allowed
amount of any payer class, likely because (1) virtually all Medicaid programs prohibit billing any
portion of allowed amounts to the patient (since patients tend to have lower payment rates than health
plans, this raises the overall payment rate) and (2) Medicaid allowed amounts are usually lower than
any other payer, and lower bills are easier to pay in full.

For all six payers combined, weighted by each payer’s share of ED visits and by their relative price
levels, weighted payment rates to ED physicians ranged from 74 percent in 2020 to 85 percent in
2022. The five-year average of these estimates indicates that ED physicians were paid 80 percent
of what they were owed for ED services from 2018 to 2022 based on allowed amounts, including
some estimated or imputed allowed amounts for visits for which insurance companies and/or patients
denied payment altogether.
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Payer-Specific Payment Rates (Percentage of Allowed Amounts Actually
Paid)

For a much smaller subset of this RCM data, we were able to analyze payment percentages
separately for payers (8.6 million visits) and patients (15.0 million visits). Not all RCM data specified
the patient-responsible amount; without this amount, we could not distinguish between what the
payer owed and what the patient owed. This distinction does not apply to the self-pay group, because
self-pay has only one payer: the patient. Therefore, the following figures do not include self-pay.

Even after removing patient payers from the analysis, insurance payers regularly fall short of
delivering full payment for the allowed amounts that are due.

As with the overall payment analysis, more visits that were missing a reliable allowed amount were
added back into the analysis after estimating the allowed amount. In 2022, commercial in-network
payers had the highest payment rate at 99 percent, followed by other at 97 percent, Medicare at
97 percent, commercial OON at 95 percent, and Medicaid at 94 percent. Payer payment rates
(Figure 4.3) are higher than overall payment rates (Figure 4.2) because patient payment rates (Figure
4.4) bring down the overall average. As with the previous analysis of overall payment rates, including
estimated allowed amounts allows us to take into account visits for which the actual allowed amount
was $0 (claim was denied), since denials are a form of nonpayment.

Figure 4.3. Percentages of Payer-Responsible Amounts Actually Paid to ED Professionals, by
Payer, 2018-2022

* This figure includes imputed payer-responsible amounts (allowed amount minus patient-responsible amount) and
some estimates based on averages by CPT, payer, and year (see Appendix F for methods and averages).
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Patient-Specific Payment Rates

The RCM data reveal that patient payment rates (i.e., the percentage of the patient-
responsible portion of allowed amounts that actually got paid) are lower, on average, than
payment rates for insurance companies (payers).

After estimating the patient-responsible amounts for 5.5 million visits using average Chargemaster
rates by CPT each year (see Appendix F), bringing the total sample to 15 million visits, we observe
that self-pay has the lowest patient-specific payment rate, averaging 7 percent across the five years
(Figure 4.4). Patients covered by the other and commercial OON payer groups have similar patient-
specific payment rates, averaging 13 percent and 14 percent, respectively. Probably because in-network
costs are lower and therefore easier to pay, commercially insured patients using in-network services
are more likely to pay their portion of the ED physician bill—patient payments average 29 percent
of what they owed. Over the five-year period, patients insured by Medicare and Medicaid had the
highest payment rates, averaging 33 percent and 34 percent, respectively. However, while Medicare
patients’ payment rates improved in 2022 to 47 percent, patients insured by Medicaid demonstrated a
more volatile payment history, declining to 15 percent by 2022. These Medicaid data, however, may
be volatile and unreliable because these data are scarce: Most Medicaid patients have minimal or no
copay.

Some of the volatility in Medicaid patient payment rates may be explained by the very low
absolute levels of patient-responsible billed amounts.

Figure 4.4. Percentages of Patient Responsibility Amounts Actually Paid to ED Professionals, by
Payer, 2018-2022

* Patient-responsibility amount includes estimated charges for self-pay visits that were missing the allowed amount and
patient-responsibility amount (see Appendix E for methods).
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Financial Implications for ED Professionals, Including Physicians

Figures 4.1 and 4.2—4.4 illustrate two separate challenges facing ED physicians: Average inflation-
adjusted allowed amounts are falling (Figure 4.1 and the tables in Appendix F illustrate this trend for
the commercially insured populations), and not all of those amounts actually get paid (Figure 4.2).
Figure 4.5 illustrates both of these challenges, plus inflation, in a single chart, capturing the
reductions in payment caused by inflation, nonpayment or partial payment, and reductions in average
allowed amounts across both public and private payers.

Figure 4.5. Index of Inflation-Adjusted Dollars Paid to ED Professionals per Visit, 2018-2022

ED visits for patients insured with commercial insurance, Medicaid, or Medicare constitute
approximately 88 percent of ED health care professionals’ expected revenues, according to our
calculations that take into account each payer’s volume of ED visits (according to RCM companies or
according to CDC National Center for Health Statistics data) and average relative prices (see
Appendix F) (National Center for Health Statistics, 2024a). We calculated average allowed amounts
using the RCM data, adjusted them for inflation using the same index used in Figure 4.1 (see
Appendix E for the inflation index), multiplied those inflation-adjusted average allowed amounts by
each payer’s percentage paid (Figure 4.2), and then indexed the results to set 2018 payment per visit
levels at 100. The year 2018 is an arbitrary starting point dictated by data availability; it is possible
that the observed decline in average payment per ED visit began earlier.

We observe very similar trends in Medicaid and Medicare payments, which both show a 3.8
percent drop in real (inflation-adjusted) payments per visit across the five-year period. Reductions in
payments for commercially insured patient visits are much steeper, dropping 10.9 percent for
commercial in-network and 47.7 percent for commercial OON visits over this five-year period.
These declines in commercial payments to ED physicians are steeper than the commercial declines
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illustrated in Figure 4.1 because (1) Figure 4.5 includes denials (for which commercial allowed
amounts are $0, a form of nonpayment for work performed); (2) Figure 4.5 includes all emergency
health care professionals, whereas Figure 4.1 includes only physicians; and (3) Figure 4.5 also
includes declines in payment caused by other forms of nonpayment (such as partial payment of
allowed amounts). Figures 4.1 and 4.5 are also different because they rely on different data sources
(see Appendixes E and F, respectively) and because Figure 4.1 combines in-network and OON claims,
whereas Figure 4.5 examines the two separately. ED physicians’ reduction in negotiating power
resulting from the NSA may explain much of this drop in commercial OON payments.

These results combine visit data from all five CPT's most commonly billed for ED visits. To
investigate how much shifts in the relative CPT usage may affect the results, we also examined the
most commonly billed CPT alone and found similar results. Narrowing the analysis to just CPT
99285 shows almost the exact same reduction in commercial OON payments (a 48-percent drop from
2018 to 2022) and Medicare (a 4.4 percent drop). However, Medicaid and commercial in-network
show even larger reductions in payment per visit for CPT 99285 alone, for which we observe 8 percent
and 14.1 percent real reductions in payment per visit, respectively.

It is difficult to precisely quantify the total financial shortfall that ED physicians experience from
declining payments. To roughly estimate the dollar amounts across all ED physicians in the United
States, we focus on the 80 percent (average from 2018 to 2022) overall payment rate shown in Figure
4.2's “All” line. According to Pines et al. (2023), annual U.S. ED clinician revenue averaged $23.5
billion from 2016 to 2019. If 20 percent of all ED physician owed amounts nationwide went
unpaid (including across all payer groups), this constituted roughly $5.9 billion dollars per year
(expressed in 2018 dollars, not adjusted for inflation) of unpaid ED health care professional
services. Declines in inflation-adjusted allowed amounts, such as the commercial declines
illustrated in Figure 4.1, are not captured in this $5.9 billion estimate, so those reductions
represent an additional financial challenge to ED health care professionals, especially ones
belonging to independent clinician practice groups that do not draw salaries or other revenues from
hospitals or health systems.

Uncompensated and Undercompensated Care

Uncompensated care can be defined as hospital costs that are not paid by either the patient or the
insurer (American Medical Association, 2022). Uncompensated care consists of the combination of
bad debt (when a hospital is unexpectedly not reimbursed what they charge to patients or insurers) and
financial assistance (charity care that the hospital does not expect to recoup). As of 2020,
uncompensated care across U.S. hospitals totaled $42.6 billion, and there is evidence suggesting
that rural hospitals in states that have not adopted Medicaid expansion have the most
uncompensated care (Keesee et al., 2023). Undercompensated care can be defined as “care provided to
a patient for which payment is received (typically from Medicare, Medicaid, or other government
programs) but that does not cover the costs to the provider” (American Association of Medical
Colleges, undated).

There are a variety of sources of uncompensated and undercompensated care for EDs. Examples
include (1) care provided to uninsured patients who are unable to pay for services and (2) care
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provided to insured populations that is not fully paid due to insurance companies denying claims or
paying at a lower rate than emergency health care professionals expected (ACEP, undated-e).

EMTALA compels EDs to provide care to all patients without regard for payment. Although the
principle of providing care for everyone is a central tenet and “one of the defining characteristics” of
emergency medicine (Derlet et al., 2016, p. 903), EMTALA leads to the provision of a significant
amount of uncompensated and undercompensated care in EDs (see Figures 4.2—4.5). As a result, EDs
and the organizations to which they belong shoulder this burden while other parts of the U.S. health
system can refuse care when they expect challenges collecting payment (Kraus et al.,, 2020). EMTALA
significantly affects ED physicians’ finances. A CMS analysis estimated that emergency physicians
are not compensated for more than half (at least 55 percent) of the time they spend treating
patients (CMS, 2002). Nearly all emergency physicians (95 percent) provide some EMTALA-
mandated care in a typical week (ACEP, undated-d). In addition, relative to other specialties—trauma
surgeons, for example—emergency physicians provide far more hours of EMTALA -related care each
week (ACEP, undated-d).

Uninsured patients are more likely to be cared for in the ED as opposed to other care settings
(e.g., ambulatory care and inpatient settings) (Zhou et al., 2017). Although emergency physicians
comprise only 4 percent of all physicians, they provide approximately two-thirds of uninsured patients’
acute care (ACEP, undated-e), and this has implications for ED revenue. A 2021 survey of emergency
physicians and ED billing experts showed that the amount collected from uninsured patients for
emergency professional services ranges from $21 to $25 (ACEP, undated-d). A 2023 analysis
estimated that self-pay patients (i.e., the uninsured) generated $0.5 billion in revenues while costing
$2.9 billion—leading to $2.7 billion in lost revenue (Pines et al., 2023). In other words, for
professional services provided by ED clinicians, the forgone revenue for caring for the uninsured,
on average, is at least $2.7 billion annually (Pines et al., 2023).

Views on Uncompensated and Undercompensated Care

In interviews and focus groups, participants discussed how EMTALA causes funding gaps
and threatens the sustainability of emergency medicine practices. Some also noted that, at the time
EMTALA was enacted, stakeholders expected payers to finance care for the uninsured and
underinsured, but this payment did not materialize:

The intent was that, look, “You guys have to see everyone. You have to be open to see
everyone, regardless of their ability to pay.” In exchange for that, there was sort of this
unwritten understanding that the reimbursement from the payers and even to some
extent . . . Medicaid would help fund that charity care and the uninsured, or even
today ... the underinsured. —Health care organization chief financial officer, KII 8

To have mandated care with no plan to fund it is crazy, and I don’t think any other
group or specialty or organization would accept that type of a thing . .. We've relied
on commercial payers to make up for that historically, and the commercial payers are

becoming tighter and tighter and saying no. —ED physician 3, FG 3

If we are mandated by law to see and treat everyone and then we go the extra mile and
not kick them out after their triage is complete because it’s not an emergency
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condition, then we should be rewarded for that. Not even rewarded . . . we're not even
asking for reward. We are asking for baseline compensation to do our jobs. —ED

physician 4, FG 3

An ED nurse interviewee described how ED boarding can also lead to uncompensated care, saying
that

the way the . .. payment structure is set up for reimbursement . .. here in
[southeastern state], we don't get any . . . income from [boarded patients] ... We are
tasked to provide the care, which usually ties up beds . . . for emergency patients. But
we do not see the reimbursements for it. —ED registered nurse, director of ED and

behavioral health, FG 1

Policies Aiming to Increase Insurance Access

There have been broad policy initiatives to mitigate uncompensated care costs by reducing the
uninsured rate in the United States. For example, the 2010 ACA was expected to increase collections
or revenue for EDs, since previously uninsured patients seeking emergency care would now have either
commercial insurance or Medicaid coverage (Medford-Davis et al., 2015; Wilson and Cutler, 2014).
Since the ACA was implemented, numerous studies have explored its impact on EDs, notably in
terms of utilization. Studies examining changes in ED payer mix associated with the ACA found that
self-pay patients gained coverage through Medicaid expansions and by the ACA allowing young adults
to obtain coverage via their parents’ plans (Bush et al., 2018). One study found that young adult
coverage gains led to $147 million in associated ED payments during a one-year period (Bush et al.,
2018; Mulcahy et al., 2013), suggesting that the ACA did improve payment for EDs.

Evidence suggests that hospital-led programs have succeeded at helping eligible unenrolled
patients obtain health insurance, which also likely helps reduce uncompensated care for EDs. A 2007
survey showed that 38 percent of EDs had established programs linking uninsured patients with
primary care and insurance (Delgado et al., 2011). These insurance linkage programs are cost-effective
in that they not only aid patients by securing some form of financial risk protection but also can curb
ED financial losses from uncompensated care.

Reliance on Commercial Insurance to Subsidize Uncompensated and
Undercompensated Care

Payment amounts between commercial and public payers for emergency care differ widely
(Selden, 2020; Whaley et al., 2024). Because commercial insurance tends to have the highest payment
rates for emergency care, these higher payments have historically somewhat compensated for the
relatively lower payments received by other payers, notably Medicaid, Medicare, or the uninsured. An
analysis of ED revenues versus costs by payer group estimated that commercial payments for ED
professional services in 2019 amounted to $14.3 billion in revenues and cost $6.5 billion (Pines et al.,
2023). As private payers reduce payment for emergency care, EDs may be unable to make up the
shortfall caused by low payment rates among public payers (Wilson and Cutler, 2014). This
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situation would likely lead to ED closures caused by unsustainable finances for EDs serving
underserved patient populations, such as those in inner cities and rural areas.

A chief financial officer expressed the following concerns about the downward trend in
commercial payment and the unsustainable emergency care funding gap that will result:

Over time, you know the payers have started . . . ratcheting down reimbursement,
they no longer want to be the ones to help sort of subsidize that and so . .. if that’s not
going to happen, you couple that with the fact that we haven’t been given any sort of
inflationary increases. On the governmental side, we've actually been hit with cuts
every year. It's not sustainable and unfortunately . . . not only does it make it very
impossible for us in some situations . . . some locations continue to provide services
that you've actually seen hospitals have to close their doors because they couldn’t keep
an emergency room open. —Health care organization chief financial officer, KII 8

Medicare and Medicaid Payment Trends

Medicare

Medicare Part B pays professional fees to emergency physicians and to other clinicians. ED
physician leaders have expressed concern about inadequate payments from Medicare Part B and
ongoing planned reductions, as inflation-adjusted professional payments are declining (Figure 4.5)
(Emergency Department Practice Management Association, undated). More broadly, an April 2024
Senate Finance Committee hearing noted that volatility in annual adjustments to Medicare payments
had implications for the sustainability of physician practices (U.S. Senate Committee on Finance,
2024).

Several studies suggest that Medicare payments to ED physicians are dropping relative to
costs, with care intensity having increased over time, making analyses of cost more difficult to
interpret. An analysis of ED professional services in 2019 showed that Medicare-insured ED visits
cost $5.7 billion annually but generated $5.3 billion in revenue from Medicare payments (Nicola,
2023). Another study examined the 20 most common emergency medicine procedures and services,
finding that mean Medicare payments for emergency physician services declined by an average of 29
percent over the past two decades (Pollock et al., 2020). However, a related commentary about this
study aimed to reconcile how average payments for individual procedures and services declined after
taking inflation into account while there was an overall increase in total Medicare payment for ED
services. Ultimately, the authors concluded that the findings were driven by increasing care complexity
over time, stating that “emergency physicians are receiving steady or higher total reimbursement for
harder work” despite operating in an increasingly challenging payment environment (Venkatesh and
Janke, 2020, p. 623). Furthermore, a study by Burke and colleagues found that, between 2011 and
2016, total Medicare spending associated with an ED encounter (30 days and 90 days from an index
ED visit) decreased over time due to fewer admissions. In other words, though there may be increases
in spending for outpatient (i.e., treat-and-release) ED visits, these increases were offset by the decline
in Medicare spending for inpatient and post-acute care (Burke et al.,, 2020).
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Medicaid

Medicaid plays a critical role as a payer of emergency care. However, on average, Medicaid
ED payment levels remain lower than costs. An analysis of ED professional payments versus costs
by payer showed that Medicaid ED visits resulted in $3.3 billion in revenue but cost $7 billion in 2019
(Pines et al., 2023).

Medicaid accounts for a sizable and rising share of ED visits per year. An analysis of the
National Hospital Ambulatory Medical Care Survey showed that, between 2011 and 2021, the
percentage of ED visits with Medicaid as the payer rose from 34 percent to 45 percent (Santo,
Schappert, and Ashman, 2023). Additionally, an analysis of ED visits from 2011 to 2019 in California
showed that Medicaid beneficiaries grew more than any other payer group over the study period (37.4
percent) and represented the largest visit rate increase (Hsia, Feldmeier, and Sarkar, 2023). In
California, Medicaid visits accounted for nearly 42 percent of ED visits, in spite of Medicaid enrollees
comprising only 25.1 percent of California’s population in 2019. Because Medicaid beneficiaries
account for such a significant share of ED visits, low payment rates are concerning for the
sustainability of emergency care.

Although Medicaid payments are lower than costs, studies have shown that Medicaid expansion
was positively associated with emergency physician professional fee payments (Pines et al., 2019). Still,
ten states have not enacted Medicaid expansion (KFF, 2024). The lack of Medicaid expansion in these
states may be causing higher uncompensated care burdens for EDs. Other state policies affecting the
Medicaid population, including the addition of work requirements for insurance coverage, may
negatively affect emergency care payment (ACEP, 2022; Gavin, 2018).

Beyond the incomplete adoption of Medicaid expansion nationwide, ED leaders are concerned
that Medicaid’s “unwinding” will have a negative effect on patients and, potentially, on emergency
care payment. Throughout the COVID-19 pandemic, the Families First Coronavirus Response Act
allowed for essentially continuous enrollment for Medicaid enrollees, bypassing the documentation or
reverification systems that can often lead to disenrollments (CMS, undated-b). Since the public health
emergency ended, states can unenroll individuals from Medicaid if they are no longer eligible as of
April 1, 2023 (Tolbert and Ammula, 2023). As of May 10, 2024, disenrollments occurred for over
21.9 million Medicaid beneficiaries (KFF, 2024). This unwinding may result in even higher
uninsurance rates, which may translate into higher shares of uncompensated emergency care.

Views on Undercompensated Care for Patients Insured by Medicaid or
Medicare

Several respondents expressed concern that public payers, especially Medicaid, provide
inadequate payment for emergency care. One respondent noted that the current system cannot
continue as it is, saying, “Medicare and Medicaid is a quasi-national health care system without the
right guardrails . . . untenable and unsustainable” (ED physician, professor of disaster medicine and
public health, KII 5). One respondent discussed an example in which state Medicaid policy led to
systematic downcoding for 900 diagnoses for enrollees cared for in Virginia EDs: “We're getting paid
alevel 1 for complex care level 3s and 4s. So, we had three years where we're getting paid essentially
nothing for care that we had to provide” (ED physician 1, FG 2).
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One respondent shared additional concerns about year-on-year conversion factor decreases for
Medicare, which further limit Medicare payments to ED physicians compared with hospitals: “What
the conversion factor is now compared to ten years ago, look at inflation. The hospitals, they don't
seem to be suffering the way we are” (ED physician 1, FG 3).

Although respondents described challenges with both Medicaid and Medicare payments,
some called for Medicaid parity with Medicare payment rates as a minimum reform. A retired ED
physician stated that

the single most important thing that needs to happen in just about every state,
whether they've expanded Medicaid or not, is you need to get Medicaid
reimbursement on par with at least with what Medicare pays. —Retired ED physician
and acute care partnership leader, FG 2

Patients as Payers of Emergency Care

Regardless of insurance status, patients are an important payer of emergency care. An
uninsured patient may receive a bill at the full Chargemaster rate. For those lacking any form of
financial risk protection, a national analysis of 2017 data showed that nearly one in four (22.6 percent)
ED uninsured treat-and-release visits was at risk of receiving a single ED bill (for facility fees alone)
that would qualify as a catastrophic health expense (Scott, Scott, et al,, 2021). This study considered a
catastrophic health expenditure as one in which out-of-pocket costs for the ED visit are greater than
40 percent of a household’s total spending.

An insured patient will likely pay less than an uninsured patient is asked to pay, since insurers
negotiate discounted rates. Still, out-of-pocket costs for ED patients in employer-sponsored health
plans have been increasing over time, and the rate of increase in out-of-pocket costs has far exceeded
wage increases (Rae, Copeland, and Cox, 2019). A 2022 analysis of commercially insured patients
found the average out-of-pocket spending amount for an ED visit was $646 (Schwartz et al.,
2022). Other studies have pointed to the wide variation in charges across EDs for the same level of
service, which affects both uninsured and insured patients. One study showed that charges for a level 4
visit across EDs in California ranged from $275 to $6,662 (Hsia and Antwi, 2014).

Taken together, this research highlighting the rising portion of allowed amounts that patients are
responsible for and the rising, high costs of providing care for ED patients has caused challenges for
advocates aiming to increase payment for ED services in line with costs.

Policies and Perceptions Anticipated to Decrease Commercial
Payments and Increase Uncompensated Care

No Surprises Act

OON billing of privately insured ED patients has been a subject of significant debate among
policymakers in recent years. EDs (and other care settings) came under scrutiny for “surprise medical
bills” (OON billing), which were generated when patients were charged OON care service fees from
physicians who were not part of their insurance network, even if they were involuntarily or
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unknowingly treated by such physicians at a hospital or facility that was within their network. This
practice was particularly concerning in the ED setting, as patients often cannot choose where
ambulances take them during an emergency (Carlson et al.,, 2021).

An analysis of Medical Expenditure Panel Survey data published in 2021 estimated that 5 percent
to 15 percent of ED visits likely resulted in unexpected OON bills (Biener et al., 2021). Other
estimates suggested that one-fifth of the commercially insured population could be exposed to surprise
bills if they went to a hospital ED in their network but were treated by an OON ED physician
(Garmon and Chartock, 2017; Cooper and Morton, 2016). Furthermore, research using data from
one large insurer explored how some hospitals may have intentionally increased OON billing, with 75
percent of hospitals having an OON prevalence of less than 20 percent, whereas 10 percent of
hospitals had a greater than 99 percent OON billing prevalence (Cooper, Morton, and Shekita,
2020).

There have been calls to investigate the role of private equity and for-profit practices in these
instances of deliberate OON billing (Sanger-Katz, Creswell, and Abelson, 2019; Bluth and
Huetteman, 2019). This is especially relevant for emergency medicine, which has experienced a sizable
and increasing penetration of private equity ownership over time. As of December 2022, private equity
firms owned groups that staffed 25 percent of EDs nationwide (Adelman, 2023; Scheffler et al,,
2023).

The public and policymaker outcry against surprise medical billing practices helped build
momentum for the passage of the NSA (KIiff, 2019). The NSA was implemented on January 1, 2022,
and it effectively bans surprise bills for patients and forces emergency health care professionals and
insurers to negotiate reimbursement (Hoadley et al., 2023; KFF, 2021). An analysis of key informant
interviews regarding NSA implementation to date suggests that consumers are now well protected
from payment disputes related to OON bills (though gaps in ground ambulance coverage remain)
(Hoadley et al. 2023).

Although there is broad support for protecting patients from surprise billing for emergency care,
ED leaders have expressed concern that the NSA gives insurers too much influence to exert
downward pressure on commercial payments for emergency care (Duffy et al., 2022). Although the
NSA'’s impact on payments will be difficult to assess until more time passes in the post-
implementation period, the expectation is that these payment disputes will lead to lower ED payments
among the commercially insured population. These reductions in what is anticipated versus collected
may be an additional source of ED uncompensated and undercompensated care.

There are at least two reasons that EDs may experience challenges after the implementation of the
NSA. First, the NSA has led to a large number of payment disputes, which delays payments for ED
practices while disputes are being resolved. According to a CMS report, there were 90,078 disputes
initiated through the Federal Independent Dispute Resolution (IDR) portal after it opened from
April 15,2022, to September 30, 2022, which far exceeded what CMS anticipated receiving over a full
year (CMS, undated-a). Second, payers may have incentives to break long-standing contracts with in-
network physicians who do not accept substantial pay cuts, which may shift more emergency health
care professionals into the nebulous OON process (Rahman, Oskvarek, and Pines, 2023).

Although the NSA’s impact on payments will be difficult to assess until more time passes in the
post-implementation period, we are already observing some evidence of NSA’s downward pressure on
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commercial payment (Figure 4.5). According to these trends, we assess that these negotiation
dynamics will continue to lead to lower commercial payments for ED care.

Views on the No Surprises Act

Several interview and focus group respondents voiced similar concerns about how the NSA
has tipped the balance of power in favor of payers and away from ED physician groups. As one
respondent noted, “the NSA has given a lot more power to the insurance industry” (chief innovation
officer, KII 9). Others described how commercial payers’ “motivation for staying in network is
completely lost” (ED physician 3, FG 3) and how “health plans are attempting to terminate contracts”
(vice president, ED-supporting organization, KII 4). A chief financial officer called for penalties and
accountability for insurers that fail to pay after arbitration decisions or that unnecessarily delay
payment. They also suggested enhanced enforcement of contract terms in order to prevent unfair
contract terminations:

There needs to be penalties and interest when a decision has been awarded and the
payer doesn’t pay. They need be penalized for that. I shouldn’t have to then hire an
attorney and sue them to get my money. And if I do? They should pay for that as
well. —Health care organization chief financial officer, KII 8

Some respondents viewed the financial consequences of the NSA and anticipated declines of
commercial payments as a significant threat to the viability of independent practices and small
groups.

Payment Denials and Downcoding for Emergency Care

ED leaders are concerned about another source of uncompensated care: retrospective
payment denials for care provided in the ED that is later deemed to be “inappropriate” or not a
true emergency (Smulowitz, Friedman, and Pines, 2018). Efforts to retrospectively deny payment
alarm ED leaders because patients cannot be expected to know when symptoms should best be
handled in EDs or in an outpatient clinic setting (Patterson, 2017).

Evidence suggests that payers’ methods to issue claim denials for emergency care are not consistent
or well justified, but such denials would affect large numbers of claims if they were implemented at a
national scale. One analysis of a large insurer’s list of “nonemergent discharge diagnoses” showed that
nearly 16 percent of privately insured ED visits would meet denial criteria. However, the majority of
these denial diagnoses shared symptoms with 87.9 percent of all ED visits, with the majority requiring
emergency care (Chou et al., 2018). Additional research shows a lack of agreement in existing
algorithms to identify “low-acuity” ED visits, which commercial payers aim to curb, further calling
into question policies that may base denials on symptoms or final diagnosis (Chen, Muralidharan, and
Friedman, 2022). Some emergency medicine organizations have successfully challenged these practices
with lawsuits and have called for federal and state policymakers to prohibit these denial practices
(ACEP, 2023). A related, additional source of uncompensated care stems from reported
downcoding practices among public and private payers, which reduce claim reimbursement to a
lower level than originally billed (but the claim is not fully denied). The American Medical
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Association summarized examples of payer practices of downcoding for E&M services (which affect
more than just emergency physicians) and stated that this practice can sometimes happen unilaterally
by a payer and is therefore difficult to recognize (Patterson, 2017; American Medical Association,

2022).

COVID-19 Pandemic Impact on Emergency Care Payments

Evidence suggests that the COVID-19 pandemic had adverse effects on the financial health of
emergency physician groups. Because EDs rely on FES payments as their main source of income,
declines in payment early in the pandemic were due to declines in patient volumes (Pines et al., 2021).
According to CDC estimates, ED visits dropped by 42 percent after the declaration of the COVID-
19 pandemic national emergency in March 2020 (Adjemian et al., 2021).

Congress anticipated drops in revenue for health care organizations. As a result, the CARES Act
was passed, leading to Provider Relief Fund (PRF) payments to health care organizations to offset lost
revenue and pay for COVID-19—related expenses (HRSA, 2024b). PRF payments included direct
payments to emergency medicine physician groups and payments to hospitals, but it is unclear how
payments to hospitals affected those hospitals’ ED budgets. A 2023 study examined how COVID-19
affected ED professional payments from 2019 to 2020 across 214 EDs included in the Clinical
Emergency Department Registry (Venkatesh et al,, 2023). This study found an estimated 19.7
percent decline in professional payments, representing a $308 million shortfall in 2020 in those 214
EDs alone. This translated into an estimated $6.6 billion in nationwide losses as a result of the
pandemic. The authors noted that the pandemic “expanded known cracks in the financing of health
care into steep fault lines” (Venkatesh et al., 2023, p. 636). Some EDs, especially those belonging to
smaller organizations, experienced staffing cuts as a result of the tough economic conditions they
faced.

In summary, reduced ED volumes had a negative impact on the economics of EDs despite funding
from the CARES Act (Pao and Chan, 2022; Pines et al., 2021).

Impact of Boarding on Emergency Care Payment

Since the pandemic ended, there is greater national attention to ED boarding, which occurs when a
patient is admitted to inpatient status but is then treated in the ED instead of in an inpatient bed
because of a lack of available inpatient beds. Although ED boarding is a long-standing issue, evidence
suggests that COVID-19 may have exacerbated the problem (Canellas et al., 2021). For instance, an
analysis of ED data showed that length of stay has increased for ED patients (182 minutes in 2019
versus 211 minutes in 2022), as has the rate of individuals leaving without being seen (Augustine,
2023).

A 2021 systematic review conducted to assess the financial implications of ED boarding found
two studies showing that ED boarding was more costly to hospitals than moving patients to an
inpatient bed or admission holding unit (Canellas et al., 2021). The authors surmise that there are
opportunity costs and revenue losses for the ED with boarding because bed limitations prohibit new
patients from being seen or accepted for transfer to EDs from other facilities.
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An ED physician interviewee shared how ED boarding leads to reductions in emergency care

payment:

I'd actually argue that that's also part of the reason why we're seeing ED payments,
emergency medicine payments go down because . . . our emergency department either
has closed beds because there’s no nurses, or half of our ED is filled with boarding
patients, we can't see volume. And so then we can't bill. So, of course I'm going to
make less because I'm not seeing as many patients because I can't or, again, I'm trying
to go out into the waiting room and see them to try to do my best to mitigate. But
you're not going to bill the same way for a waiting room or triage visit. It’s just not

quality care. —ED physician, KII 12

According to our analysis of the literature, charge and billing data, interviews, and focus groups,
new strategies to adequately fund emergency care will be required to sustain existing levels of care in
the United States, as well as potentially higher levels of care that future pandemics or other large

emergencies may necessitate,
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Chapter 5

Alternate Payment Strategies for
Emergency Care

Policymakers and payers at the local, state, and national levels may need to implement alternate
payment strategies to sustain emergency care in communities because of an increasingly challenging
payment landscape. Today’s payment landscape primarily relies on an FES structure that was
developed when the ED’s role was largely focused on E&M services for patients presenting for acute
unscheduled care (National Health Policy Forum, 2015). FES payments do not explicitly support
ED-based efforts to address public health issues or to prepare for and respond to mass casualty
incidents, disasters, and public health emergencies—including incidents with national security
implications. Furthermore, the FFS payment model becomes unstable when large-scale crises occur, as
demonstrated by the financial challenges that the COVID-19 pandemic caused for EDs (Venkatesh
et al., 2023; Pines et al., 2021).

In this chapter, we provide background on the traditional FFS payment model for emergency care
and outline alternate payment strategies we identified through the environmental scan, interviews and
focus groups with key stakeholders, and a survey administered to a nationally representative sample of
ED directors or their organization’s financial director. Using the findings from these analyses, we
propose a framework for a muti-tiered payment model for emergency care that underscores both
physician payment and payment for ED services that are undercompensated or uncompensated.

Current Emergency Care Payment System

The vast majority of ED visits generate separate payments for the facility and the physician(s)
on an FFS basis (Henneman et al., 2014). The magnitude of the payment depends on visit complexity
(as determined by the relative value unit [RVU] scale), and payment trickles down to emergency
physicians through a variety of arrangements, including hourly payment rates, payment based on
RVU generation, or a combination of hourly payment and incentives based on RVU generation
(Pines et al,, 2021; Pines et al., 2020). Consequently, EDs’ core revenues depend on the volume of ED
patients and the complexity of care provided to them.

RVUs were developed to compensate physician practices for standard practice expenses based
on three building blocks: physician work (time, technical skill and effort, mental effort and
judgment, and stress to provide a service), practice expense (nonphysician clinical and nonclinical
labor of the practice, building space, office supplies), and professional liability insurance (i.e., the cost
of malpractice insurance premiums) (National Health Policy Forum, 2015). The RVU-based
payment system focuses on the physicians’ portion of payment and does not incentivize physicians
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or ED facility operators to provide care coordination services; public health services; or mass
casualty, disaster, and public health emergency preparedness and response activities.

EDs that support vulnerable populations in safety net hospitals, including uninsured and
underinsured patients, may also receive Medicaid disproportionate share hospital (DSH)
payments—a second, smaller layer of payment separate from the FFS payment model—but those
payments do not typically trickle down to the physicians staffing EDs. DSH payments to hospitals
totaled $18.9 billion in fiscal year 2021, but it is unclear what portion of these payments was used to
fund emergency care (Medicaid and CHIP Payment and Access Commission, 2023). Because EDs are
usually part of larger organizations, funding can flow between EDs and other parts of the
organization, making it difficult to trace the ED-specific effects of overall hospital funding, whether it
be FES hospital revenues or other financial receipts. DSH can serve as a vehicle for additional federal
funding to reach hospitals during emergencies, such as during the COVID-19 pandemic. Other ad
hoc federal funding programs administered by HRSA and FEMA have been used to supplement
hospital and physician practice funding during some emergencies.

Value-Based Payment in the ED Context

Since the 2010 passage of the ACA, the federal government has encouraged the development of
new payment arrangements that compensate physicians based on value; however, many such programs
have focused on primary care and inpatient care rather than emergency care. ED physicians have
participated in value-based payment arrangements through Medicare’s Merit-Based Incentive
Payment System (MIPS). The impact of MIPS on emergency medicine practice has been limited,
however. For example, it has been challenging to generate meaningful value-based comparisons across
physicians and different physician groups (Gettel et al., 2022), and further work is needed to develop
payment systems that better align with priorities for ED patients, clinicians, payers, and their
communities (Gettel et al., 2022; Davis, 2022b).

In response to the financial challenges facing emergency medicine, ACEP developed the Acute
Unscheduled Care Model (AUCM). Although HHS supported the model's approval, the AUCM has
not been implemented—again, because HHS priorities are focused on value-based care in primary
care and inpatient care settings rather than the ED (Davis, 2022b; Davis, 2019).

Previously Proposed Alternate Payment Strategies

Through our environmental scan of the peer-reviewed and gray literature, we identified previously
proposed payment strategies for emergency care in the United States. We include examples of such
strategies in Table 5.1.
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Table 5.1. Previously Proposed Alternate Payment Strategies for Emergency Care

Number Strategy Title Description Rationale Potential Benefit to Payers Stage
1 Additional payment A new payment (via a new CPT code) Payment facilitates The goal would be to reduce Proposed
for high-value would compensate emergency coordination of care to support costs by decreasing the
services (described physician time and/or additional staff discharge over potentially low- proportion of ED visits leading to
by Harish et al., time to coordinate postdischarge yield admissions. admission (which could be
2017) appointments for patients. monitored using risk-adjusted
hospital admission rates).
2 Warrantied payment Existing E&M codes for selected Emergency physicians would  The goal would be to reduce Proposed
(described by conditions would be adjusted upward be incentivized to provide costs by avoiding ED bounce
Harish et al., 2017)  to provide additional time for high-quality care at the initial backs, as well as post-ED hospital
emergency physicians to provide visit, including for diagnosis admissions.
high-quality diagnostic and treatment and treatment and to address
services for a patient’s initial visit; any social needs.
subsequent visits within seven days
would not generate additional
payments.
3 Condition-based Existing E&M payments would be Emergency physicians would  The goal would be to reduce Proposed

bundled payment
(described by
Harish et al., 2017)

replaced by bundled payments.
Bundled payments could be
determined by chief complaint, age
group, comorbidity status, and other
clinical characteristics (similar to
Medicare Inpatient Prospective
Payment System Diagnosis Related
Groups).

be incentivized to diagnose
and treat patients efficiently.

costs by avoiding unnecessary
testing and treatment in the ED.
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Number

Strategy Title

Description

Rationale

Potential Benefit to Payers

Stage

4

Population-based
payment (described
by Harish et al.,
2017)

Instead of E&M payments,

emergency physicians (or groups)
would receive a monthly payment for

each individual in a prespecified

population of patients. Emergency
physicians would be encouraged to
innovate to provide services in EDs,
by telemedicine, or via referral to

other care settings if deemed
appropriate.

Incentives of the emergency
physician, patient, and payer
would be aligned to provide
care that prioritizes health and
uses outpatient rather than
inpatient services.

The goal would be to reduce
costs by spending less on
addressing acute needs, since
more patients could be served in
lower-cost outpatient clinic
settings and by telemedicine.

Proposed

5 Global budget Instead of E&M payments, Incentives of the emergency The goal is to reduce costs by Implemented
revenue program (a emergency physicians (or groups) physician, patient, and payer  spending less on addressing (in Maryland)
subtype of a receive a predetermined budget to are aligned to provide care acute needs, since more patients
population-based care for patients over the course of a that emphasizes preventive could be served in lower-cost
payment program;  year. In Maryland, budgets are health services and use of outpatient clinic settings and by
has been piloted in  assigned at the hospital level, with outpatient care rather than telemedicine.

Maryland) funding trickling down to the ED. care that focuses on treatment
of acute disease through the
use of inpatient services.

6 Two-service EDs providing observation unit Currently, ED groups providing The goal would be to encourage Proposed
payment for ED- services would be allowed to bill observation services incur more EDs to manage ED-based
based observation  under the two-service model (i.e., a costs exceeding payments, so observation units, which may
services (Baugh et  bill for the ED and a bill for they need hospital subsidies to have a shorter length of stay and
al., 2019) observation with payment to the be financially viable unless lower costs compared with

same entity). they set up a distinct entity observational units managed by
that is able to bill separately hospitalists (Perry et al., 2021).
for observation services.
7 AUCM, developed Instead of E&M payments, EDs would Emergency physicians would = The goal would be to reduce Developed

by ACEP (Wooster,
2018)

receive payment for a 30-day
episode of care for patients

presenting with chest pain, syncope,
altered mental status, or abdominal

pain.

be incentivized to provide
high-quality care at the initial
visit, including for diagnosis
and treatment and to address
social needs.

costs by avoiding bounce backs
to the ED (with or without
admission).
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Number Strategy Title Description Rationale Potential Benefit to Payers Stage
8 Payments for Emergency physicians would receive Emergency physicians would  This model would reward Proposed
Accountable enhanced condition services be incentivized to provide clinicians for reducing costs in
Specialty Care payments, which would compensate high-quality care at the initial ~ three ways: (1) reducing inpatient
(PASC), developed them for the additional work it takes  visit, including for diagnosis, and observation stays,
by the American to manage patients and improve care treatment, and care (2) incentivizing care
Medical Association coordination, with a focus on coordination and to address coordination, and (3) avoiding
in consultation with  subgroups of patients assigned by social needs. post-ED patient safety events and
ACEP (Office of the the accountable care organization. costs.
Assistant Secretary
for Planning and
Evaluation, 2023)
9 Tripartite Payment  EDs would be paid annually usinga  EDs would be provided The goal would be to provide Proposed

System, proposed
for use in the United
Kingdom (NHS
England, 2015)

combination of three payments: fixed
payment, volume-based payment,
and payment based on quality and
safety performance.

stability through the
substantial fixed payment,
additional payment to
compensate based on actual
volume of patients, and an
incentive to provide high-
quality care.

high-quality care while offering
predictable yet flexible payments
to account for fixed and variable
costs experienced by EDs.
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Of the nine payment strategies that we identified in the literature, seven had been proposed, one
had undergone extensive development, and one had been implemented at the state level (i.e., global
budgets in Maryland).

Strategies 1 through 4 in Table 5.1 were all described in Harish et al. (2017), which includes
discussion of potential benefits for emergency health care professionals and payers. The principles
described in strategies 1 through 4 seem to have been incorporated into several of the models further
down in the table.

Strategy 5 is the global budget revenue program—an example of a population-based payment
system—and was implemented in Maryland in 2014. We identified several publications characterizing
its impact on quality and costs (Galarraga et al., 2021; Morrison et al., 2021; Galarraga et al., 2020).
The literature suggests that this payment model was associated with decreased ED admissions
(especially lower-acuity admissions) in the same health system when comparing Maryland hospitals
with control hospitals in Washington, D.C. Another study found that the 2014 policy changes in
Maryland were associated with lower inpatient and observation admissions, fewer uninsured patients,
and growth in professional payment. All changes were greater in EDs that serve larger populations
with low socioeconomic status (Galarraga, 2019). However, concerns have been raised about
unintended consequences, such as possible increased ED boarding times, associated with global
budget revenue program implementation (Ren et al., 2019).

Strategy 6, referred to as “two-service payment for ED-based observation services,” was identified
from an article by Baugh et al. (2019), which describes the financial disadvantages for EDs that staff
and manage their own observation unit. The disadvantages that the authors identified include
regulatory barriers that prevent many ED-based observation units from being financially viable. In the
one-service model (i.e., in which the ED has only one professional group that staffs both the ED and
the observation unit), ED observation unit “staffing costs exceed payments at all levels of patient
encounters, making a hospital subsidy necessary to create a financially sustainable practice” (Baugh et
al, 2019, p. 31). The authors encourage a push toward all EDs adopting the two-service model by
removing existing restrictions and standardizing related billing practices. A related article found that
ED observation units are less costly and use resources more efficiently compared with hospital
medicine service observation units (Perry et al,, 2021).

Strategy 7 is AUCM, which was developed by ACEP (Wooster, 2018). According to ACEP,
AUCM is designed to support care coordination by making emergency physician groups responsible
for both the cost and the care quality for Medicare patients over 30 days for acute unscheduled care
encounters, AUCM includes waivers for payment for (1) transitional care services in the ED,

(2) telehealth, and (3) home visits after discharge from the ED (Office of the Assistant Secretary for
Planning and Evaluation, 2023). AUCM’s proposed payment waivers are meant to allow EDs to
improve care coordination and outcomes for patients. The ED will conduct a safe discharge
assessment during a patient’s ED visit to ensure that the patient can be safely discharged—including
identifying socioeconomic factors that may need to be addressed—and will identify and address any
care coordination needs. Although this model was recommended for use by HHS, it is unlikely to be
implemented because of a shift in priority toward value-based care arrangements for inpatient and

primary care settings (Davis, 2022a).
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Strategy 8 is the PASC model, which was developed by the American Medical Association in
consultation with ACEP (Office of the Assistant Secretary for Planning and Evaluation, 2023).
PASC would include three types of payments with different goals:

® enhanced condition services payments, which entail one payment to cover care provided
during a one-month period to diagnose, plan for treatment for, and treat an acute condition

e continued enhanced condition services payments, for treating a chronic condition or for
services provided to prevent chronic disease exacerbations or to prevent complications related
to cancer treatment Or surgery

e special enhanced condition services payments, for addressing social determinants of health
needs (Office of the Assistant Secretary for Planning and Evaluation, 2023; Davis, 2022a).

PASC has not yet been reviewed by HHS.

Strategy 9 is a payment system proposed for use in EDs in the United Kingdom that would use a
three-part (tripartite) payment model to support coordination and collaboration across care networks
and improve patient flow across regional providers of ED care (NHS England, 2015). This system
consists of the following payments:

e core payment for fixed costs, which is intended to support a substantial proportion of costs,
fund 24/7 care provided in EDs, and support collaborative activities across all ED sites so that
access and quality standards can be achieved

e volume-based payment that is intended to incentivize emergency care professionals to see
more patients when there are spikes in demand for emergency care services

e outcomes and performance payment to encourage coordination, deliver improved flow across
the network, and promote quality improvements (above minimum standards).

According to the available literature, it is unclear whether this payment model has been implemented,
remains under consideration, or has been rejected by the National Health Service.

Goals Underlying Payer Model Strategies

The nine examples of emergency care payment strategies apply economic incentives to accomplish
one or more of the following goals.

Incentivize emergency care health professionals to change how they deliver care in order to
improve productivity (overall health care results per dollar). Such payments do not necessarily
increase total ED physician or ED facility revenues; however, by increasing productivity, these
payments have the potential to improve health outcomes per dollar or per unit of work and/or reduce
the work or money required per unit of outcome (e.g., the main goal of Strategy 2).

Provide new or larger payments to compensate emergency care health professionals for high-
value services they may already provide. By making explicit payments for services that EDs and
physicians already provide without an accompanying CPT code, payers acknowledge the value of these
services and the principle that such value should be compensated. Such models also make it more
likely that emergency care health professionals will provide these services more often and more
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consistently, or at a higher quality after they are explicitly funded (e.g., the main goal of Strategies 1
and 8).

Integrate payment incentives across cost centers within an organization or across
organizations in a community. When emergency care health professionals or ED cost centers
organize and function separately from other parts of the health system, the overall cost efficiency of
the system can sometimes suffer, and funding may not be optimally allocated. By funding facility-
specific and professional-specific services, FES provides some incentive to professional or cost center
groups to control their portion of overall health care expenditure rather than share revenues across
cost centers or across the facility and professional divide. When emergency care health professionals
are employed by a larger health care organization (hospital or system), revenues can flow more easily
between the larger organization (which collects the facility portion of FFS) and the physicians (to
whom the professional portion of FFS is directed). When emergency care health professionals
function independently of hospitals or health systems, they become more vulnerable to the possibility
that larger health care organizations may capture a greater portion of ED-related revenues. (As
observed in Figure 4.1, ED-specific claims data show rising commercial insurance facility allowed
amounts and falling professional allowed amounts.) Therefore, alternate financing solutions may find
new ways to align the financial incentives of various parts of the health system, including professional
groups and hospital cost centers (e.g., one of the goals of Strategy 5).

In addition to the goals embodied in several of these nine payment models, there are the following
goals that we have not observed as explicit in any existing payment models that we have identified.

Rebalance the financial burden of emergency care among existing payers. Although RAND
research indicates that hospitals treating a higher share of public-payer patients do not tend to have
higher commercial prices (no correlation is observed between hospital commercial allowed amounts
and hospital share of publicly insured patient discharges) (Whaley et al., 2024), several interviewees
indicated that having different payers pay different prices for the same service could mean that
commercially insured patients are cross-subsidizing care for other patients or are financing a
disproportionate share of health care organizations’ operating surplus (when a surplus exists). Given
the decreasing emergency care payment trends that we demonstrated in Chapter 4, there needs to be
(at least) a proportional increase in public payments to sustain emergency care, especially in cases in
which organizations are breaking even or losing money. To function more efficiently, federal and state
taxation should flow through more-explicit channels (such as income tax, sales tax, and business tax,
instead of through an unplanned “tax” on commercially insured patients), allowing all of society’s
financial contributions to the public service portions of emergency care to flow through established
government payer channels (Medicaid, Medicare, TRICARE, HRSA, and FEMA, among others).

Pay for the assurance value of ED standby capacity. Similar to how home insurance or fire
departments have value even if nothing ever happens to a house, EDs provide assurance value to a
community even during months or years when some ED capacity is not used. During periods when
this value is not used, it is still important to pay for it to have higher levels of ED capacity in place
before that capacity is suddenly needed. FFS payments incentivize organizations to maintain levels of
staffing and infrastructure capacity to meet average levels of demand but not to maintain any
additional capacity to meet extraordinary levels of demand. Therefore, FES payments are not well
suited to incentivizing hospitals and health systems to maintain higher levels of emergency care
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capacity that may be needed during seasonal or random surges in demand for emergency care or those
resulting from mass casualty incidents, disasters, or public health emergencies. Payment structures
that explicitly acknowledge that assurance value is worthy of payment—such as regular budgets for
fire departments—are more likely to be effective in preserving optimal levels of emergency care
capacity. Unlike fire departments, however, EDs put out emergency health care “fires” every day, so it
is important to distinguish between the FFS-reimbursed capacity normally maintained by EDs and
the ED capacity that should be maintained above and beyond what FES reimburses, as illustrated in
Figure 5.1.

Figure 5.1. Conceptual Basis for Funding Unused ED Capacity to Prepare for Extraordinary
Demand During Emergencies

Unfunded capacity hospital ... and should be paid to maintainto prepare
Patient Visit should have... for the next PHE or MCI
Volumein
an Emergency
Department

Q12025 Q2 Q3 Q4 Q12026 Q2 Q3

NOTE: MCI = mass casualty incident; PHE = public health emergency.

In Figure 5.1, green represents “normal” ED visits in each year. These average at the black line
across the seven-quarter period, representing the capacity level that an average quarter’s FFS may be
expected to finance. The current FES payment system incentivizes EDs to maintain approximately
this level of capacity (and no additional capacity) to treat patients. This is why, even during a year with
no pandemic, an ED in a large metropolitan area may divert patients to other EDs during busy days.

Red represents ED patient volume caused by any future mass casualty incident or public health
emergency. In theory, the actual visits during the emergency can be financed by FES, because patients
generate FFS billing. However, because EDs have not been maintaining greater quantities of labor,
supplies, and equipment, a future public health emergency or mass casualty incident could cause spikes
in the cost of labor and nonlabor inputs, making it difficult for FES payments to fully cover costs. In
this conceptual figure, the addition of red patient volume causes total patient volume to exceed the
black line representing average or normal capacity levels, and FFS is not sufficient to cover these
expenses, nor is it sufficient to immediately increase capacity, which may take months or years to
build. Because public health emergency and mass casualty incident patient volume far exceeds the
black line, and because funding for maintaining the blue portion of ED capacity does not currently
exist, this hospital will not maintain the staffing and infrastructure needed to prepare for and meet the
extraordinary demands of the public health emergency or mass casualty incident. Therefore, this
“average ED” struggles to or fails to keep up with demand for emergency care services at all times,
especially during a crisis, and costs for related labor and supplies may surge beyond the levels
envisioned by previously set FES payments.

Blue represents patient volume that could have materialized but never did. This blue capacity was,
therefore, never paid for by FFS. However, if an alternate payment model could compensate this
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ED for maintaining the blue portion of capacity during the months or years that capacity is not
used, then the ED would be more likely to be fully prepared to meet demand in the emergency
context without severely disrupting the labor market and causing spikes in costs. (See Chapter 6
for recommendations on how to fund this standby capacity.)

Stakeholder Views on Changing How Emergency Care Is Paid

Voicing concerns regarding the sustainability of ED financing, several interview and focus group
participants called for changing the current payment system.

Participants noted the precarious situation of continuing to rely on commercial payers to
cross-subsidize predictably low payments from public payers and nonpayment from the
uninsured, and some acknowledged that a new financing system is needed:

Oftentimes, claims go denied, which is money that’s not going to get put back into the
organization, whereas the organization has already put out the resources and/or
money to care for that patient . .. So, I do think there’s some opportunity for
different structuring and maybe a different process for . . . payment. —ED physician 4,
FG3

I think [we should be] rethinking how we pay emergency physicians. I think that the
best analogy was the fire department. We're currently paid per fire, rather than
[being] paid a fixed amount of money for both putting out the fires and for fire
prevention. I think the ultimate goal would be to get to a model that pay[s] for these
offline services that we could involve the public health aspects of emergency medicine,
the reserve for disasters. Not if they occur, but when they occur. I think we need to
get away from a model that is just fee-for-service. —Chief of clinical innovation, KII 9

Global Budgets

Views on global budgets among participants were mixed. One participant, an executive at a
commercial health insurance company, advocated for global budgets for EDs and their hospitals,
reasoning that this was the best way to incentivize population health in the acute care setting:

I think that institution has accountability to its catchment area . . . They should be
responsible and accountable for the members of that geography. We'd really like to
see a model where there’s global capitation. Where [hospital] and its affiliated
physicians get X dollars per member per month for the care of the members in that
geography, inclusive of ED, inpatient, psych, whatever it is .. . [to foster] better
collaboration. —Payer, KII 11

Multiple participants who supported the idea of global budgets suggested that a well-designed
global budget system would include funding for disaster preparedness and response. As a chief
innovation officer noted, “The concept of the global budget is that you're investing in an acute care
model that includes public health, that includes disaster preparedness” (chief innovation officer, KII
9). An ED physician said, “If there was a [global] fixed payment we could build in funding for
preparedness and response—depends on how you define fixed expense” (ED physician, professor of
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disaster medicine and public health, KII 5). An emergency physician from Canada also recommended
that, if global budgets were implemented for EDs in the United States, EDs would still need to
incentivize or pay based on the volume and complexity of patients cared for in order for compensation
to be fair:

You need some sort of measure of productivity . . . The bottom line is that there
should be some relationship between productivity and your pay. There also needs to
be some way to address complexity. If you're seeing more complex patients, that needs
to be built in. —ED physician and bealth services researcher (Canada), KII 10

Multiple participants expressed concern that global budgets would not be funded generously
enough or that funding would not appropriately trickle down to support ED costs. An ED
physician expressed skepticism that such funding would ever happen, saying,

A national health care system or different payment model with a global budget. . .
Will that happen? No, our government can’t even agree on a budget. —ED physician,
professor of disaster medicine and public health, KII 5

Another ED physician said that such a system would not work:

A global payment system will never make it down to the emergency department
providers. It's going to go elsewhere, and our leverage to impact that I think is going
to be very limited . . . You know that if a hospital system sees a global payment, it is
going to try to minimize how much of that goes out to whomever, including us. —ED

physician 1, FG 2

Another participant predicted that global budgets would prove complicated to execute, since
getting necessary stakeholders to engage in discussions and agree to contribute toward global budgets
would be complicated, saying,

When they expanded global budgets from the Maryland global budget to
Pennsylvania, the challenges were that the two big commercial [payers] wouldn’t
participate . . . They said, OK, we'll do this in rural hospitals, but expanding to
everyone . . . that's going to be too much . . . the question is how do you get
entrenched groups to all buy into it? —Chief innovation officer, KII 9

An ED physician provided the following examples of global budgets that were tested but
ultimately destabilized the emergency care payment system because proper guarantees of minimum
payments were not in place for most ED groups that participated:

The hospital signed a contract with a large commercial insurer on global payment; the
CFO [chief financial officer], of course, didn’t bother to think about how they were
going to pay the emergency practice. They were focused on getting a certain amount
for the global payment. Fortunately, in this case, the group in their contract obligated
the hospital to pay them a minimum amount ... There were other groups that didn’t
have that clause that were heavily damaged financially because the global payments
were going to the hospital, and the hospital was, you know, treating the emergency
physicians like they were residents and interns moonlighting . . . I would be surprised,

at least skeptical, if we were to try global budgets on a large scale. —ED physician 2,
FG2

78



Achieving Parity Between Medicare and Medicaid

To improve payment for uncompensated care, interviewees suggested that EDs pursue efforts
to achieve parity between Medicare and Medicaid in states where Medicaid payment rates were
exceptionally low, so that access to emergency care could be maintained in communities with large
proportions of Medicaid-insured patients. According to one ED physician,

If we got [the same] Medicare rates for Medicaid patients, that would be a game
changer. I mean, honestly, it would be huge. Our highest volume site is 85-percent
Medicaid. Of course, it’s a great practice and a great service that we're providing to
our community, but I have to be able to pay my docs at the end of the day. So, I think
Medicare parity rates for Medicaid patients, even though Medicare itself, the rates are
substantially lower than commercial, for us specifically in [state] would be a huge

game changer. —ED physician 3, FG 3

Another ED physician made the case that, because the care (and related value) provided to patients is
the same, there should be payment parity across payers as well:

Medicaid, Medicare, private ... on our side, it makes no difference ... what we're
providing is the same for a patient that has one or the other . . . kind of parity in terms

of ... value. —ED physician 1, FG 2

Reducing Financial Losses from Uncompensated and/or
Undercompensated Care

A retired ED physician noted that patients in underserved areas tended to be covered by insurance
programs that had low payment rates. They recommended finding ways to improve payment for
EDs serving such populations in both rural and urban areas:

With rural health care, it’s just as true about lower-income areas, lower-income
neighborhoods within metropolitan areas . . . they're connected. There’s a string
theory [that] works between urban hospitals with bad payer mixes and rural hospitals
with bad payer mixes, and ultimately we need ways to fund both if we're going to
maintain the sufficiency of emergency services for every American. —Retired ED
physician and acute care partnership leader, FG 2

A health care organization chief financial officer reccommended that EDs could be offered tax
flexibilities similar to the mechanism that hospitals use to report and benefit from charity care,
potentially with the benefit of charity care trickling down from hospitals to the ED groups staffing
them:

You know, there’s a mechanism today where a lot of hospitals are allowed to report to
the government in the states, their charity care and their indigent care and they get
reimbursed for that ... There should be something similar to that for emergency
medicine . . . Having us share in that funding would be fantastic. —Health care
organization chief financial officer, KII 8

Other interviewees suggested that a minimum payment level should be established so that all
insurers, regardless of commercial or public insurance type, would be required to pay that amount for
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all patients. In the words of one ED physician, “The payment on an episode-by-episode basis for
emergency care [should be] subject to a minimum payment amount so that insurers will pay no less
than this amount for that service” (chief medical officer, KII 6). Another ED physician explained,

(EDs need] mandated compensation or payment for mandated care . .. Establishing a
benchmark that's fair for compensation for care that is mandated . . . [is] necessary for
our country and for our community . . . We should develop a payment pool,
something everyone’s paying into that's compensating for [otherwise] uncompensated
care. We can look at what it costs if we were to assign a fair value to it and we don't
need to inflate it . . . we can make it fair across the board. —ED physician 3, FG 3

Another ED physician explained their rationale for advocating for standardized values for care as
follows:

The best model would be a model that recognizes what's being done really across the
board ... The work we do is essentially the same. What's different is how you're
getting reimbursed for that, and so I think there has to be some sort of a standard,
you know. Reimbursement by fee-for-service . . . may not be the best way to do that.
Trying to cost shift or move care to different places . .. that's where things break
down ... So there has to be a model where what I do today in one city would be the
same value for somebody that presents in another state or anywhere else. —ED

physician 1, FG 2

Introducing Add-On Payments for Additional Services

Add-on payments could be offered so that EDs providing certain services to their
communities would receive differentiated payments reflective of the level and types of service
they provide to their communities. Many participants stated that, without the right level of
resources—including funding—services outside direct clinical care in the ED are unsustainable. In the
words of one ED physician, “It takes time and effort to collect the [public health] data and to share it
appropriately. Additional payments would help us to collect the data better to record things more
appropriately” (ED physician, KII 12). A chief financial officer said,

Providing the services like vaccines and things like that. Value above and beyond just
access to care and in a community—you should get reimbursed for that. You should
be rewarded for doing that and trying to improve health in the community. —Health
care organization chief financial officer, KII 8

Respondents also highlighted the work EDs do in providing transitions of care, screening services, and
addressing gun violence, among other services—work that often is not reimbursed.

Tiered or Fixed Payments

Several participants mentioned the idea that tiered or fixed payments could be made to
compensate EDs for the different levels of service that could be considered public services that
EDs provide their communities. An emergency medicine resident suggested that
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ED care [should be considered] a public service so that it gets accounted for and
reimbursed somehow on the public side of things as opposed to relying on [FES]
income. —Chief emergency medicine resident, FG 1

Rather than relying on FES arrangements for the vast majority of their revenue, EDs would be
operating with stabilized revenue streams to ensure that they could continue to provide patient care
services, public health services, and services related to mass casualty, disaster, and public health
emergency preparedness and response. One ED physician noted that this payment could be either a
flat fee or a sliding fee:

Natural disasters, national emergencies do happen, but they're rare and far between.
Yet it is the role of the emergency department to sort of be ready whenever that
strikes, so .. . supporting standby expense, a fully functional emergency department
with people ready for that earthquake to happen, if you will, that’s going to require
reimbursement because, short of the event happening, there’s no reimbursement to
have an extra nurse in the ED to have, you know, better position coverage, lab
coverage. So, yes, I do think the federal government . . . through a national defense
initiative, could support standby expenses. —ED physician, KII 3

An ED physician emphasized how, during a disaster, the community counts on hospitals, saying,

The community relies on the known fact that the hospital will be up and on all
cylinders, regardless of what happens in the local disaster . .. So, all resources should
be put to preserving that in all cases . . . to make sure that the machine keeps on going.

—ED physician 4, FG 3

Another ED physician offered the example of the PRF, which the federal government used during
the COVID-19 pandemic as a mechanism to close existing payment gaps moving forward:

For the last few years, especially since COVID, which had this little bump and it was
supplemented by the PRF, they've had a reduction in average collections per patient

depending upon the facility of probably 10 percent of what they were receiving before
COVID especially . . . that's in collections, collections per visit. —ED physician, KII 3

Value-Based Payments and Models

Participants acknowledged that participation in value-based payment models tends to
produce lower costs of care and good performance on health care metrics. Respondents
emphasized that such models aim to provide payers with the ability to rethink payment structures
based on outcomes and efficiency. As a health care organization chief innovation officer put it,

I think shared savings models work, and that's what we're doing . . . around lower cost
of care, or we focus on admissions and CT's [computed tomography scans]. Next,
we're going to focus on frequent ED use and developing those models . . . it’s given
payers the ability to . .. think about what . . . payers have the ability to do. —Chief
innovation officer, KII 9
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Single-Payer System

Some participants proposed switching from an FFS health care system to a single-payer
health care system. As one ED physician put it, “I think we should get away from having private

insurance . .. I think we should have a single-payer system that has funding for emergency care for all
individuals” (ED physician, KII 9).

Challenges for Implementing Alternate Payment Strategies

Several participants commented on potential challenges that could inhibit transitions to
alternate payment strategies. For example, regarding setting minimum payments for emergency care,
a chief medical officer said,

Ultimately, the de facto payment amount will crash down ... The NSA has taught us
that in spades. It actually happened. The floor for one community is not the floor for
another. There’s no floor that is universally applicable. —Chief medical officer, KII 6

An ED physician questioned the feasibility of various plans to fund add-on payments, since it might
be hard to convince any payer—public or private—to contribute additional funds unless it were
required by federal, state, or local policy:

Where would the money come from? Would it be coming from Medicaid? Would it
be coming from the state health department? Would it be coming from some other
source of funding . . . No government I know is going to raise their hand to say, “oh

yeah, we'd love to do that.” —ED physician 2, FG 2

On the other hand, a retired ED physician was optimistic that taxpayers in catchment areas for
acute care facilities could be supportive of fixed payments to such facilities to stabilize ED care,
suggesting that communities would be supportive of services that were likely to benefit themselves:

Even if [certain communities disliked] the idea of Obamacare . . . I guarantee you they
feel differently about health care in their own backyard and especially if you come up
with a penny per $100 of a valuation basis on property or a sales tax or something like
that. There are ways to make this case we're talking about for [an additional payment
for emergency care] above fee-for-service that in many ways will be easier to articulate
as a local solution than a federal solution. —Retired ED physician and acute care

partnership leader, FG 2

Survey Results

Informed by the results of the environmental scan, interviews and focus groups, and our study
advisory board, we developed a survey to understand the perspectives of a sample of ED directors and
financial directors from across the country who are members of the ACEP Medical Directors Section
regarding potential alternate payment strategies. Despite the response and cooperation rates being low
(see Chapter 1), the results of the survey can provide broader context for some of the responses to
questions about alternate funding strategies for emergency care that we found through the study
environmental scan, interviews, and focus groups.
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Our findings showed that 178 respondents (93 percent) were medical directors, and 13
respondents (7 percent) were reimbursement directors. Three respondents (2 percent) reported being
in their current role for less than one year, 58 (30 percent) reported being in their current role for one
to five years, 47 (24 percent) reported being in their current role for five to ten years, and 87 (45
percent) reported being in their current role for more than ten years.

The vast majority of respondents were at least somewhat familiar with emergency physician
payment issues. Among respondents, 119 (61 percent) reported being very familiar, 71 (36 percent)
somewhat familiar, and five (3 percent) not familiar at all with emergency physician payment issues.
Thirty-nine respondents (20 percent) reported that, in their group or practice setting, pay for
individual emergency physicians is primarily determined based on RV Us (i.e., productivity based), 62
(32 percent) reported that they are paid an hourly rate plus bonuses to account for differences in
RVUs, 66 (34 percent) reported being paid at an houtly rate, 32 (16 percent) reported being paid
based on an annual salary, 24 (12 percent) reported being paid an annual salary plus an RVU-based
incentive, and 18 respondents (9 percent) reported being paid through some other payment
mechanism. Those who marked “other” largely described payment mechanisms that are some
combination of the ones listed above.

A majority of respondents indicated that pay has not kept up with inflation. Seventy-three (37
percent) indicated that pay has decreased substantially, 63 (32 percent) indicated that pay has
decreased slightly, 17 (9 percent) indicated that pay has kept up with inflation, ten (5 percent)
indicated that pay has increased, and two (1 percent) were not sure. Of these respondents, 31 (16
percent) provided their thoughts on the underlying cause(s) of these payment changes. Most
respondents indicated that they are still largely working under FES. A few respondents indicated
working under capitation or said that they have experienced a movement toward capitation. Also, a
few respondents indicated a move toward value-based care. A few respondents indicated a movement
toward accountable care organizations.

Respondents described the current sources of funding for their group or practice setting.
These sources included the following: 182 (93 percent) receive payment from patient insurance for
clinical care provided, 111 (57 percent) receive hospital subsidies, 20 (10 percent) receive state or local
subsidies, 22 (10 percent) receive bundle and capitation payments, 46 (23 percent) receive pay for
performance shared savings initiatives and other accountable care organization payments, 73 (37
percent) receive quality-based incentive payments, and 11 (6 percent) indicated “other.”

A majority of respondents reported that they were “forced” to change funding sources: 53 (75
percent) reported that they were forced to make the change, 11 (15 percent) reported having sought
out the change in funding sources, and seven (10 percent) were not sure. Furthermore, 71 (46 percent)
responded that the change in funding source affected them neither positively nor negatively, 49
respondents (32 percent) reported that it affected their group negatively, 28 (18 percent) were not
sure how it affected them, and seven (5 percent) reported that the change in funding source affected
their group or practice setting positively. The small minority who responded that the change had a
positive effect mostly indicated increased compensation as the reason for the positive impact. Many
respondents who indicated that the change had a negative effect commented that payment for RVUs
has significantly dropped; that there are fewer hospital incentive stipends, fewer subsidies, and more
uncompensated care; that insurers are paying less; and that there are challenges with emergency
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physician recruitment and retention. A few indicated having less independence from hospital
administration as a result of the change.

Respondents expressed support for several alternate payment approaches for emergency care,
as shown in Table 5.2.

Table 5.2. Support for Alternate Payment Approaches

Number (Percentage)
Approach Supporting

Medicaid payment rates should be raised to match Medicare payment rates (i.e., in 168 (88%)
states where they are lower).

EMTALA should become a funded mandate through payment to EDs from 153 (80%)
commercial insurance and/or CMS.

Payments from commercial payers for clinical care should be raised to mitigate 137 (72%)
downward payment adjustments caused by the NSA.

Retrospective payment should be made to EDs for maintaining standby patient care 97 (51%)
capacity.
ED negotiations with payers regarding payment rates for clinical care provided 77 (40%)

should occur independently from hospital negotiations.

Value-based physician incentives should be negotiated from commercial insurance. 74 (39%)

We should encourage a transition toward annual global payments to EDs from 39 (20%)
payers for hospital-based care at each ED (i.e., move away from FFS).

Other (specific options not provided) 14 (7%)
No change needed 1(1%)
Not sure 6 (3%)

Respondents also indicated which sources should fund public health services provided by EDs
(e.g., screening, vaccination) in the event that the payment system for emergency care were
redesigned, as shown in Table 5.3.
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Table 5.3. Suggested Sources of Funding for Public Health Services Provided by EDs

Suggested Source Number (Percentage)
CMS 152 (82%)
Commercial insurance 113 (61%)

State budget 84 (45%)
Hospital, health system, or 69 (37%)
accountable care organization

Global payment to hospitals 48 (26%)

City budget 34 (18%)

Not sure 19 (10%)

Other (including that EDs should not 6 (3%)

have a public health role)

Respondents also indicated which sources should fund hospital-based ED preparedness and
response activities for public health emergencies, mass casualty incidents, and disasters if the
payment system for emergency care were redesigned, as shown in Table 5.4.

Table 5.4. Suggested Sources of Funding for Hospital-Based ED Preparedness and Response
Activities for Public Health Emergencies, Mass Casualty Incidents, and Disasters

Suggested Source Number (Percentage)
State budget 131 (69%)
CMS 129 (68%)
Department of Homeland Security 120 63%)
(including FEMA)

HHS (including CDC) 116 (61%)
Administration for Strategic 99 (52%)
Preparedness and Response

Commercial insurance 75 (39%)
City budget 62 (33%)
Department of Defense 49 (26%)
Global payment to hospitals 46 (24%)
Not sure 14 (7%)
Other 5 (3%)

A few of those who marked “other” commented that all the listed funding sources should
contribute. Another respondent shared a similar sentiment but also indicated that financial support
for ED-based preparedness and response would likely not happen.
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Conceptual Framework for Compensating Each Emergency Care
Value While Achieving Each Goal

As described above, the FFS system is designed to compensate EDs for addressing patients’
individual and immediate acute care needs (i.e., providing acute unscheduled care). In its current form,
the FFS model does not explicitly compensate EDs for other activities that might benefit patients,
communities, society, or society's government representatives. As aresult, EDs may forgo or
deprioritize such unfunded or underfunded activities even though they may add value to one or more
stakeholders.

In this section, we begin by describing the types of value that are explicitly funded under the
current ED FES model. Then, we describe other categories of value that some or all EDs already
provide despite the lack of explicit sources of payment.

Value Category 1: Acute Unscheduled Care Services—Compensated

Certain health insurance programs provide payments for acute unscheduled care that cover
most expenses incurred by EDs (e.g., commercial insurance, Medicare, and Medicaid programs in
states with Medicare parity).

Payments from such programs are intended to cover the costs of providing acute unscheduled care
on a 24/7 basis. Acute unscheduled care includes patient care from the time a patient arrives at an ED
until the time the decision is made to admit, transfer, or discharge the patient. Furthermore, payment
for acute unscheduled care includes compensation for assumption of liability, including for high-risk
cases referred by outpatient clinicians.

Available funding. Payments are covered by health insurance.

Funding gaps. Given the high prevalence of ED boarding, additional funding may be needed to
cover the costs of continued care coverage by ED staff for patients who are boarding for admission.

Value Category 2: Acute Unscheduled Care Services—Uncompensated or
Undercompensated

There are at least three reasons that ED visits may go uncompensated: (1) Some patients lack
health insurance coverage altogether; (2) other patients with insurance receive care, but insurance does
not pay (e.g., through retrospective payment denials or downcoding); and (3) insured patients who
have not yet reached their deductible limit lack the resources or incentive to pay their cost share or
deductible obligations. Other visits are undercompensated, such as visits for patients with Medicare or
Medicaid coverage who are cared for in EDs.

Despite payment challenges, EDs provide acute unscheduled care for all patients—even when
care is uncompensated or undercompensated—under the EMTALA mandate. EDs are required
to perform medical screening examinations and stabilize patients without regard for compensation. As
a result, EDs serving high proportions of Medicaid and/or self-pay patients are vulnerable to
permanent closure. EDs have historically used cost-sharing from other sources (for example, from
commercially insured patient visits) to cover costs incurred for uncompensated and
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undercompensated visits, but this strategy is becoming less and less viable for the reasons discussed
earlier in this chapter. An additional cause of uncompensated care costs is care for patients boarding in
the ED.

Available funding. Under current conditions, funding is limited, and costs are covered via cost-
sharing when possible. In states that have adopted Medicaid expansion and or have Medicaid parity
with Medicare (e.g., Indiana) a portion of these funding gaps may be addressed (Indiana Health
Coverage Programs, 2023).

Funding gaps. Additional sources of payment should be considered—such as from city or state
budgets—to offset losses experienced when EDs provide care that is uncompensated or
undercompensated.

Value Category 3: Public Health Services—Uncompensated or
Undercompensated

Aside from direct patient care activities under value categories 1 and 2, EDs assist with
addressing public health needs with local, state, and national implications.

Many EDs conduct prevention, surveillance and detection, and treatment activities related to
conditions with public health implications, including infectious diseases, mental health conditions,
substance use disorders, and health-related social need screening and referral.

Available funding. Funding for public health services in EDs is limited. For EDs that participate
in value-based payment programs, such as accountable care organizations, there may be some
resources. Under traditional FES arrangements, health insurers do not provide funding for public
health services, but EDs may choose to provide services through cost-sharing arrangements. Again,
this strategy is becoming less viable for the reasons covered earlier in this chapter. Under exceptional
circumstances, such as the COVID-19 pandemic, ad hoc funding sources have supported delivery of
some public health services in EDs (e.g., FEMA’s Public Assistance Program to cover uncompensated
costs of COVID-19 vaccination or testing). A very small number of EDs may have access to
philanthropic funds to support public health services.

Funding gaps. Communities would benefit if EDs had dedicated, uninterrupted funding to
support the fixed and variable costs of providing public health services.

Value Category 4: Catastrophic Standby Services (i.e., the Assurance
Value of EDs)—Uncompensated or Undercompensated

EDs are a key component of local-, state-, and national-level mass casualty incident, disaster,
and public health emergency preparedness and response. When faced with impending crises, EDs
respond by providing whatever services are required by their communities. For example, during the
COVID-19 pandemic, EDs were federally immunized to develop processes to rapidly assess and
discharge patients who were at low risk of experiencing adverse health outcomes, and they acted as
overflow ICUs when hospital-licensed ICU beds were full (Mathews et al., 2020). The value of ED
standby capacity to respond to mass casualty incidents, disasters, and public health emergencies is
apparent in their recognition as part of the national critical infrastructure by HHS (Office of the
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Assistant Secretary for Planning and Evaluation, 2023). Many incidents that EDs may be called on to
respond to have both health security implications and broader national security implications—such as
terrorist attacks, mass shootings, social unrest, and emerging infectious diseases.

EDs incur costs for preparedness and response activities that they conduct, often in
partnership with EMS providers, local hospitals, and community organizations.

Available funding. Funding for ED-based catastrophic standby services is severely limited. Some
EDs use funding from state or federal grants for preparedness and response activities. Others may get
funding from their health systems for such activities. As seen with the COVID-19 pandemic, there
were federal funding sources to help cover costs related to responding to the pandemic, including a 20-
percent increase in Medicare coverage for hospitalized patients with COVID-19 (CMS, 2023), as well
as FEMA and HRSA funding (FEMA, 2023a; HRSA, 2024c), though often with substantial delays
in reimbursement. However, historically there have not been steady funding streams to support ED
preparedness and response activities (Clancy, 2007)—even for EDs in high-risk urban centers.

Funding gaps. U.S. health security and broader national security can benefit from dedicated,
uninterrupted funding for ED preparedness and response activities—especially for EDs in high-risk
locations. Such funding, for example from CMS, through state and/or local taxes, and from the U.S.
Department of Homeland Security and/or U.S. Department of Defense, can help strengthen EDs as
an element of national critical infrastructure.
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Chapter 6

Recommendations for Sustaining
Emergency Care in the United States

To sustain emergency care in the United States, the challenges facing EDs need to be mitigated so
that the types of value conferred to different stakeholders across the nation can persist. According to
our study, the demand on EDs has increased over time, and the scope of their work has expanded. At
the same time, EDs have become a much more challenging environment in which to work, making
staff recruitment and retention difficult and threatening the ability of EDs to remain adequately
staffed and to meet the demand for emergency care services. Given declining emergency care payments
(overall, see Figure 4.5), threats of violence toward health care workers in the ED, staff burnout, and
moral injury, the multifaceted, 24/7 service of EDs may not be sustainable in the future, unless
interventions are put in place on multiple fronts.

Although the “spirit” of EMTALA—in which anyone with any condition is able to get care in an
ED anytime, regardless of their ability to pay—is largely considered critical to the practice of
emergency medicine by ED health care professionals, the unfunded nature of this mandate is not
sustainable. Given the rise in the proportion of ED visits by Medicaid patients and the drop in
Medicare and commercial insurance payments over time, the provision of uncompensated care by EDs
to uninsured and underinsured populations is not tenable and may lead to workforce attrition and/or
will put many EDs at risk of closure. Medicare anti-inflationary policies and decreases in the
subsidization of emergency care by commercial insurers, insurer downcoding and retrospective
payment denials, and the negative impacts of the NSA further compromise the financing of emergency
care. Furthermore, the growing disparity between allowable facility payments and allowable emergency
medicine professional payment could contribute to moral injury and attrition among emergency health
care professionals. We include factors that we identified in this study that contribute to
uncompensated or undercompensated emergency care in Box 6.1.

89



Box 6.1. Factors That Contribute to Uncompensated and Undercompensated
Emergency Care

e EMTALA
e NSA
e Boarding

e Downcoding

e Payment denials

o Widening of disparities between facility and professional prices and payments
o Widening of disparities between public and private payer rates

Our study interviewees indicated that competing expectations from various stakeholders make
working in EDs even more challenging. For example, we heard that, on the one hand, ED crowding
encourages them to do “screen-and-release” EMTALA exams to help mitigate high demand for
emergency care services while, on the other hand, their employer hospitals expect them to score high
on patient satisfaction surveys while minimizing legal risks. The challenge for emergency health care
professionals lies in balancing moral, ethical, and legal considerations; patient satisfaction surveys; and
the financial impact on EDs and the physician groups that staff them. These competing expectations
result in competing interests that emphasize the complex dynamics of providing timely and
appropriate care while navigating value-based metrics that can also lead to moral injury.

Figure 6.1 displays the interrelated nature of the challenges facing EDs and where interventions
are needed to sustain emergency care.
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Figure 6.1. Interrelatedness of Challenges Facing EDs
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Recommendations

In the following sections, we present recommendations for strategies to

e sustain the value of emergency care
e mitigate the challenges that emergency care faces

® ensure payment for emergency care through a proposed tiered payment model.

Table 6.1 provides a guide to the recommendation levels discussed below and illustrated in Tables

6.2, 6.3, and 6.4.
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Table 6.1. Guide to Recommendation Evidence Levels

Evidence Level Description

Level 1 Level 1 recommendations are strongly supported by the analyses. The strategies
(1) are supported by the literature review,® (2) were identified multiple times across the
interviews and focus groups,”and (3) are supported by our quantitative analysis and/or
the study survey.

Level 2 Level 2 recommendations are moderately supported by the analyses. These
interventions are supported by the literature review and were identified multiple times
across the interviews and/or focus group data.

Level 3

Level 3 recommendations have some support in the literature review or were
identified in the interviews and/or focus group data.

@ Support for a strategy in the literature means that we identified prior work that shows that the strategy is promising
and/or that it is associated with achieving the outcome of interest.

® Support for a strategy in the qualitative work indicates that the factor has valence—or is deemed as an attractive
option by interviewees—but it does not indicate whether the factor will have a positive effect on sustaining emergency

care.
Table 6.2. Recommendations for Sustaining Emergency Care Value

Evidence Value Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 1 Patients Advocate funding for the EMTALA mandate through one or
(ACEP,® health care more of the following strategies: allocating a percentage of
organizations, patient commercially insured ED visits to cover EMTALA-related care,
advocacy groups, allocating state and/or federal stipends for EMTALA-related
legislature) care, and instituting cost-sharing policies between hospitals

that transfer uninsured patients to tertiary and quaternary
facilities and receiving hospitals.

Level 1 Society at large Pursue policies to allocate city and local funds to ED care
(ACEP, health care and related activities that confer value to the broader
organizations, patient community—e.g., care for undocumented immigrants,
advocacy groups, local unhoused populations, substance use disorders, mental health
government) conditions, and, as warranted, veterans without other local

options for care.

Level 2 Health systems Work to effectively communicate ED value toward fostering
(ACEP, EDs, health broader health system resiliency and health care innovation
care organizations) and secure payment for related activities—e.g., through a

share of facility payments.

Level 2 Government Pursue policies to get ED preparedness and response

(ACEP, hospital
associations,
legislature)

activities consistently funded through city or state funding.
Bolster EDs’ role as critical national infrastructure in the
context of mass casualty incidents, disasters, and public health
emergencies, especially in areas of the country at high risk for
such incidences, through funding from the Department of
Homeland Security and/or the Department of Defense.
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Evidence Value Strategy Category
Level (Key Stakeholders®) Specific Strategies
Level 3 Payers Partner with payers to advocate making EMTALA a funded
(EDs, health care mandate through state and/or federal contributions.
organizations, legislature) Work to demonstrate the value of emergency care to payers
using data related to (1) cost savings and improved patient
outcomes through timely diagnosis and treatment and
(2) hospitalizations prevented by treating and releasing ED
patients.
Level 3 Society at large Contribute to community resilience by joining existing

(EDs, health care
organizations, community
organizations, first-
responder agencies, health
departments)

community coalitions to improve both routine resilience and
community resilience in the context of mass casualty incidents,
disasters, and public health emergencies.

@ Key stakeholders include those that are important for and invested in implementation and/or those that will benefit as
a result of the strategy.

® This could be ACEP or other organizations that advocate for emergency medicine.

Table 6.3. Recommendations for Mitigating Emergency Care Challenges

Challenge

Evidence Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 1 EMTALA Secure funding for unfunded care that EMTALA mandates—
(ACEP,° payers, for example, through a federal stipend based on the nhumber
health care organizations, of uninsured and underinsured patients cared for by individual
legislature) EDs or multiple EDs in the same health system.

Develop uninsured and underinsured patient compensation
benchmarks so that EDs are compensated commensurate
with the level of indigent care they provide.

Level 1 ED crowding Invest in expanding primary care capacity.

(health care organizations, Develop and implement strategies to address ED boarding—
legislature) a root cause of ED crowding.

Level 1 ED boarding Advocate state or federal ED boarding policies that provide
(health care organizations, financial incentives and/or penalties for hospitals to address
legislature) ED boarding.

Improve hospital space utilization through in-patient hallway
boarding, using flexible expansion areas for patient care,
“smoothing” elective admissions, and using strategies for
efficient inpatient and observation discharge.

Level 1 ED violence Enforce hospital anti-violence policies.

(ACEP, health care Institute state or federal laws that protect health care workers
organizations, legislature) by increasing the legal consequences for violence against
health care workers.

Level 2 Emergency care advocacy Improve communication of the value of EDs to the public

(ACEP, EDs)

through coordinated public relations campaigns.
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Challenge

Evidence Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 2 Workforce attrition Leverage voice recognition and artificial intelligence
(ACEP, EDs, health technology to reduce documentation burden.
care organizations, Work to retain the emergency nurse workforce by providing
legislation) supportive management, maintaining manageable nurse-to-

patient ratios, retaining older and more experienced nurses to
increase nurse workplace engagement, improving workplace
professionalism, and using licensed practical nurses to reduce
nurse workload.

Address burnout and attrition among emergency health
professionals, especially among resident emergency
physicians, by addressing mistreatment in the ED, including
targeted interventions to reduce attrition among female
residents and ethnic/racial minority groups who are at higher
risk of leaving emergency medicine residency.

Increase emergency medicine resident recruitment by
increasing emergency medicine physician payment and/or
lowering the cost of medical education, expanding loan
repayment programs, and improving the image of the ED work
environment.

Level 2 ED crowding Use NPPs in EDs to expand care capacity across the range of
(health care organizations, patient acuity, under the supervision of emergency physicians
legislature) and through robust protocols for NPP oversight to ensure care

quality.

Level 3 ED closures Prevent rural ED closures by charging marginal amounts on
(ACEP, EDs, legislature) local, state, and/or federal property or sales taxes.

Tailor solutions by geography, given differences in the nature
of challenges across communities at risk of hospital-based ED
closure.

Level 3 Emergency care advocacy Improve emergency medicine advocacy by identifying
(ACEP, health care common objectives with hospital associations and medicine
organizations, legislature) more broadly.

Level 3 NSA Advocate policies to lower IDR administrative fees, expedite
(ACEP, other hospital-based the IDR process, and allow for batching.
physician specialties, Implement audits to validate initial payments under the NSA.
regulators, legislature) Implement penalties for insurers that do not make timely

payment after arbitration decisions to ensure accountability.
Implement policies that ensure that contract terms with
insurers are enforced and unfair cancellations are prevented.

Level 3 Insufficient resources for Develop special CPT codes for public health-related work.

public health roles
(ACEP, EDs, health
departments, legislature)

Develop partnerships with health departments that include
information- and resource-sharing for public health prevention,
detection, and intervention.
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Challenge

Evidence Strategy Category

Level (Key Stakeholders®) Specific Strategies

Level 3 ED boarding e Collaborate with skilled nursing facilities and mental health
(health care organizations, services to improve ED patient flow.
educational entities) o Put processes in place for direct patient admissions from

the ED, circumventing emergency workup.

e Create an inpatient area in the ED dedicated to the care of
admitted patients.

e Advocate the development of federally mandated hospital
boarding metrics to track and more effectively address ED
boarding.

e Use full-capacity protocols that distribute admitted ED
patients to any open bed in the hospital.

e Use a hospitalist-led team to care for ED-boarded patients.

Level 3 ED crowding e Implement public awareness campaigns on indications for
(EDs, health care patients to present to the ED for care, encourage community-
organizations, EMS, based care alternatives, and develop ED and urgent care
educational entities) partnerships to divert non-urgent cases.

e Use tele-intake for off-site patient triage.

o Use telehealth for communication with emergency medical
services for patient triage in the field or en route.

¢ Implement physician in triage (PIT).

Level 3 Workforce attrition o Institute employee wellness programs to address workforce
(EDs, health care burnout and related poor mental health and attrition,
organizations) particularly among pediatric emergency health care

professionals.

Level 3 Rise in patient acuity o Use NPPs to manage lower acuity patients so emergency
(ACEP, EDs) physicians can focus on higher acuity patients in the ED.

@ Key stakeholders include those that are important for and invested in implementation and/or those that will benefit as
a result of the strategy.

® This could be ACEP or other organizations that advocate for emergency medicine.

Table 6.4. Recommendations for Emergency Care Payment

Payment
Evidence Strategy Category
Level (Key Stakeholders?) Specific Strategies
Level 1 Medicaid payment o Advocate Medicaid expansion in states that have not
(ACEP,’ patient advocacy adopted it yet.
groups, CMS, legislature) e Advocate Medicaid parity with Medicare.
e Advocate Medicaid coverage of uninsured screening exams.
Level 1 Commercial payment e Advocate policies requiring a minimum emergency physician
(ACEP, legislature) professional fee as a percentage of facility fees.
e Legislate mandatory commercial coverage for all ED visits, at
the level of services provided, paid promptly and in full.
Level 2 Medicare payment e Legislate annual inflationary increases to the physician fee
(ACEP, CMS, legislature) schedules (as already exists for facilities).
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Payment

Evidence Strategy Category
Level (Key Stakeholders®?) Specific Strategies
Level 2 Commercial payment e Require insurance entities, not the emergency care
(ACEP, legislature) professionals or hospitals, to collect deductibles and copays
from their enrollees.
Level 2 Uncompensated care e Partner with payers to advocate changing EMTALA to a
(ACEP, payers, legislature) funded mandate through payment mechanisms from local,
state, and federal funding sources.
Level 3 Medicaid payment e Mandate Medicaid to pay for EMTALA screening exams,
(ACEP, CMS, legislature) regardless of the final diagnosis.
¢ Legislate mandatory annual inflationary adjustments built in
to the fee schedules for physicians for Medicaid.
Level 3 Commercial payment e Implement federal or state policies to prohibit retrospective
(ACEP, EDs, legislature) payment denials based on failure to comply with the “prudent

layperson standard.”

e Advocate for EDs to be directly involved in hospital contract
negotiations with insurers.

e Implement a legislative fix to NSA flaws so that payers must
pay in full any IDR judgment to the prevailing physicians within
a preset time frame.

e Advocate for emergency physician groups to be directly
involved and supported in hospital contract negotiations with
insurers.

@ Key stakeholders include those that are important for and invested in implementation and/or those that will benefit as
a result of the strategy.
® This could be ACEP or other organizations that advocate for emergency medicine.

Proposed Tiered Payment Model for Emergency Care

Using the results of the study analyses presented in Chapters 3, 4, and 5, we propose a tiered
payment model for emergency care to sustain and expand the different types of value provided by EDs
and to address the challenges EDs face by implementing policies supported by strategies we
recommend in Tables 6.2 through 6.4 (Figure 6.2). Because services provided by different EDs across
the United States are variable in nature, and because incremental adjustments to a complex health
system are more practical to implement than a complete system overhaul, we propose a tiered
payment model that builds on the existing payment system while implementing several payment
innovations (adjustments to existing payment tiers) and adding new funding sources (new
payment tiers).
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Figure 6.2. Mapping Existing Funding to Each ED Value
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Proposed Tiered Payment Strategies to Fund Each Layer of Value

The current FES and capitation payment systems fund the “foundational” Tier 1 layer of the ED
“pyramid.” Acknowledging that a complete reorganization of public and private insurance is unlikely
and impractical, we propose keeping the existing Tier 1 funding mechanisms illustrated in Figure 6.2,
including the solid blue arrows that point to the Tier 1 values they are funding.

A main, overarching challenge facing EDs is that these existing Tier 1 funding mechanisms—
particularly the commercial (private) insurance payments—are funding Tier 2 and Tier 3 public
services, as depicted by red arrows. However, when purchasers of commercial or private insurance
attempt to rein in their payments, this exposes ED physicians and other parts of the health care
system to unsustainable financial pressure if not accompanied by a corresponding increase in public
funding (and/or budget reallocation within the hospital or system) to pay for Tiers 2 and 3.
Independent ED physicians usually experience this financial pressure to a greater extent than hospital
facilities do, since independent ED physicians do not have access to hospital and health system
resources, including (in some cases) the hospital's Medicaid DSH supplemental funding resources,
hospital-specific “Targeted Distributions” from the PRF, and the facility portion of ED visit
payments, for example.

To finance (and therefore preserve) Tier 2 and Tier 3 values, we propose supplementing the red
arrow funding with the following new funding mechanisms (represented by dotted arrows).
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Variability in ED Situations Requires Tailoring Recommendations to Each
Situation

There is no set of recommendations that will fit all EDs. Consequently, we propose the

following conditions for when to implement our recommendations for a tiered emergency care

payment model:

For all EDs that employ independent ED physicians, we recommend all the proposals below
that reference independent ED physicians—proposals 1a, 1b, and 1d. Regardless of the
hospital’s or system’s financial situation, independent ED physician groups’ financial
challenges need to be addressed to sustain their contributions to emergency care values.

For EDs that belong to larger hospital or health system organizations, do not employ
independent ED physicians, and have large operating surpluses, only the proposals that
incentivize the larger organization to reallocate more of its operating surplus to its EDs are
applicable (proposals 1c, 1d, and 2). These hospitals or health systems should already be able
to allocate more of their operating surplus to the ED facilities and physicians that they
employ. The recommendations below are not intended to inflate hospital or health system
financial surpluses that already exist; they are intended to prevent operating deficits while
incentivizing the reallocation of some organizations’ operating surpluses to their EDs.

For EDs that belong to organizations that do not experience significant operating surpluses,
we recommend all the proposals below.

This list of proposals has the benefit of helping to strengthen EDs’ sustainability even if not all are

implemented; the proposals are modular, except for recommendation 1c, which sometimes depends

on first increasing public funding. So, although we are recommending all the following proposals, if

only a subset are implemented but the others are never realized, new funding can still incrementally

help to sustain the values that EDs provide:

1. To fund and preserve the Tier 2 unfunded safety net health care (e.g., the 20 percent of

billed ED physician care that is never paid; see Figure 4.2) and Tier 3a public health functions
that EDs already provide, we propose the following:

a. Establish a payment mechanism administered by HRSA to pay for specific health
services not already covered by insurance, including EMTALA-mandated screening
exams. This program would function in a similar manner to the HRSA Uninsured
Program and Coverage Assistance Fund program that paid for COVID-19 care. Instead
of making this HRSA program reactive to a future public health emergency, we propose
making the new HRSA program applicable to any vaccination or other targeted public
health—related service that bolsters the nation’s immunity or resilience to public health
threats, including the public health challenges outlined in Chapter 3. The new HRSA
program would require EDs to bill HRSA only if and when the public health service is not
reimbursed by other insurance or other funding sources. By committing to ongoing
investment in public health infrastructure, including some services that are regularly
provided by EDs (see Chapter 2), communities will be better positioned to reduce the

98



financial burden of future public health challenges. The choice is to invest now or pay
more later.

b. Expand and reshape Medicaid DSH. Existing Medicaid DSH payments are designed to
address part of the financial shortfall caused by some underfunded or unpaid visits, but it
is not clear how much of the DSH payments reach ED budgets, especially the budgets for
ED physicians who are not employed by the hospital or health system. Therefore, we
propose expanding DSH and creating formula and payment infrastructure to dividle DSH
payments into facility and professional portions (i.e., “DSH for Docs”) to facilitate the
allocation of DSH funding across all provider organizations contributing to ED care.

c. Implementing proposals 1a and 1b reduces the gap between public and private payments,
the first step to reducing reliance on private funding for unfunded ED safety net and
public health services. As explained in Chapter 5, experts disagree about whether it is
appropriate for private payers to fund public services. According to our study findings, we
argue that EDs have suffered and would continue to suffer in the short term if commercial
payments fall but would benefit in the long run if EDs’ public services can be funded by
public (tax) money. In most cases, to ensure the continuity of ED operations, reductions
in this gap must first come from increases in public payments, which will sometimes
leave room (in cases in which hospitals have operating financial surpluses) for possible
reductions in commercial payments. Implementing this proposal will require, in most
cases, implementing proposals 1a, 1b, 1d, and/or 2a before bringing down commercial
allowable amounts.

d. Enact federal legislation limiting how much ED facility and professional allowed
amounts (i.e., negotiated prices) for each type of ED visit diverge from each other (i.e.,
hold constant or within a tighter range the ratios of each CPT’s facility and professional
allowed amounts per visit). Implementing this proposal would require researching what
percentage differential between facility and professional payments may be appropriate for
each CPT. This determination will help independent emergency physicians, in particular,
leverage the bargaining power with payers that hospitals have, reducing their percentage of
unfunded care in the context of hospital purchases of independent physician groups and
NSA impacts on commercial payments (see Chapters 4 and 5).

To pay for Tier 3b mass casualty incident, disaster, and public health emergency preparedness
and response functions that EDs are expected to provide, establish an entirely new
Emergency Department Standby Capacity Payment System (EDSCPS) funded primarily
by state and/or local governments (with supplemental federal or state funding to incentivize
uptake and to facilitate startup implementation). This funding would work much like the
emergency services (fire department, police, etc.) model of funding, whereby each ED location
would receive annual funding in exchange for the proven maintenance of ED service-related
capacity. When considering that the federal CARES Act allocated $175 billion to PRF health
care (HRSA, 2024a), followed by more than $61 billion in FEMA Public Assistance funding
for hospitals (FEMA, 2023b), it becomes clear that society is willing to finance emergency care
after the fact but has less motivation to prepare for and mitigate the effects of public health
emergencies before they occur. HHS'’s Center for the Biomedical Advanced Research and
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Development Authority and Administration for Strategic Preparedness and Response may

also play a role in funding and promoting partnerships with EDs to promote long-term

sustainability of the United States’ ability to respond to chemical, biological, radiological, and

nuclear incidents; pandemic influenza; and emerging infectious diseases, as outlined in their

strategic plans (Biomedical Advanced Research and Development Authority, 2022). There are

factors that would make administering the proposed EDSCPS more complex and more

difficult than administering programs that fund fire departments. In this report, we outline

how these factors affect EDSCPS program design and provide broad guidelines and principles

to apply to any EDSCPS design, but further research and refinement of how to measure

provider finances and capacity using publicly available data would be required to refine and

pilot this proposal in ED service area communities. The factors are as follows:

a.

EDs usually belong to larger organizations (hospitals and/or health systems), making
it important to take into account the broader organization’s financial position and
budgetary incentives before setting EDSCPS payments for that ED. For example, it is
important not to let EDSCPS payments lead to reductions in the overall organization’s
allocation of resources to its ED(s), and it is important to not place additional (financial or
other) reporting requirements on hospitals. Measurements of organizations’ financial
operating margins can in almost all cases come from publicly available audited financial
statements (FEMA Coronavirus Disease 2019 Public Assistance Technical Assistance
Study Development and Implementation Group, 2024). EDSCPS should incentivize
hospitals and other health care organizations to increase their allocation of resources to
their ED(s) because maintaining additional ED capacity would generate additional
EDSCPS revenues for the organization.

In any given month, EDs in some cities may have more unused capacity than EDs
from other cities. Particularly in cities where several EDs may function in a shared or
overlapping market service area, the community’s ED capacity may best be measured
across several EDs instead of within one ED. Reconciling fire department budgets across
fire stations is sometimes necessary, but doing so across EDs would be even more complex.

i. EDsin rural areas are less able to rely on a neighboring network of EDs to provide
spare capacity during times of exceptional demand for ED services, so those EDs will
be more likely to require supplemental EDSCPS revenues to maintain any ED
capacity, let alone exceptional ED capacity.

The biggest challenge facing any proposed EDSCPS would be distinguishing between
the “preexisting” or “normal” ED capacity (green portions of Figure 5.1) that EDs
maintain to support health care funded by public and private payers from the “above-
and-beyond” capacity (red portions of Figure 5.1) that the EDSCPS would help to
establish before (not when) it is needed. During times when EDs experience a surge in
use, regular FFS and capitation payments from public and private payers are more likely to
keep up with operating expenses, but these payments cannot be expected to be sufficient to
fund unused ED capacity during months when demand is lower.
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To address factors 2a, 2b, and 2c, we propose calculating each ED’s EDSCPS payment

retrospectively, using a formula that factors in the following:

EDSCPS payments should be based on the ED’s portion of the local service area’s quality
and severity-adjusted ED visit services that it has provided during the most recent five-
year period. In other words, the EDSCPS calculation should allocate a given amount of
money to a service area, then divide that pot of money among participating EDs in that service
area (without completely excluding any EDs), which acknowledges the fact that EDs
coordinate and collaborate during surges in demand for ED services. This principle also
acknowledges that subsidizing capacity at only one ED in a service area could put competitive
pressure on all other EDs in that same service area, so the entire ED network in an area must
be supported as a whole.

Each ED’s maximum monthly number of actual quality and severity-adjusted ED visit
services during the past 12 months can also be used to measure that ED’s proven capacity.
This retrospective measure may be the simplest and most foolproof way to measure the
existence of each ED’s excess capacity—e.g,, if an ED provides 1,000 quality and severity-
adjusted ED units of services to patients during June and 500 units in each other month of a
year, the ED has proven its capacity to provide at least 1,000 units of ED service per month
and has proven that it requires some EDSCPS payment for maintaining (but not using) a 500
service unit per month capacity in all other months.

—  The goal of EDSCPS in this scenario is to incentivize this ED to maintain the capacity
to provide 1,000—or even 2,000—units of ED services to patients per month instead
of assuming that the ED may divert some patients to other EDs during unusual surges
in demand. The ED that is prepared to meet full demand without diverting those
patients to other parts of the health system will be able to maximize its EDSCPS
payments, whereas EDs today mainly have FES incentives to prepare to treat all
patients who might arrive during an unusual spike in demand. The fact that
ambulance diversions from EDs often occur (Tuller, 2016), and the fact that many
EDs were overwhelmed during the COVID-19 pandemic (Mareiniss, 2020), suggests
that FFS incentives are not sufficient to motivate hospitals and health systems to
invest in additional capacity to treat higher levels of demand.

Study Limitations and Future Directions

Our study had several limitations. The majority of the study advisory board members and

interviewees were emergency medicine health care professionals. Because the goal of the study was to

identify strategies to sustain emergency care, including perspectives from this group was critical.

Although we included a few non-emergency medicine health care professionals as advisory board

members and interviewees, it is possible that some of the study recommendations would be different,

or some recommendations would not make it to the list of strategies, had we included more non-

emergency medicine perspectives. The study’s mixed-methods approach—including analysis of

multiple data sources in addressing each study objective—may have helped capture important non-
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emergency medicine perspectives (for example, through the environmental scan). Furthermore, this
report focuses on emergency care provided by hospital-based EDs and does not include an evaluation
of free-standing EDs, which may have important implications for one or more objectives of this study.
Also, the role of EMS—in charge of prehospital care in the United States—is closely tied with EDs
but was not evaluated in this study due to time and resource limitations. Future studies should
consider the role of free-standing EDs and EMS in sustaining emergency care in the United States.

Another limitation that is important to note is the fact that the study literature review was an
environmental scan and, as such, was aimed at capturing a broad situational overview, as opposed to
identifying every pertinent study and evaluating the quality of each study (as is typical of systematic
reviews). As a result, not all key publications may have been captured—including those that were
published after we completed the study environmental scan in 2023.

Lastly, although we identified specific funding sources for many of the study recommendations,
future research should build on this work and investigate funding sources for additional emergency
care payment (e.g., for additional DSH funds) and develop an implementation strategy for the
proposed tiered payment model.
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Appendix A

Environmental Scan Search Strategy

Tables A.1-A.10 provide information about the search strategies we used and the results from the
peer-reviewed and gray literature for objectives 1-4.
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Table A.1. Objective 1 PubMed Search Strategy

Set Number

Number

Search of Results

1
(Emergency
medicine)

(“hospital emergency”[tiab] OR “emergency department*’[tiab] OR “emergency 364,094
service*”[tiab] OR “emergency treatment*”[tiab] OR “emergency unit*’[tiab] OR
“emergency room*”[tiab] OR “emergency ward*”[tiab] OR “emergency
patient*”[tiab] OR “emergency department utiliz*”[tiab] OR “accident
emergency”[tiab:~2] OR “emergency health service*”[tiab] OR “emergency
care”[tiab] OR “emergency physician*’[tiab] OR “emergency nurs*’[tiab] OR
ambulance*{tiab] OR “emergency mobile unit*’[tiab] OR “emergency
transport*”[tiab] OR “air transport*”[tiab] OR “emergency responder*’[tiab] OR “First
Responder*”[tiab] OR “emergency medical technician*”[tiab] OR EMT][tiab] OR
EMTs[tiab] OR paramedic*(tiab] OR “prehospital care”[tiab] OR “pre hospital
care”[tiab] OR “Emergency Medicine”[MAJR] OR “Emergency Service,
Hospital”[MAJR] OR Paramedicine[MAJR] OR “Emergency Medical Services”’[MAJR]
OR “Emergency Treatment’[MAJR] OR “Emergency Nursing”’[MAJR] OR
“Emergency Medical Technicians”[MAJR] OR Paramedics[MAJR))

2

(Value and
outcome
measures)

((value*tiab] OR valuat*{tiab]) AND (assess*[tiab] OR evaluat*[tiab] OR measur*[tiab]
OR analy*[tiab] OR estimat*[tiab] OR forecast*[tiab] OR framework*)) OR “cost
benefit”[tiab] OR “outcome measure*’[tiab] OR “patient outcome assessment*”[tiab]
OR “Outcome and Process Assessment, Health Care”’[MAJR] OR “Outcome
Assessment, Health Care”[MAJR] OR “Cost-Benefit Analysis”’[MAJR] OR “Value-
Based Health Care”’[MAJR] OR “Spatial Analysis” OR “Patient Outcome
Assessment’[MAJR]

2,040,319

3
(Impact
factors)

“hospital closure*’[tiab] OR “closing hospital”[tiab:~2] OR “emergency department 777,731
closure*”[tiab] OR “health system restructuring*”[tiab] OR “health system
reorganiz*’[tiab] OR “hospital restructuring*”’[tiab] OR “hospital reorganiz*”[tiab] OR
“hospital consolidation*”[tiab] OR ((hospital*{tiab] OR “health system*”[tiab] OR
“health care system*”[tiab]) AND (merger*tiab] OR acquisition*tiab])) OR “health
care consolidation*”[tiab] OR “health catchment area*”[tiab] OR ((hospital*[tiab] OR
emergency[tiab]) AND (“driving distance*”[tiab] OR “travel distance*”[tiab] OR
mileage(tiab] OR “travel time”[tiab] OR “proximity closest”[tiab:~2] OR “proximity
nearest”[tiab:~2] OR “ambulance diversion*”[tiab])) OR “access to care”[tiab] OR
“geographic access”[tiab] OR “spatial access”[tiab] OR “Health Facility
Closure”[MAJR] OR “Health Facility Merger’[MAJR] OR “Health Services
Accessibility”[MAJR] OR “Delivery of Health Care”[MAJR] OR “Hospital
Restructuring”[MAJR] OR “Health Services Needs and Demand”’[MAJR] OR
“Regional Medical Programs”[MAJR] OR “Regional Health Planning”[MAJR] OR
“Catchment Area, Health”[MAJR] OR “Rural Health Services"[MAJR]

4

(Communities)

(society[tiab] OR societies[tiab] OR stakeholder*{tiab] OR community[tiab] OR
communities[tiab] OR neighborhood*[tiab] OR city[tiab] OR cities[tiab] OR
county[tiab] OR counties[tiab] OR regional[tiab] OR “rural health”[tiab] OR “rural
population*”[tiab] OR “rural hospital*"[tiab] OR national[tiab] OR “national
security”[tiab] OR uninsured[tiab] OR underinsured[tiab] OR “indigent care”[tiab] OR
“uncompensated care”[tiab] OR “healthcare disparit*’[tiab] OR “health care
disparit*’[tiab] OR “medically underserved”[tiab] OR “socioeconomic disparit*”[tiab]
OR “Medically Underserved Area”[MAJR] OR “Resource-Limited Settings”’[MAJR]
OR “Medically Uninsured”[MAJR] OR “Medical Indigency”[MAJR] OR
“Uncompensated Care”[MAJR] OR “Healthcare Disparities’[MAJR] OR “Health
Policy”[MAJR] OR “Health Care Reform”[MAJR])

2,248,023
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Set Number

Number
Search of Results

5

(States plus
Washington,
D.C)

“United States”[tiab] OR “US”[tiab] OR “U.S.”[tiab] OR “USA”[tiab] OR “U.S.A."[tiab] 2,387,781
OR Alabama|tiab] OR Alaska[tiab] OR Arizona[tiab] OR Arkansas[tiab] OR
California[tiab] OR Colorado[tiab] OR Connecticut[tiab] OR Delaware[tiab] OR
Florida[tiab] OR Georgia[tiab] OR Hawaii[tiab] OR Idaho[tiab] OR lllinois[tiab] OR
Indiana[tiab] OR lowa[tiab] OR Kansas[tiab] OR Kentucky[tiab] OR Louisiana[tiab] OR
Maine[tiab] OR Maryland[tiab] OR Massachusetts[tiab] OR Michigan[tiab] OR
Minnesota[tiab] OR Mississippi[tiab] OR Missouri[tiab] OR Montana[tiab] OR
Nebraska[tiab] OR Nevada[tiab] OR “New Hampshire”[tiab] OR “New Jersey”[tiab]
OR “New Mexico”[tiab] OR “New York”[tiab] OR “North Carolina”[tiab] OR “North
Dakota”[tiab] OR Ohio[tiab] OR Oklahoma[tiab] OR Oregon[tiab] OR
Pennsylvania[tiab] OR “Rhode Island”[tiab] OR “South Carolina”[tiab] OR “South
Dakota”[tiab] OR Tennessee[tiab] OR Texas[tiab] OR Utah[tiab] OR Vermont([tiab]
OR Virginia[tiab] OR Washington[tiab] OR “West Virginia”[tiab] OR Wisconsin[tiab]
OR Wyoming[tiab] OR “United States”[Mesh] OR Alabama[Mesh] OR Alaska[Mesh]
OR Arizona[Mesh] OR Arkansas[Mesh] OR CalifornialMesh] OR Colorado[Mesh] OR
Connecticut{Mesh] OR Delaware[Mesh] OR Florida[Mesh] OR Georgia[Mesh] OR
Hawaii[Mesh] OR Idaho[Mesh] OR lllinois[Mesh] OR Indiana[Mesh] OR lowa[Mesh]
OR Kansas[Mesh] OR Kentucky[Mesh] OR Louisiana[Mesh] OR Maine[Mesh] OR
Maryland[Mesh] OR Massachusetts[Mesh] OR Michigan[Mesh] OR Minnesota[Mesh]
OR Mississippi[Mesh] OR Missouri{Mesh] OR Montana[Mesh] OR Nebraska[Mesh]
OR Nevada[Mesh] OR “New Hampshire”[Mesh] OR “New Jersey”[Mesh] OR “New
Mexico”’[Mesh] OR “New York”[Mesh] OR “North Carolina”[Mesh] OR “North
Dakota”[Mesh] OR Ohio[Mesh] OR Oklahoma[Mesh] OR Oregon[Mesh] OR
Pennsylvania[Mesh] OR “Rhode Island”’[Mesh] OR “South Carolina”’[Mesh] OR
“South Dakota”[Mesh] OR Tennessee[Mesh] OR Texas[Mesh] OR Utah[Mesh] OR
Vermont[Mesh] OR VirginialMesh] OR Washington[Mesh] OR “West Virginia”’[Mesh]
OR Wisconsin[Mesh] OR Wyoming[Mesh]

6

#1 AND #2 AND #3 AND #4 AND #5 518

7

#6 AND ((2012/1/1:2023/12/31[pdat]) AND (english[Filter])) 310

8
(COVID-19)

(coronavirus*[tiab] OR covid*[tiab] OR “corona virus*”[tiab] OR “SARS CoV 2[tiab] 392,621
OR SARSCoV2[tiab] OR SARSCoV-2[tiab] OR “2019 nCOV"[tiab] OR 2019nCoV[tiab]

OR “nCOQOV 197[tiab] OR “nCov 20197[tiab] OR COVID-19[MAJR] OR “COVID-19

Testing”[MAJR] OR “Coronavirus Infections”[MAJR] OR “Coronavirus”[Mesh:NoExp]

OR “SARS-CoV-2"[MAJR))

#7 AND #8 6

105



Table A.2. Objective 1 Web of Science Core Collection Search Strategy

Set Number

Search

Number of
Results

1
(Emergency
medicine)

TS=(*hospital emergency” OR “emergency department*” OR “emergency
service*” OR “emergency treatment*” OR “emergency unit*” OR “emergency
room*” OR “emergency ward*” OR “emergency patient*” OR “emergency
department utiliz*” OR “accident emergency”[tiab:~2] OR “emergency health
service*” OR “emergency care” OR “emergency physician*” OR “emergency
nurs*” OR ambulance* OR “emergency mobile unit*” OR “emergency
transport*” OR “air transport*” OR “emergency responder*” OR “First
Responder*” OR “emergency medical technician*” OR EMT OR EMTs OR
paramedic* OR “prehospital care” OR “pre hospital care”)

235,779

2

(Value and
outcome
measures)

TS=(((value* OR valuat®) NEAR/2 (assess* OR evaluat* OR measur* OR analy*
OR estimat* OR forecast* OR framework*)) OR “cost benefit” OR “outcome
measure*” OR “patient outcome assessment*” OR ((outcome* OR process®)
NEAR/2 assess*) OR “spatial analy*”)

744,456

3
(Impact factors)

TS=(*hospital closure*” OR “closing hospital*” OR “emergency department
closure®” OR ((“health system™ OR hospital* OR “health facilit*” OR “health
care*” OR healthcare*) NEAR/2 (reorganiz* OR restructuring* OR consolidation*
OR merger* OR acquisition*)) OR “health catchment area*” OR ((hospital* OR
emergency) AND (“driving distance*” OR “travel distance*” OR mileage OR
“travel time”)) OR (proximity NEAR/2 (closest OR nearest)) OR “ambulance
diversion*” OR “access to care” OR “geographic access” OR “spatial access”
OR “health facility closure*” OR “health services access*” OR (delivery NEAR/2
(healthcare OR “health care” OR “patient care” OR “health service*”)) OR
(“health service® NEAR/2 (need* OR demand*)) OR “regional medical
program*” OR “regional health planning*” OR “rural health service*”)

85,957

4
(Communities)

TS=(society OR societies OR stakeholder* OR community OR communities OR
neighborhood* OR city OR cities OR county OR counties OR regional OR “rural
health” OR “rural population*” OR “rural hospital*” OR national OR “national
security” OR uninsured OR underinsured OR “indigent care” OR
“uncompensated care” OR “healthcare disparit*” OR “health care disparit*” OR
“medically underserved” OR “socioeconomic disparit*” OR “resource limited
setting* OR “medical indigency” OR “health policy” OR “health care reform”
OR “healthcare reform”)

4,591,942

#1 AND #2 AND #3 AND #4

142

#5 AND (PY==(“2023” OR “2022” OR “2021” OR “2020” OR “2019” OR “2018”
OR “2017” OR “2016” OR “2015” OR “2014” OR “2013” OR “2012”) AND
DT==(“ARTICLE” OR “REVIEW” OR “EARLY ACCESS”) AND LA==(“ENGLISH”)
AND CU==(“USA"))

43

7
(COVID-19)

TS=(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2” OR
SARSCoV2 OR SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19”
OR “nCov 2019%)

475,250

#7 AND #8
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Table A.3. Objective 2 PubMed Search Strategy

Set Number

Number of
Search Results

1
(Emergency
medicine)

“hospital emergency”[tiab] OR “emergency department*”[tiab] OR “emergency 315,376
service*”[tiab] OR “emergency treatment*”[tiab] OR “emergency unit*’[tiab] OR

“emergency room*”[tiab] OR “emergency ward*”[tiab] OR “emergency

patient*’[tiab] OR “accident emergency”[tiab:~2] OR “emergency health

service*”[tiab] OR “emergency care”[tiab] OR ambulance*{tiab] OR “emergency

mobile unit*”[tiab] OR “emergency transport*’[tiab] OR “air transport*”[tiab] OR

“prehospital care”[tiab] OR “pre hospital care”[tiab] OR “Emergency

Medicine”[MAJR] OR “Emergency Service, Hospital’IMAJR] OR

Paramedicine[MAJR] OR “Emergency Medical Services’[MAJR] OR “Emergency
Treatment’[MAJR]

2
(Staffing)

(“emergency physician*”[tiab] OR “emergency nurs*”[tiab] OR “emergency 1,611,903
responder*’[tiab] OR “First Responder*’[tiab] OR “emergency medical

technician*’[tiab] OR “EMT"[tiab] OR “EMTs”[tiab] OR paramedic*[tiab] OR

staff*[tiab] OR workforce*[tiab] OR “work force*”[tiab] OR doctor*[tiab] OR

physician*[tiab] OR practitioner*[tiab] OR providertiab] OR nurse*tiab] OR

resident’[tiab] OR “Physicians”’[MAJR] OR “Emergency Medical

Technicians”[MAJR] OR Paramedics|MAJR] OR “Emergency Nursing”[MAJR))

3
(Capacity)

“surge capacity”[tiab] OR “bed capacity”[tiab] OR “hospital capacity”[tiab] OR 190,312
“hospital occupancy”[tiab] OR “bed occupancy”[tiab] OR “hallway bed*”[tiab] OR

“care capacity”[tiab] OR staffing[tiab] OR “staff shortage*”[tiab] OR saturation[tiab]

OR crowding*[tiab] OR overcrowd*{tiab] OR “over crowd*”[tiab] OR

“boarding”[tiab] OR workload*[tiab] OR (ambulance*[tiab] AND (“offload

delay*”[tiab] OR “offload time*”[tiab] OR ramping*[tiab] OR diversion*[tiab] OR

divert*tiab] OR “time delay*”[tiab] OR redirect*[tiab] OR “wall time*”[tiab])) OR

“Surge Capacity”[MAJR] OR “Hospital Bed Capacity’[MAJR] OR Crowding[MAJR]

OR “Ambulance Diversion”[MAJR]

4
(Staff burnout)

retain*{tiab] OR retention[tiab] OR burnout*tiab] OR “burn out*’[tiab] OR 786,761
turnover*[tiab] OR “turn over*”[tiab] OR attrition[tiab] OR retire*[tiab] OR

retiring*[tiab] OR “well-being”[tiab] OR wellbeing[tiab] OR “career intention*”[tiab]

OR “job satisfaction”[tiab] OR “career satisfaction”[tiab] OR “work

satisfaction”[tiab] OR “job dissatisfaction”[tiab] OR “career dissatisfaction”[tiab]

OR “work dissatisfaction”[tiab] OR “compassion fatigue”[tiab] OR “secondary

trauma’[tiab] OR “occupational stress*”[tiab] OR “second victim*”[tiab] OR “moral
distress”[tiab] OR “traumatic stress*”[tiab] OR “Burnout, Professional’[MAJR] OR

“Burnout, Psychological’[MAJR] OR “Compassion Fatigue”’[MAJR] OR “Job
Satisfaction”’[MAJR] OR “Personnel Turnover’[MAJR]

#1 AND #2 AND #3 4,956

#1 AND #2 AND #4 3,105
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Number of
Set Number Search Results

7 “United States”[tw] OR “US”[tw] OR “U.S.”[tw] OR “USA”[tw] OR “U.S.A.”[tw] OR 4,385,503

(States plus Alabama[tw] OR Alaska[tw] OR Arizona[tw] OR Arkansas[tw] OR California[tw] OR

Washington, Colorado[tw] OR Connecticut[tw] OR Delaware[tw] OR Florida[tw] OR Georgia[tw]

D.C) OR Hawaii[tw] OR Idaho[tw] OR lllinois[tw] OR Indiana[tw] OR lowa[tw] OR
Kansas[tw] OR Kentucky[tw] OR Louisiana[tw] OR Maine[tw] OR Maryland[tw] OR
Massachusetts[tw] OR Michigan[tw] OR Minnesota[tw] OR Mississippi[tw] OR
Missouri[tw] OR Montana[tw] OR Nebraska[tw] OR Nevada[tw] OR “New
Hampshire”[tw] OR “New Jersey”[tw] OR “New Mexico”[tw] OR “New York”[tw]
OR “North Carolina”[tw] OR “North Dakota”[tw] OR Ohio[tw] OR Oklahoma[tw] OR
Oregon[tw] OR Pennsylvania[tw] OR “Rhode Island”[tw] OR “South Carolina”[tw]
OR “South Dakota”[tw] OR Tennessee[tw] OR Texas[tw] OR Utah[tw] OR
Vermont[tw] OR Virginia[tw] OR Washington[tw] OR “West Virginia”[tw] OR
Wisconsin[tw] OR Wyoming[tw] OR “United States’[Mesh] OR Alabama[Mesh] OR
Alaska[Mesh] OR Arizona[Mesh] OR Arkansas[Mesh] OR CalifornialMesh] OR
Colorado[Mesh] OR Connecticut{Mesh] OR Delaware[Mesh] OR Florida[Mesh] OR
Georgia[Mesh] OR Hawaii[Mesh] OR Idaho[Mesh] OR lllinoisfMesh] OR
Indiana[Mesh] OR lowa[Mesh] OR Kansas[Mesh] OR Kentucky[Mesh] OR
Louisiana[Mesh] OR Maine[Mesh] OR Maryland[Mesh] OR Massachusetts[Mesh]
OR Michigan[Mesh] OR Minnesota[Mesh] OR Mississippi[Mesh] OR
MissouriiMesh] OR Montana[Mesh] OR Nebraska[Mesh] OR Nevada[Mesh] OR
“New Hampshire”[Mesh] OR “New Jersey”’[Mesh] OR “New Mexico”[Mesh] OR
“New York”[Mesh] OR “North Carolina”[Mesh] OR “North Dakota”[Mesh] OR
Ohio[Mesh] OR Oklahoma[Mesh] OR Oregon[Mesh] OR PennsylvanialMesh] OR
“Rhode Island”[Mesh] OR “South Carolina”’[Mesh] OR “South Dakota”[Mesh] OR
Tennessee[Mesh] OR Texas[Mesh] OR Utah[Mesh] OR Vermont[Mesh] OR
Virginia[Mesh] OR Washington[Mesh] OR “West Virginia’[Mesh] OR
Wisconsin[Mesh] OR Wyoming[Mesh]

8 ((#5 AND #7 AND emergenc™[ti]) AND (2012/1/1:2023/12/31[pdat]) AND 339
(english[Filter])) NOT (“Animals”[Mesh] NOT (“Animals”[Mesh] AND
“Humans”[Mesh]))

9 (#6 AND #7 AND emergenc™[ti]) AND (2012/1/1:2023/12/31[pdat]) AND 209
(english[Filter])) NOT (“Animals”[Mesh] NOT (“Animals”[Mesh] AND
“Humans”[Mesh]))

10 (coronavirus*[tiab] OR covid*[tiab] OR “corona virus*”[tiab] OR “SARS CoV 2”[tiab] 398,064
(COVID-19) OR SARSCoV2[tiab] OR SARSCoV-2[tiab] OR “2019 nCOV”[tiab] OR
2019nCoV[tiab] OR “nCOV 197[tiab] OR “nCov 2019”[tiab] OR COVID-19[Mesh]
OR “COVID-19 Testing”[Mesh] OR “Coronavirus Infections”[Mesh] OR
“Coronavirus”[Mesh:NoExp] OR “SARS-CoV-2"[Mesh))

1 (#8 OR #9) AND #10 50
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Table A.4. Objective 2 Web of Science Core Collection Search Strategy

Set Number

Search

Number of
Results

1
(Emergency
medicine)

TS=(*hospital emergency” OR “emergency department*” OR “emergency
service*” OR “emergency treatment*” OR “emergency unit*” OR “emergency
room*” OR “emergency ward*” OR “emergency patient*” OR “accident
emergency[tiab:~2] OR “emergency health service*” OR “emergency care” OR
ambulance* OR “emergency mobile unit*” OR “emergency transport*” OR “air
transport*” OR “prehospital care”)

184,167

2
(Staffing)

TS=(“emergency physician*” OR “emergency nurs*” OR “emergency responder*”
OR “First Responder*” OR “emergency medical technician®” OR “EMT” OR
“EMTs” OR paramedic* OR staff* OR workforce* OR “work force*” OR doctor* OR
physician* OR practitioner* OR provider* OR nurse* OR resident®)

1,633,649

3
(Capacity)

TS=(“surge capacity” OR “bed capacity” OR “hospital capacity” OR “hospital
occupancy” OR “bed occupancy” OR “hallway bed*” OR “care capacity” OR
staffing OR “staff shortage*” OR saturation OR crowding* OR overcrowd* OR
“over crowd*” OR “boarding” OR workload* OR (ambulance* AND (“offload
delay*” OR “offload time*” OR ramping* OR diversion* OR divert* OR “time
delay*” OR redirect* OR “wall time*”)))

736,922

4

(Staff burnout)

TS=( retain* OR retention OR burnout* OR “burn out*” OR turnover* OR “turn
over*” OR attrition OR retire* OR retiring* OR “well-being” OR wellbeing OR
“career intention*” OR “job satisfaction” OR “career satisfaction” OR “work
satisfaction” OR “job dissatisfaction” OR “career dissatisfaction” OR “work
dissatisfaction” OR “compassion fatigue” OR “secondary trauma” OR
“occupational stress*” OR “second victim*” OR “moral distress” OR “traumatic
stress™”)

1,233,843

5

(States plus
Washington,
D.C)

TS=("United States” OR “US” OR “U.S.” OR “USA” OR “U.S.A.” OR Alabama OR
Alaska OR Arizona OR Arkansas OR California OR Colorado OR Connecticut OR
Delaware OR Florida OR Georgia OR Hawaii OR Idaho OR lllinois OR Indiana OR
lowa OR Kansas OR Kentucky OR Louisiana OR Maine OR Maryland OR
Massachusetts OR Michigan OR Minnesota OR Mississippi OR Missouri OR
Montana OR Nebraska OR Nevada OR “New Hampshire” OR “New Jersey” OR
“New Mexico” OR “New York” OR “North Carolina” OR “North Dakota” OR Ohio
OR Oklahoma OR Oregon OR Pennsylvania OR “Rhode Island” OR “South
Carolina” OR “South Dakota” OR Tennessee OR Texas OR Utah OR Vermont OR
Virginia OR Washington OR “West Virginia” OR Wisconsin OR Wyoming)

2,695,844

((#1 AND #2 AND #3 AND #5) AND (PY==(“2023" OR “2022” OR “2021” OR
“2020” OR “2019” OR “2018” OR “2017” OR “2016” OR “2015” OR “2014” OR
“2013” OR “2012”) AND DT==(“ARTICLE” OR “REVIEW” OR “EARLY ACCESS”)
AND LA==(“ENGLISH?)))

1,160

((#1 AND #2 AND #4 AND #5) AND (PY==(“2023" OR “2022” OR “2021” OR
“2020” OR “2019” OR “2018” OR “2017” OR “2016” OR “2015” OR “2014” OR
“2013” OR “2012”) AND DT==(“ARTICLE” OR “REVIEW” OR “EARLY ACCESS”)
AND LA==(“ENGLISH?)))

288
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Number of

Set Number Search Results
8 (Countries) TS=(Australia® OR Turkey OR Saudi OR China OR Chinese OR Brazil* OR 5,719,317
Europe* OR “UK” OR Japan* OR Iran* OR Canada OR Canadian OR British OR
“India” OR Kenya* OR German* OR Russia* OR Pakistan* OR Vietnam* OR
Argentin* OR Cambodia* OR Poland OR Rwanda* OR Thai* OR Hondura* OR
Bolivia* OR Ukrain* OR Israel* OR “South Africa*” OR “North Africa*” OR Nigeria*
OR Azerbaijan* OR Panama* OR Ethiopia* OR Ghana* OR Sudan* OR Uganda*
OR Switzerland OR Swiss OR ltaly OR lItalian)
9 (#6 NOT #8) AND TI=(emergenc?) 501
10 (#7 NOT #8) AND TI=(emergenc?) 103
1 TS=(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2” OR 482,206
(COVID-19) SARSCoV2 OR SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19” OR
“nCov 2019”)
12 (#9 OR #10) AND #11 51
Table A.5. Objective 3 PubMed Search Strategy
Number of
Set Number Search Results
1 “emergency department*”[tiab] OR “emergency health service*”[tiab] OR 297,974
(Emergency “emergency medicine”[tiab] OR “emergency service*”[tiab] OR “emergency
medicine) treatment*”[tiab] OR “emergency care”[tiab:~2] OR “Emergency
Medicine”[MAJR] OR “Emergency Service, Hospital’[MAJR] OR “Emergency
Medical Services”[MAJR] OR “Emergency Treatment’[MAJR]
2 reimburs*{tiab] OR payment*{tiab] OR “third party pay*”[tiab] OR “retrospective 248,292

(Payments and
reimbursement)

denial”[tiab] OR “surprise bill*’[tiab] OR “payment denial*’[tiab] OR
underpayment*{tiab] OR “under payment”[tiab] OR underpaid[tiab] OR “under
paid”[tiab] OR uncompensat*[tiab] OR undercompensat*[tiab] OR “under
compensat*’[tiab] OR “balance billing”[tiab] OR “health care
expenditure*”[tiab] OR “health care cost*’[tiab] OR “cost shifting”[tiab] OR
billing[tiab] OR “hospital charge*”[tiab] OR “healthcare financ*"[tiab] OR
“health care financ*”[tiab] OR “financial management”[tiab] OR “hospital
expenditure*”[tiab] OR “hospital cost*”[tiab] OR “insurance coverage*”[tiab]
OR “Fees, Medical’[MAJR] OR “Fees and Charges”’[MAJR] OR “Health Care
Costs”[MAJR] OR “Health Expenditures”[MAJR] OR “Insurance, Health"[MAJR]
OR “Insurance, Health, Reimbursement”’[MAJR] OR “Reimbursement
Mechanisms”[MAJR] OR “Hospital Charges” [MAJR] OR “Hospital
Costs”[MAJR] OR Medicare[MAJR] OR “Fee-for-Service Plans’[MAJR] OR
“Insurance Coverage’[MAJR] OR “Insurance, Physician Services’[MAJR] OR
“Value-Based Health Insurance”[MAJR]
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Set Number

Number of
Search Results

3
(Legislation)

“No Surprises Act”[tw] OR “Affordable Care Act’[tw] OR “ACA”[tw] OR 18,636
“Healthcare Improvement Act’[tw] OR “Health Care Improvement Act”[tw] OR
“Emergency Medical Treatment and Active Labor Act”’[tw] OR EMTALA[tw] OR
“Coronavirus Aid Relief and Economic Security Act”[tw] OR “CARES Act”[tw]

OR “Inflation Reduction Act”[tw] OR “Lower Health Care Costs Act”[tw] OR

“Health Equity and Accountability Act”[tw] OR “Transparency in Coverage

Final Rule”[tw] OR “Consolidated appropriations Act”[tw] OR “Patient

Protection and Affordable Care Act’[MAJR]

4
(States plus
Washington,
D.C)

“United States”[tw] OR “US”[tw] OR “U.S.”[tw] OR “USA”[tw] OR “U.S.A."[tw] 4,386,231
OR Alabamal[tw] OR Alaska[tw] OR Arizona[tw] OR Arkansas[tw] OR
California[tw] OR Colorado[tw] OR Connecticut[tw] OR Delaware[tw] OR
Florida[tw] OR Georgia[tw] OR Hawaii[tw] OR Idaho[tw] OR lllinois[tw] OR
Indiana[tw] OR lowa[tw] OR Kansas[tw] OR Kentucky[tw] OR Louisiana[tw] OR
Maine[tw] OR Maryland[tw] OR Massachusetts[tw] OR Michigan[tw] OR
Minnesota[tw] OR Mississippi[tw] OR Missouri[tw] OR Montana[tw] OR
Nebraska[tw] OR Nevada[tw] OR “New Hampshire”[tw] OR “New Jersey”[tw]
OR “New Mexico”[tw] OR “New York”[tw] OR “North Carolina”[tw] OR “North
Dakota”[tw] OR Ohio[tw] OR Oklahoma[tw] OR Oregon[tw] OR
Pennsylvania[tw] OR “Rhode Island”[tw] OR “South Carolina”[tw] OR “South
Dakota”[tw] OR Tennessee[tw] OR Texas[tw] OR Utah[tw] OR Vermont[tw] OR
Virginia[tw] OR Washington[tw] OR “West Virginia”[tw] OR Wisconsin[tw] OR
Wyoming[tw] OR “United States”[Mesh] OR Alabama[Mesh] OR Alaska[Mesh]
OR Arizona[Mesh] OR Arkansas[Mesh] OR CalifornialMesh] OR
Colorado[Mesh] OR Connecticut{Mesh] OR Delaware[Mesh] OR Florida[Mesh]
OR Georgia[Mesh] OR HawaiilMesh] OR Idaho[Mesh] OR lllinois[Mesh] OR
Indiana[Mesh] OR lowa[Mesh] OR Kansas[Mesh] OR Kentucky[Mesh] OR
Louisiana[Mesh] OR Maine[Mesh] OR Maryland[Mesh] OR
Massachusetts[Mesh] OR Michigan[Mesh] OR Minnesota[Mesh] OR
Mississippi[Mesh] OR MissouriiMesh] OR Montana[Mesh] OR Nebraska[Mesh]
OR Nevada[Mesh] OR “New Hampshire”[Mesh] OR “New Jersey”[Mesh] OR
“New Mexico”’[Mesh] OR “New York”[Mesh] OR “North Carolina’[Mesh] OR
“North Dakota”[Mesh] OR Ohio[Mesh] OR Oklahoma[Mesh] OR Oregon[Mesh]
OR Pennsylvania[Mesh] OR “Rhode Island”[Mesh] OR “South Carolina”[Mesh]
OR “South Dakota”[Mesh] OR Tennessee[Mesh] OR Texas[Mesh] OR
Utah[Mesh] OR Vermont[Mesh] OR Virginia[Mesh] OR Washington[Mesh] OR
“West Virginia”[Mesh] OR Wisconsin[Mesh] OR Wyoming[Mesh]

((#1 AND #2 AND #4) AND (2012/1/1:2023/12/31[pdat]) AND (english[Filter])) 2,872
NOT (“Animals”[Mesh] NOT (“Animals”[Mesh] AND “Humans”[Mesh]))

((#1 AND #3 AND #4) AND (2012/1/1:2023/12/31[pdat]) AND (english[Filter])) 392
NOT (“Animals”[Mesh] NOT (“Animals”[Mesh] AND “Humans”[Mesh]))

emergency(ti] 113,325

#5 AND #7 870

#6 AND #7 172
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Number of

Set Number Search Results
10 (coronavirus*[tiab] OR covid*[tiab] OR “corona virus*”[tiab] OR “SARS CoV 398,388
(COVID-19) 2"[tiab] OR SARSCoV2[tiab] OR SARSCoV-2[tiab] OR “2019 nCOV[tiab] OR

2019nCoV[tiab] OR “nCOV 197[tiab] OR “nCov 2019”[tiab] OR COVID-19[Mesh]
OR “COVID-19 Testing”[Mesh] OR “Coronavirus Infections”[Mesh] OR
“Coronavirus”[Mesh:NoExp] OR “SARS-CoV-2"[Mesh))

1 (#5 OR #6) AND #10 46

Table A.6. Objective 3 Web of Science Core Collection Search Strategy

Number of

Set Number Search Results
1 TS=(“emergency department*” OR “emergency health service*” OR 179,293
(Emergency “emergency medicine” OR (emergency NEAR/2 service*) OR “emergency
medicine) treatment*” OR (emergency NEAR/2 care))
2 TS=(reimburs* OR payment* OR “third party pay*” OR “retrospective denial” 215,437
(Payments and OR “surprise bill*” OR “payment denial*” OR underpayment* OR “under
costs) payment” OR underpaid OR “under paid” OR uncompensat* OR

undercompensat* OR “under compensat*” OR “balance billing” OR (health

NEAR/1 expenditure*) OR “health care cost*” OR “cost shifting” OR billing

OR “hospital charge®” OR “healthcare financ*” OR “health care financ*” OR

“financial management” OR “hospital expenditure*” OR “hospital cost*” OR

“insurance coverage*” OR “medical fees” OR (fee* NEAR/1 charge*) OR

Medicare)
3 TS=(“No Surprises Act” OR “Affordable Care Act” OR “ACA” OR 15,182
(Legislation) “Healthcare Improvement Act” OR “Health Care Improvement Act” OR

“Emergency Medical Treatment and Active Labor Act” OR EMTALA OR

“Coronavirus Aid Relief and Economic Security Act” OR “CARES Act” OR

“Inflation Reduction Act” OR “Lower Health Care Costs Act” OR “Health

Equity and Accountability Act” OR “Transparency in Coverage Final Rule”

OR “Consolidated Appropriations Act” OR “Patient Protection and

Affordable Care Act”)
4 TS=(“United States” OR “US” OR “U.S.” OR “USA” OR “U.S.A.” OR Alabama 2,696,305

OR Alaska OR Arizona OR Arkansas OR California OR Colorado OR
Connecticut OR Delaware OR Florida OR Georgia OR Hawaii OR Idaho OR
lllinois OR Indiana OR lowa OR Kansas OR Kentucky OR Louisiana OR
Maine OR Maryland OR Massachusetts OR Michigan OR Minnesota OR
Mississippi OR Missouri OR Montana OR Nebraska OR Nevada OR “New
Hampshire” OR “New Jersey” OR “New Mexico” OR “New York” OR “North
Carolina” OR “North Dakota” OR Ohio OR Oklahoma OR Oregon OR
Pennsylvania OR “Rhode Island” OR “South Carolina” OR “South Dakota”
OR Tennessee OR Texas OR Utah OR Vermont OR Virginia OR Washington
OR “West Virginia” OR Wisconsin OR Wyoming)

5 (#1 AND #2 AND #4) AND (PY==(“2023" OR “2022” OR “2021” OR “2020” 2,082
OR “2019” OR “2018” OR “2017” OR “2016” OR “2015” OR “2014” OR
“2013” OR “2012”) AND DT==(“ARTICLE” OR “REVIEW” OR “EARLY
ACCESS”) AND LA==(“ENGLISH"))
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Number of

Set Number Search Results
6 (#1 AND #3 AND #4) AND (PY==(“2023” OR “2022” OR “2021” OR “2020” 210
OR “2019” OR “2018” OR “2017” OR “2016” OR “2015” OR “2014” OR
“2013” OR “2012”) AND DT==("ARTICLE” OR “REVIEW” OR “EARLY
ACCESS”) AND LA==("ENGLISH"))
7 TI=(emergency) 128,862
8 #5 AND #7 653
9 #6 AND #7 94
10 TS=(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2” OR 483,074
(COVID-19) SARSCoV2 OR SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19”
OR “nCov 2019%)
1 (#8 OR #9) AND #10 13
Table A.7. Objective 3 Business Source Complete Search Strategy
Number of
Set Number Search Results
1 (Tl “emergency department*” OR AB “emergency department*”) OR (Tl 9,327
(Emergency “emergency health service*” OR AB “emergency health service*”) OR (TI
medicine) “emergency medicine” OR AB “emergency medicine”) OR (Tl “emergency
service*” OR AB “emergency service*”) OR (Tl “emergency treatment™ OR AB
“emergency treatment®’) OR (Tl “emergency care” OR AB “emergency care”)
OR DE “Hospital emergency services” OR DE “Emergency department”
2 (Tl reimburs* OR AB reimburs*) OR (Tl payment* OR AB payment*) OR (Tl “third 347,028

(Payments and
reimbursement)

party pay*” OR AB “third party pay*”) OR (Tl “retrospective denial” OR AB
“retrospective denial”) OR (Tl “surprise bill*” OR AB “surprise bill*”) OR (TI
“payment denial*” OR AB “payment denial*”) OR (Tl underpayment* OR AB
underpayment*) OR (Tl “under payment” OR AB “under payment”) OR (TI
underpaid OR AB underpaid) OR (Tl “under paid” OR AB “under paid”) OR (TI
uncompensat* OR AB uncompensat*) OR (Tl undercompensat* OR AB
undercompensat*) OR (Tl “under compensat*” OR AB “under compensat*”) OR
(TI “balance billing” OR AB “balance billing”) OR (Tl “health care expenditure*”
OR AB “health care expenditure*’) OR (Tl “health care cost*” OR AB “health
care cost™”) OR (TI “cost shifting” OR AB “cost shifting”) OR (Tl billing OR AB
billing) OR (Tl “hospital charge*” OR AB “hospital charge*”) OR (Tl “healthcare
financ*” OR AB “healthcare financ*”) OR (Tl “health care financ*” OR AB “health
care financ*”) OR (Tl “financial management” OR AB “financial management”)
OR (Tl “hospital expenditure*” OR AB “hospital expenditure*”’) OR (Tl “hospital
cost*” OR AB “hospital cost*”) OR (Tl “insurance coverage*” OR AB “insurance
coverage*”’) OR DE “HEALTH insurance” OR DE “HEALTH insurance
reimbursement” OR DE “HEALTH insurance laws” OR DE “COST control in
health insurance” OR DE “HEALTH insurance claims” OR DE “BALANCE billing
(Health Insurance)” OR DE “FEE for service (Medical fees)” OR DE “THIRD party
reimbursement” OR DE “MEDICAL payments insurance” OR DE “MEDICAL
fees” OR DE “HOSPITAL costs” OR DE “HOSPITAL charges” OR DE
“REIMBURSEMENT” OR DE “MEDICAID reimbursement” OR DE “MEDICARE”
OR DE “MEDICARE reimbursement” OR DE “MEDICAL fees” OR DE “HEALTH
care industry billing”
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Set Number

Search

Number of
Results

3
(Legislation)

TI(“No Surprises Act” OR “Affordable Care Act” OR ACA OR “Healthcare
Improvement Act” OR “Health Care Improvement Act” OR “Emergency
Medical Treatment and Active Labor Act” OR EMTALA OR “Coronavirus Aid
Relief and Economic Security Act” OR “CARES Act” OR “Inflation Reduction
Act” OR “Lower Health Care Costs Act” OR “Health Equity and Accountability
Act” OR “Transparency in Coverage Final Rule” OR “Consolidated
Appropriations Act”) OR AB(“No Surprises Act” OR “Affordable Care Act” OR
ACA OR “Healthcare Improvement Act” OR “Health Care Improvement Act”
OR “Emergency Medical Treatment and Active Labor Act” OR EMTALA OR
“Coronavirus Aid Relief and Economic Security Act” OR “CARES Act” OR
“Inflation Reduction Act” OR “Lower Health Care Costs Act” OR “Health Equity
and Accountability Act” OR “Transparency in Coverage Final Rule” OR
“Consolidated Appropriations Act”)

23,820

4
(States plus
Washington,
D.C)

TI(“United States” OR US OR U.S. OR USA OR U.S.A. OR Alabama OR Alaska
OR Arizona OR Arkansas OR California OR Colorado OR Connecticut OR
Delaware OR Florida OR Georgia OR Hawaii OR Idaho OR lllinois OR Indiana
OR lowa OR Kansas OR Kentucky OR Louisiana OR Maine OR Maryland OR
Massachusetts OR Michigan OR Minnesota OR Mississippi OR Missouri OR
Montana OR Nebraska OR Nevada OR “New Hampshire” OR “New Jersey” OR
“New Mexico” OR “New York” OR “North Carolina” OR “North Dakota” OR
Ohio OR Oklahoma OR Oregon OR Pennsylvania OR “Rhode Island” OR
“South Carolina” OR “South Dakota” OR Tennessee OR Texas OR Utah OR
Vermont OR Virginia OR Washington OR “West Virginia” OR Wisconsin OR
Wyoming) OR AB(“United States” OR US OR U.S. OR USA OR U.S.A. OR
Alabama OR Alaska OR Arizona OR Arkansas OR California OR Colorado OR
Connecticut OR Delaware OR Florida OR Georgia OR Hawaii OR Idaho OR
lllinois OR Indiana OR lowa OR Kansas OR Kentucky OR Louisiana OR Maine
OR Maryland OR Massachusetts OR Michigan OR Minnesota OR Mississippi
OR Missouri OR Montana OR Nebraska OR Nevada OR “New Hampshire” OR
“New Jersey” OR “New Mexico” OR “New York” OR “North Carolina” OR
“North Dakota” OR Ohio OR Oklahoma OR Oregon OR Pennsylvania OR
“Rhode Island” OR “South Carolina” OR “South Dakota” OR Tennessee OR
Texas OR Utah OR Vermont OR Virginia OR Washington OR “West Virginia”
OR Wisconsin OR Wyoming)

5,373,514

#1 AND #2 AND #4
Limits: 2012-2023; English; Academic Journals

17

#1 AND #3 AND #4
Limits: 2012-2023; English; Academic Journals

32

7
(COVID-19)

Tl(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2” OR SARSCoV2
OR SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19” OR “nCov
2019”) OR AB(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2” OR
SARSCoV2 OR SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19” OR
“nCov 2019%)

398,388

(#5 OR #6) AND #7
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Table A.8. Objective 4 PubMed Search Strategy

Number
Set Number Search of Results
1 “emergency department*”[tiab] OR “emergency health service*’[tiab] OR “emergency 321,591
(Emergency medicine”[tiab] OR “emergency service*”[tiab] OR “emergency treatment*”[tiab] OR
medicine) “emergency care’[tiab] OR “Emergency Medicine”[MAJR] OR “Emergency Service,

Hospital”[MAJR] OR “Emergency Medical Services”[MAJR] OR “Emergency
Treatment’[MAJR] OR

(emergency(tiab] AND (physician*[tiab] OR nurse*{tiab] OR provider*tiab] OR
practitioner*[tiab] OR doctor*[tiab] OR clinician*[tiab] OR staff*)) OR (emergency[tiab]
AND (uninsured[tiab] OR “Medically Uninsured”[MAJR] OR “Uncompensated
Care”[MAJRY])

2 ((payment*tiab] OR fund*[tiab]) AND (“general distribution”[tiab] OR “targeted 31,829

(Funding distribution*”[tiab] OR standby]tiab])) OR (emergency]ti] AND (capacity[tiab] OR

strategies)  payment*[tiab] OR fund*[tiab] OR “financial management”[tiab] OR “financial
assistance”[tiab] OR “financial support*[tiab] OR “relief fund*”[tiab] OR subsidy(tiab]
OR subsidi*[tiab] OR allocat*(tiab] OR renumerat*(tiab] OR compensat*[tiab] OR
recompens*[tiab] OR salary[tiab] OR salarie*[tiab] OR disbursement*[tiab] OR
grant*(tiab] OR wagesl[tiab] OR “value pathway*”[tiab] OR “charitable trust*’[tiab] OR
“Financial Management”[MAJR])) OR ((innovative[tiab] OR inventive*{tiab] OR
innovation*[tiab] OR innovatory[tiab] OR “non traditional”[tiab]) AND (funding[tiab] OR
funds[tiab] OR payment*{tiab] OR economic*tiab] OR repay*[tiab] OR reimburs*[tiab]
OR financ*{tiab] OR subsidy[tiab] OR subsidi*{tiab] OR grant*{tiab])) OR “Healthcare
Financing”[MAJR] OR “Financial Support’[Mesh:noExp]

3 ((“health policy”[tiab] OR “public policy”[tiab] OR “Health Policy”’[MAJR] OR “Public 31,998
(Health Policy”[Mesh:noExp] OR (Policy[MAJR] AND (“healthcare”[tiab] OR “health care”[tiab]
policy) OR hospital*(tiab] OR medicine[tiab])) OR “Policy Making”[MAJR]) AND (funding|tiab]

OR funds[tiab] OR payment*[tiab] OR repay*{tiab] OR reimburs*[tiab] OR financ*[tiab]
OR subsidy[tiab] OR subsidi*[tiab] OR reform[tiab] OR grant*{tiab] OR “economic
model*”[tiab] OR “Models, Economic’[MAJR] OR “Affordable Care Act”[tw] OR
“ACA"[tw] OR “Healthcare Improvement Act”[tw] OR “Health Care Improvement
Act”[tw] OR “Coronavirus Aid"[tw] OR “Economic Security Act”[tw] OR “CARES
Act’[tw] OR “provider relief fund*”[tiab] OR “PRF payment*”[tiab] OR PRFs[tiab] OR
“federal fund*”[tiab] OR “public fund*”[tiab] OR “innovation waiver*’[tiab] OR “section
1332”[tiab] OR ((“state government*”[tiab] OR “local government*’[tiab] OR “federal
government”[tiab] OR “government agenc*’[tiab]) AND (payment*[tiab] OR fund*[tiab]
OR financ[tiab])) OR “American Rescue Plan*"[tiab] OR “Health Systems
Agencies”[MAJR] OR “Financing, Government’[MAJRY]))

4 “United States”[tw] OR “US”[tw] OR “U.S.”[tw] OR “USA”[tw] OR “U.S.A.”[tw] OR 4,388,132
(States plus  Alabama[tw] OR Alaska[tw] OR Arizona[tw] OR Arkansas[tw] OR California[tw] OR
Washington, Colorado[tw] OR Connecticut[tw] OR Delaware[tw] OR Florida[tw] OR Georgia[tw] OR
D.C) Hawaii[tw] OR Idaho[tw] OR lllinois[tw] OR Indiana[tw] OR lowa[tw] OR Kansas[tw] OR
Kentucky[tw] OR Louisiana[tw] OR Maine[tw] OR Maryland[tw] OR Massachusetts[tw]
OR Michigan[tw] OR Minnesota[tw] OR Mississippi[tw] OR Missouri[tw] OR
Montana[tw] OR Nebraska[tw] OR Nevada[tw] OR “New Hampshire”[tw] OR “New
Jersey”[tw] OR “New Mexico”[tw] OR “New York”[tw] OR “North Carolina”[tw] OR
“North Dakota”[tw] OR Ohio[tw] OR Oklahoma[tw] OR Oregon[tw] OR
Pennsylvania[tw] OR “Rhode Island”[tw] OR “South Carolina”[tw] OR “South
Dakota”[tw] OR Tennesseeg[tw] OR Texas[tw] OR Utah[tw] OR Vermont[tw] OR
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Set Number

Number
Search of Results

Virginia[tw] OR Washington[tw] OR “West Virginia”[tw] OR Wisconsin[tw] OR
Wyoming[tw] OR “United States”[Mesh] OR Alabama[Mesh] OR Alaska[Mesh] OR
Arizona[Mesh] OR Arkansas[Mesh] OR CalifornialMesh] OR Colorado[Mesh] OR
Connecticut{Mesh] OR Delaware[Mesh] OR Florida[Mesh] OR Georgia[Mesh] OR
Hawaii[Mesh] OR Idaho[Mesh] OR lllinois[Mesh] OR Indiana[Mesh] OR lowa[Mesh] OR
Kansas[Mesh] OR Kentucky[Mesh] OR Louisiana[Mesh] OR Maine[Mesh] OR
Maryland[Mesh] OR Massachusetts[Mesh] OR Michigan[Mesh] OR Minnesota[Mesh]
OR Mississippi[Mesh] OR Missouri{Mesh] OR Montana[Mesh] OR Nebraska[Mesh] OR
Nevada[Mesh] OR “New Hampshire”[Mesh] OR “New Jersey”’[Mesh] OR “New
Mexico”’[Mesh] OR “New York”[Mesh] OR “North Carolina”[Mesh] OR “North
Dakota”[Mesh] OR Ohio[Mesh] OR Oklahoma[Mesh] OR Oregon[Mesh] OR
PennsylvanialMesh] OR “Rhode Island”[Mesh] OR “South Carolina”[Mesh] OR “South
Dakota”[Mesh] OR Tennessee[Mesh] OR Texas[Mesh] OR Utah[Mesh] OR
Vermont[Mesh] OR VirginialMesh] OR Washington[Mesh] OR “West Virginia”’[Mesh]
OR Wisconsin[Mesh] OR Wyoming[Mesh]

(#1 AND #2 AND #4 AND emergency[ti] AND (2012/1/1:2023/12/31[pdat]) AND 323
(english[Filter])) NOT (“Animals”[Mesh] NOT (“Animals”[Mesh] AND “Humans”[Mesh])) (881)

(#1 AND #3 AND #4 AND (2012/11:2023/12/31[pdat]) AND (english[Filter])) NOT 185
(“Animals”[Mesh] NOT (“Animals”[Mesh] AND “Humans”[Mesh]))

7
(COVID-19)

(coronavirus*[tiab] OR covid*[tiab] OR “corona virus*”[tiab] OR “SARS CoV 2”[tiab] OR = 433,089
SARSCoV2[tiab] OR SARSCoV-2[tiab] OR “2019 nCOV”[tiab] OR 2019nCoV[tiab] OR

“nCOV 19”[tiab] OR “nCov 20197[tiab] OR pandemic*[tiab] OR COVID-19[Mesh] OR

“COVID-19 Testing”[Mesh] OR “Coronavirus Infections”[Mesh] OR

“Coronavirus”[Mesh:NoExp] OR “SARS-CoV-2"[Mesh] OR Pandemics[MAJR])

(#5 OR #6) AND #7 184

Table A.9. Objective 4 Web of Science Search Strategy

Set Number

Number of
Search Results

1
(Emergency
medicine)

TS=(“emergency department*” OR “emergency health service*” OR “emergency 169,012
medicine” OR “emergency service*” OR “emergency treatment*” OR “emergency

care” OR (emergency NEAR/2 (physician* OR nurse* OR provider* OR

practitioner* OR doctor* OR clinician* OR staff*)) OR (emergency AND (uninsured

OR “uncompensated care”)))

2
(Funding
strategies)

TS=(((payment* OR fund*) NEAR/2 (“general distribution” OR “targeted 12,285
distribution*” OR standby)) OR (emergency NEAR/2 (capacity OR payment* OR

fund* OR “financial management” OR “financial assistance” OR “financial

support*” OR “relief fund*” OR subsidy OR subsidi* OR allocat* OR renumerat*

OR compensat* OR recompens* OR salary OR salarie* OR disbursement* OR

grant* OR wages OR “value pathway*” OR “charitable trust*”)) OR ((innovative OR

inventive* OR innovation* OR innovatory OR “non traditional”) NEAR/2 (funding

OR funds OR payment* OR economic* OR repay* OR reimburs* OR financ* OR

subsidy OR subsidi* OR grant®)))
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Set Number

Search

Number of
Results

3
(Health

policy)

TS=(("health policy” OR “public policy” OR (policy NEAR/2 (“healthcare” OR
“health care” OR hospital* OR medicine)) OR “policy making”) AND (funding OR
funds OR payment* OR repay* OR reimburs* OR financ* OR subsidy OR subsidi*
OR reform OR grant* OR “economic model*” OR “Affordable Care Act” OR “ACA”
OR “Healthcare Improvement Act” OR “Health Care Improvement Act” OR
“Coronavirus Aid” OR “Economic Security Act” OR “CARES Act” OR “provider
relief fund*” OR “PRF payment*” OR PRFs OR “federal fund*” OR “public fund*”
OR “innovation waiver*” OR “section 1332” OR ((“state government*” OR “local
government*” OR “federal government” OR “government agenc*” OR “health
systems agenc*”) NEAR/2 (payment* OR fund* OR financ*)) OR “American Rescue
Plan*”))

21,059

4
(States plus
Washington,
D.C)

TS=("United States” OR “US” OR “U.S.” OR “USA” OR “U.S.A.” OR Alabama OR
Alaska OR Arizona OR Arkansas OR California OR Colorado OR Connecticut OR
Delaware OR Florida OR Georgia OR Hawaii OR Idaho OR lllinois OR Indiana OR
lowa OR Kansas OR Kentucky OR Louisiana OR Maine OR Maryland OR
Massachusetts OR Michigan OR Minnesota OR Mississippi OR Missouri OR
Montana OR Nebraska OR Nevada OR “New Hampshire” OR “New Jersey” OR
“New Mexico” OR “New York” OR “North Carolina” OR “North Dakota” OR Ohio
OR Oklahoma OR Oregon OR Pennsylvania OR “Rhode Island” OR “South
Carolina” OR “South Dakota” OR Tennessee OR Texas OR Utah OR Vermont OR
Virginia OR Washington OR “West Virginia” OR Wisconsin OR Wyoming)

2,700,202

(#1 AND #2 AND #4) AND (PY==(*2023" OR “2022” OR “2021” OR “2020” OR
“2019” OR “2018” OR “2017” OR “2016” OR “2015” OR “2012” OR “2013” OR
“2014”) AND DT==(“ARTICLE” OR “REVIEW” OR “EARLY ACCESS”) AND
LA==(“ENGLISH"))

61

(#1 AND #3 AND #4) AND (PY==(“2023" OR “2022” OR “2021” OR “2020” OR
“2019” OR “2018” OR “2017” OR “2016” OR “2015” OR “2012” OR “2013” OR
“2014”) AND DT==(“ARTICLE” OR “REVIEW” OR “EARLY ACCESS”) AND
LA==(“ENGLISH"))

93

7
(COVID-19)

TS=(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2” OR SARSCoV2
OR SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19” OR “nCov 2019”
OR pandemic®)

529,959

(#5 OR #6) AND #7
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Table A.10. Objective 4 Business Source Complete Search Strategy

Set Number

Search

Number of
Results

1
(Emergency
medicine)

TI((“emergency department*” OR “emergency health service*” OR “emergency
medicine” OR “emergency service*” OR “emergency treatment*” OR “emergency
care” OR (emergency N2 (physician* OR nurse* OR provider* OR practitioner* OR
doctor* OR clinician* OR staff*)) OR AB((“emergency department*” OR “emergency
health service*” OR “emergency medicine” OR “emergency service*” OR
“emergency treatment®” OR “emergency care” OR (emergency N2 (physician* OR
nurse* OR provider* OR practitioner* OR doctor* OR clinician* OR staff*)) OR ((TI
emergency) AND (Tl(“safety net” OR salary OR salarie* OR compensat* OR wages)
OR AB(“safety net” OR salary OR salarie* OR compensat* OR wages) OR
DE(“SALARIES of hospital personnel”))

12,025

2
(Funding
strategies)

TI(((payment* OR fund*) N2 (“general distribution” OR “targeted distribution*” OR
standby)) OR (emergency N2 (capacity OR payment* OR fund* OR “financial
management” OR “financial assistance” OR “financial support*” OR “relief fund*”
OR subsidy OR subsidi* OR allocat* OR renumerat* OR compensat* OR
recompens* OR salary OR salarie* OR disbursement* OR grant* OR wages OR
“value pathway*” OR “charitable trust*”)) OR ((innovative OR inventive* OR
innovation* OR innovatory OR “non traditional”) N2 (funding OR funds OR payment*
OR economic* OR repay* OR reimburs* OR financ* OR subsidy OR subsidi* OR
grant*)) OR AB(((payment* OR fund*) N2 (“general distribution” OR “targeted
distribution*” OR standby)) OR (emergency N2 (capacity OR payment* OR fund* OR
“financial management” OR “financial assistance” OR “financial support*” OR “relief
fund*” OR subsidy OR subsidi* OR allocat* OR renumerat* OR compensat* OR
recompens* OR salary OR salarie* OR disbursement* OR grant* OR wages OR
“value pathway*” OR “charitable trust*”)) OR ((innovative OR inventive* OR
innovation* OR innovatory OR “non traditional”) N2 (funding OR funds OR payment*
OR economic* OR repay* OR reimburs* OR financ* OR subsidy OR subsidi* OR

grant’))

16,926

3
(Health

policy)

TI((“health policy” OR “public policy” OR “policy making” OR (policy N2
(“healthcare” OR “health care” OR hospital* OR medicine))) AND (funding OR funds
OR payment* OR repay* OR reimburs* OR financ* OR subsidy OR subsidi* OR
reform OR grant* OR “economic model*” OR “Affordable Care Act” OR “ACA” OR
“Healthcare Improvement Act” OR “Health Care Improvement Act” OR
“Coronavirus Aid” OR “Economic Security Act” OR “CARES Act” OR “provider relief
fund*” OR “PRF payment*” OR PRFs OR “federal fund*” OR “public fund*” OR
“innovation waiver®” OR “section 1332” OR ((“state government*” OR “local
government*” OR “federal government” OR “government agenc*” OR “health
systems agenc*”) N2 (payment* OR fund* OR financ*)) OR “American Rescue Plan*”)
OR AB((“health policy” OR “public policy” OR “policy making” OR (policy N2
(“healthcare” OR “health care” OR hospital* OR medicine))) AND (funding OR funds
OR payment* OR repay* OR reimburs* OR financ* OR subsidy OR subsidi* OR
reform OR grant* OR “economic model*” OR “Affordable Care Act” OR “ACA” OR
“Healthcare Improvement Act” OR “Health Care Improvement Act” OR
“Coronavirus Aid” OR “Economic Security Act” OR “CARES Act” OR “provider relief
fund*” OR “PRF payment*” OR PRFs OR “federal fund*” OR “public fund*” OR
“innovation waiver®” OR “section 1332” OR ((“state government*” OR “local
government*” OR “federal government” OR “government agenc*” OR “health
systems agenc*”) N2 (payment* OR fund* OR financ*)) OR “American Rescue Plan*”)

14,295
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Number of
Set Number Search Results

4 TI(“United States” OR US OR U.S. OR USA OR U.S.A. OR Alabama OR Alaska OR 5,376,326

(States plus  Arizona OR Arkansas OR California OR Colorado OR Connecticut OR Delaware OR

Washington, Florida OR Georgia OR Hawaii OR Idaho OR lllinois OR Indiana OR lowa OR Kansas

D.C) OR Kentucky OR Louisiana OR Maine OR Maryland OR Massachusetts OR
Michigan OR Minnesota OR Mississippi OR Missouri OR Montana OR Nebraska OR
Nevada OR “New Hampshire” OR “New Jersey” OR “New Mexico” OR “New York”
OR “North Carolina” OR “North Dakota” OR Ohio OR Oklahoma OR Oregon OR
Pennsylvania OR “Rhode Island” OR “South Carolina” OR “South Dakota” OR
Tennessee OR Texas OR Utah OR Vermont OR Virginia OR Washington OR “West
Virginia” OR Wisconsin OR Wyoming) OR AB(“United States” OR US OR U.S. OR
USA OR U.S.A. OR Alabama OR Alaska OR Arizona OR Arkansas OR California OR
Colorado OR Connecticut OR Delaware OR Florida OR Georgia OR Hawaii OR
Idaho OR lllinois OR Indiana OR lowa OR Kansas OR Kentucky OR Louisiana OR
Maine OR Maryland OR Massachusetts OR Michigan OR Minnesota OR Mississippi
OR Missouri OR Montana OR Nebraska OR Nevada OR “New Hampshire” OR “New
Jersey” OR “New Mexico” OR “New York” OR “North Carolina” OR “North Dakota”
OR Ohio OR Oklahoma OR Oregon OR Pennsylvania OR “Rhode Island” OR “South
Carolina” OR “South Dakota” OR Tennessee OR Texas OR Utah OR Vermont OR
Virginia OR Washington OR “West Virginia” OR Wisconsin OR Wyoming)

5 #1 AND #2 AND #4 33
Limits: 2012-2023; English

6 #1 AND #3 AND #4 23
Limits: 2012-2023; English; Academic Journals

7 Tl(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2” OR SARSCoV2 OR 263,875
(COVID-19) SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19” OR “nCov 2019” OR

pandemic*) OR AB(coronavirus* OR covid* OR “corona virus*” OR “SARS CoV 2”

OR SARSCoV2 OR SARSCoV-2 OR “2019 nCOV” OR 2019nCoV OR “nCOV 19” OR

“nCov 2019” OR pandemic®)

8 (#5 OR #6) AND #7 1
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Appendix B

Interview and Focus Group Guide

In this appendix, we provide the guiding questions for our interview and focus group discussions:

1. Having put a four-year pandemic behind us, what do you see as the value of emergency care?
To patients? Communities? Health systems? Payers? National security?

2. Do emergency departments have a role in public health? Please elaborate.

3. Inyour view, does the emergency department play a role in helping build community
resilience? Why or why not?

4. Should emergency departments be viewed as a component of critical infrastructure in the
United States? Why or why not?

5. How do you see the role of emergency medicine evolving in the next ten years?

6. What are the biggest challenges facing emergency care today?

7. What factors can lead to limited emergency care resources and capacity? How can these be
addressed?

8. Inyour view, what is the cause of the recent drop in medical student applications to emergency
medicine residencies? How can these be mitigated?

9. Are you concerned about sufficient staffing for emergency departments? Why or why not?

10. How can insufficient staffing be mitigated?

11. Is current payment for emergency care adequate? Explain why or why not.

12. Who should pay for emergency care?

13. If you could redesign the payment model for emergency care, what would that look like?

14. Name three actions or policies that can help ensure the sustainability of emergency care in the
future.
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Appendix C

Survey Instrument

In this appendix, we provide the survey we developed to seek perspectives regarding potential
alternate payment strategies for emergency care from a sample of ED directors and financial directors
across the country who are members of the ACEP Medical Directors Section. We fielded the
electronic survey between May 20 and June 1, 2024, using the Qualtrics survey platform.

1. What is your current role?

[ ] Medical director
[ ] Reimbursement director

2. How many years have you been in your current role?

[ ] Less than 1 year

[ ] 1-5 years

[ ] 5-10 years

[ ] More than 10 years

3. How familiar are you with emergency care payment issues?
[ ] Very familiar
[ ] Somewhat familiar

[ ] Not familiar

4. How is pay determined for individual emergency physicians in your group or practice setting?
Check all that apply.
[ ] Physician pay is based primarily on RV Us (i.e., incentive based on productivity)
[ ] Physicians are paid at an hourly rate plus bonuses to account for differences in RVUs
[ ] Physicians are paid at an hourly rate
[ ] Physicians are paid an annual salary based on their contract
[ ] Physicians are paid an annual salary plus RVU-based (i.e., incentive based on
productivity) payment
[ ] Not sure
[ ] Other (free text)

5. How has pay changed for individual emergency physicians in your group over the
last 5 years?
[ ] Pay has increased more than overall economic inflation
[ ] Pay has kept up with overall economic inflation
[ ] Pay has decreased slightly compared to overall economic inflation
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[ ] Pay has decreased substantially compared to overall economic inflation
[ ] Not sure

e Describe what has driven this payment change for individual emergency physicians in your

group the most (e.g., COVID, No Surprises Act, Other).

6. What are current sources of funding for the emergency physician group or practice
setting? Check all that apply.
Billing patients/insurance for clinical care provided
Hospital subsidies
State or local subsidies

Pay for performance shared savings initiatives/other ACO payments
Quality-based incentive payments
Not sure

[]

[]

[]

[ ] Bundled/capitation payments

[]

[]

[]

[ ] Other (free text)

7. How have your funding sources changed over the last five years (i.e., has there
been a transition away from fee-for-service [FFS] toward something else (such as
or salary)?

Free text

e Did your group seek out this change or was it a forced change?

Sought out
Forced change
Not sure

— o — —
Sy S W W

Not applicable

e How did this change in funding sources impact your group or practice setting?

[ ] Positively

If so, describe how: (free text)
[ ] Negatively

If so, describe how: (free text)
[ ] Neither
[ ] Not sure

8. If payment for emergency care were redesigned, which of the following payment
approaches should emergency physicians pursue to ensure that we can continue to
provide high-quality care for our patients? Check all that apply AND number
your responses in order of priority.

[ ] Emergency department negotiations with payors regarding payment rates for
clinical care provided should occur independently from hospital negotiations
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10-

[ ] Payments from commercial payors for clinical care should be raised to mitigate
downward payment adjustments caused by the No Surprises Act (NSA)

[ ] Medicaid payment rates should be raised to match Medicare payment rates (i.e.,
in states where they are lower)

[ ] Negotiate value-based physician incentives from commercial insurance

[ ] We should encourage a transition toward annual global payments to emergency
departments from payors for hospital-based care at each ED (i.e., move away
from fee-for-service)

[ ] Making EMTALA a funded mandate through payment to emergency departments
from commercial insurance and/or CMS

[ ] Retrospective payment to emergency departments for maintaining standby
patient care capacity

[ ] No change is needed to emergency care payment approaches

[ ] Not sure
[ ] Other (free text)

If the payment system for emergency care were redesigned, for emergency
departments that offer public health services (e.g., screening, vaccination), which
of the following should fund these services? Check all that apply AND number
your responses in order of priority.

[ ] Centers for Medicare and Medicaid Services

[ ] Commercial insurance

[ ] City budget

[ ] State budget

[ ] Global payment to hospitals

[ ] Hospital, Health System, or Accountable Care Organization

[ ] Not sure

[ ] None of the above

[ ] Other (free text)

If the payment system for emergency care were redesigned, which of the following
should fund hospital-based emergency department preparedness, response, and
recovery activities for public health emergencies, mass casualty incidents, and
disasters? Check all that apply AND number your responses in order of
priority.

[ ] Centers for Medicare and Medicaid Services

[ ] Commercial insurance

[ ] City budget

[ ] State budget

[ ] Global payment to hospitals

[ ] Department of Health and Human Services (including CDC)

[ ] Administration for Strategic Preparedness and Response (ASPR)
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[ ] Department of Homeland Security (including the Federal Emergency
Management Agency [FEMA])

Department of Defense

None of the above

Not sure

[]
[]
[]
[ ] Other (free text)
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Appendix D

ICD-10 Codes Used in HCUP NEDS
Analysis

Opioids

“T400X5’, “T402X5', “T403X5’, “T404X5’, “T40605", “T40695", “T400X1’, “T400X2, “T400X3’,
“T400X4, “T401X1’, “T401X2, “T401X3’, “T401X4, ‘T402X1, T402X2, “T402X3’, “T402X4,
“T403X1, “T403X2, “T403X3, “T403X4, ‘T404X 1, “T404X2, ‘T404X3, “T404X4, “T40601’,

“T40602, “T40603’, “T40604, “T406971’, “T40692, “T40693’, “T40694
and any codes beginning with ‘F11’

Firearms

Codes beginning with 'Y22', ’X72’, ’X93’, "'W320, 'Y230', ‘Y231, 'Y232), 'Y233’, ‘Y238, ‘Y239,
‘Y248, Y249, ‘X730, ‘X731, X732, ‘X738, X739, X748, X749, X940, X941, X942, X948,
X949, X958, X959, “W3300, ' W3301’, " W3302, “W3303’, ' W3309, “‘W3400, “W3409’, ‘Y3692,
‘Y3792 and codes “Y35001’, 'Y35002, “Y35003’, “'Y35011’, 'Y35012, “Y35013’, 'Y35021’, 'Y35022,
Y35023’,°Y35092, “Y35093’, ‘Y384 X1, ‘Y384X2', “'Y384X3’, 'Y35031, “Y35032’, ‘'Y35033,
Y35091’, 'Y36420, ‘Y36421’, 'Y36430, 'Y36431’, ‘'Y37420’, 'Y37421’, “Y37430’, 'Y37431

COVID-19
Codes beginning with ‘U071’

Influenza
Codes beginning with J09’, 710, J11’

Homelessness
Codes beginning with “Z590’, “Z591’
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Chronic lliness

Codes beginning with ‘E109, ‘E119,, J410, ‘J449’, J449, ‘J439', 441, J449, ‘1509, ‘1509, ‘E1010,
‘E1101’, 'E1064, ‘E1164', '15021" and codes 45909, J45901’

Mental lliness
Codes beginning with ‘F0’, F1’, ‘F2', ‘F3’, ‘F4, F5, ‘F6, ‘F7, ‘F8, ‘FY

Alcohol Intoxication/Abuse

Codes beginning with ‘F100’, ‘F101’, ‘F103’, ‘F104, ‘F105’, ‘F106', ‘F107’, ‘F108’, F109’, ‘G721,
‘K292, ‘K700, ‘K701, ‘K702, ‘K703’, ‘K704, ‘K709, ‘K860, “T510’, “T511’, “T519’, ‘R780’, ‘K70,
‘X45', ‘Y15, ‘X65’
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Appendix E

Claims Data Analytic Methods Details
and Supplemental Findings

In late 2023 and early 2024, Whaley et al. (2024) collected hospital claims data from a variety of
sources, including both facility and professional allowed amounts and charges for hospital inpatient
and outpatient visits. A subset of those claims data contributors provided data for years 2018 to 2022,
while many data contributors provided 2020-2022 data. The APCDs for 12 states provided the
majority of the data, and these 12 included all five years of hospital claims covered by commercial
insurance. Additionally, a few large, self-insured employers provided five years of claims data.

For the ED-specific analysis of commercial claims data, we examined only the claims from data
contributors that provided all five years of data. This excluded several employers’ datasets from the
original, larger dataset because some of them did not contribute all five years of data. Excluding some
data contributors minimizes the effect on price averages caused by changes in the composition of data
contributors.’

Allowed amounts do not always correspond to what is actually paid, hence the need to also
examine payment data separately (see Chapter 4 and Appendix F for the separate analysis of RCM
payment data). Allowed amounts tell an important but incomplete part of the overall payment story.

Using this sample of data contributors across all five years of analysis and indexing their prices to
their average 2018 allowed amounts also helps to control for any potential systematic difference
between fully insured and self-insured allowed amounts. Some research indicates that individual and
fully insured insurance plans tend to have slightly lower prices than self-funded plans (Craig, Ericson,
and Starc, 2021; Sen, Chang, and Hargraves, 2023). However, this analysis of claims indexes 2018—
2022 allowed amounts to show how ED physicians’ prices change over time relative to their 2018
starting point. This means that even if fully insured prices are systematically different from self-
insured prices, this difference would not significantly affect the resulting index because we are solely
focusing on average allowed amount movement during the five-year period and not focusing on
absolute price levels. If fully insured prices changed at different rates than self-insured prices changed,
that could affect the index, but any 2018 differential in their average relative allowed amount levels has
no effect on the index, which begins at 100 regardless of relative price levels.

The claims data available to perform this analysis varied across states, so the resulting nationwide
index does not perfectly reflect nationwide trends. Some states, such as Arkansas, include ample
APCD data and significant volumes of self-insured claims, allowing for high confidence that the

3 Some small changes in data contributors may have occurred within each participating APCD. For example, a self-insured
employer may have elected to contribute medical claims to an APCD in one year, then declined to contribute claims in the other
years, but such instances are likely to be very rare, since most organizations contributing data to APCDs are required to do so by
law.
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Arkansas-specific index accurately represents commercially insured price trends for ED facility and
professional physician services in that state. Claims data for other states, such as Hawaii, were
relatively sparse. The volume of professional or facility claims varies by state. Nationwide, the ED
claims payable to hospital facilities totaled $8.7 billion, while the ED claims payable to ED
professional physicians totaled $1.4 billion. These ED professional claims included only claims
payable to emergency medicine or pediatric emergency medicine medical doctor or doctor of
osteopathy physicians (a subset of all professional claims in the ED).

Claims were also restricted to the three most commonly used ED-specific CPT codes—99283,
99284, and 99285. Using these three service procedure codes not only focuses the price analysis on
services and procedures that occur in an ED but also restricts the number of services and procedures
that could influence price trends. Each of these three services’ share of total claims stays fairly steady
across the 2018-2022 period, such that 99283 consistently represents 25 percent of all claims under
analysis in each year, 99285 fluctuates between 38 percent and 41 percent of the study sample, and
99284 ranges from 34 percent to 37 percent of the overall number of claims (not dollars). Schwartz et
al. (2023) confirms that, from 2018 to 2021, the overall share of level 3—5 claims included 87-89
percent of all ED facility claims, or 95-96 percent of professional ED claims. One cause of changing
the average allowed amounts across the aggregated sample of three CPTs is the changing share of
CPT evaluation codes, and the other cause is changing CPT-specific prices. We wanted the allowed
amount index to capture both causes of price changes, as the shifting relative use of higher and lower
complexity codes can contribute to rising or falling prices for ED services.

We did not, however, want the allowed amount indexes to be influenced by other factors, such as
changing data contributors or changing the composition of hospitals in the claims sample. This is why
we restricted the sample to data contributors with all five years of data (a hospital is included in the
analysis only if it had more than ten facility claims or more than ten professional claims in each of the
five years) and why we weighted each hospital’s contribution to these price indexes by the hospital’s
2018-2022 share of total claims.

The national results of this analysis are charted and discussed in Figure 4.1. We have also included
state-specific indexes, without additional comment or analysis, in Tables E.1 and E.2.
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Table E.1. Index of Inflation-Adjusted Weighted Average Facility Allowed Amounts for CPTs
99283, 99284, and 99285 (2018-2022)

State, District,

or National Facility 2018 Facility 2019 Facility 2020 Facility 2021 Facility 2022
National 1 1.07 118 1.19 1.19
AK 1 1.09 1.23 1.28 1.34
AL 1 0.98 114 113 0.97
AR 1 1.05 0.81 0.77 0.77
AZ 1 1.01 1.06 1.03 1.00
CA 1 1.14 1.22 1.23 1.21
CcoO 1 1.02 1.07 1.04 1.07
CT 1 1.15 1.31 1.37 1.41
DC 1 0.92 112 1.05 1.01
DE 1 112 113 113 112
FL 1 1.06 1.09 114 113
GA 1 1.14 1.24 1.31 1.45
HI 1 1.06 0.98 0.93 0.91
1A 1 0.98 1.06 0.98 0.87
ID 1 1.07 1.23 1.20 1.25
IL 1 1.06 1.21 114 114
IN 1 1.04 1.07 1.06 115
KS 1 1.04 1.31 1.22 1.20
KY 1 0.99 0.92 0.89 114
LA 1 0.95 0.97 0.98 0.84
MA 1 1.05 114 1.19 1.16
MD 1 1.07 118 1.10 1.03
ME 1 1.08 114 1.20 117
Mi 1 0.99 1.07 1.01 0.95
MN 1 1.15 1.25 118 118
MO 1 1.09 1.32 1.44 1.44
MS 1 0.98 1.00 0.93 0.51
MT 1 1.03 1.04 1.02 1.04
NC 1 1.01 1.07 1.01 0.97
ND 1 1.06 1.06 1.00 1.06
NE 1 0.98 1.24 1.21 0.99
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State, District,

or National Facility 2018 Facility 2019 Facility 2020 Facility 2021 Facility 2022
NH 1 118 1.24 1.26 1.22
NJ 1 1.08 113 1.24 1.20
NM 1 0.99 1.00 1.02 0.97
NV 1 1.08 114 1.07 1.00
NY 1 1.04 1.08 1.65 1.66
OH 1 0.92 1.08 1.04 1.15
OK 1 1.10 1.16 118 1.16
OR 1 1.08 1.62 1.61 1.54
PA 1 1.05 117 114 113
RI 1 1.04 1.03 1.04 1.00
sC 1 0.99 117 1.07 0.99
SD 1 1.1 1.34 1.17 1.19
TN 1 1.07 1.15 1.15 114
TX 1 1.03 114 1.10 1.05
ut 1 1.03 1.22 1.27 1.26
VA 1 1.14 1.38 1.44 1.57
VT 1 1.03 1.09 1.1 113
WA 1 1.07 1.10 1.06 1.06
Wi 1 1.06 1.01 1.04 1.08
Y 1 1.14 1.20 1.24 1.33
WYy 1 1.07 1.27 1.20 1.19
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Table E.2. Index of Inflation-Adjusted Weighted Average Professional Physician Allowed
Amounts for CPTs 99283, 99284, and 99285 (2018-2022)

State, District, or  Professional Professional Professional Professional Professional
National Physician 2018 Physician 2019 Physician 2020 Physician 2021 Physician 2022
National 1 1.02 1.00 0.97 0.93
AK 1 1.01 1.16 1.05 0.87
AL 1 0.94 0.82 0.75 0.71
AR 1 0.99 0.94 0.93 0.97
AZ 1 0.98 0.92 0.88 0.75
CA 1 1.01 1.01 1.08 1.1
CcoO 1 1.03 0.93 0.87 0.82
CT 1 1.07 110 1.08 110
DC 1 1.02 1.01 0.97 0.94
DE 1 1.02 1.00 0.90 0.80
FL 1 1.06 0.90 0.84 0.74
GA 1 1.04 0.76 0.73 0.74
HI 1 1.08 0.99 0.79 0.58
IA 1 0.92 0.89 0.87 0.80
ID 1 1.18 1.25 1.20 0.99
IL 1 1.1 1.05 1.04 0.82
IN 1 0.96 0.90 0.85 0.84
KS 1 0.97 0.89 1.00 0.94
KY 1 1.01 1.03 0.98 0.94
LA 1 1.54 1.48 1.42 1.46
MA 1 1.06 1.20 1.23 0.98
MD 1 1.01 0.90 0.89 0.76
ME 1 0.95 1.01 1.00 0.86
MmI 1 1.02 0.98 0.98 0.94
MN 1 1.06 110 1.08 1.03
MO 1 0.98 0.89 0.85 0.87
MS 1 0.96 0.76 0.79 0.70
MT 1 1.01 0.94 0.90 0.85
NC 1 1.03 0.95 0.90 0.88
ND 1 1.04 1.05 1.05 1.04
NE 1 0.98 0.97 0.96 0.89
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State, District, or Professional Professional Professional Professional Professional

National Physician 2018 Physician 2019 Physician 2020 Physician 2021 Physician 2022
NH 1 0.98 0.96 0.96 0.82
NJ 1 1.07 1.1 1.02 0.99
NM 1 1.07 0.85 0.85 0.74
NV 1 112 0.95 0.83 0.73
NY 1 1.03 1.02 1.01 0.94
OH 1 1.01 1.00 0.98 0.96
OK 1 0.96 0.70 0.7 0.65
OR 1 0.98 0.95 0.90 0.82
PA 1 1.00 112 1.06 0.96
RI 1 1.09 1.09 1.08 1.06
SC 1 0.96 0.88 0.84 0.76
SD 1 1.06 0.97 0.96 0.85
TN 1 1.04 0.97 0.88 0.80
TX 1 1.08 0.97 0.88 1.01
uT 1 0.99 0.97 0.97 0.93
VA 1 0.96 0.91 0.85 0.81
VT 1 1.00 0.98 0.92 0.91
WA 1 1.04 1.05 1.00 0.93
Wi 1 1.02 1.01 0.99 0.92
WV 1 0.87 0.80 0.79 0.74
WYy 1 1.03 0.90 0.85 0.77

Calculation Steps for Indexes of Nominal Weighted Average
Allowed Amounts

1. Calculate average nominal allowed amounts (across all three CPTs) for each hospital that met
inclusion criteria.

2. Multiply each hospital’s average nominal allowed amount by that hospital’s share of all ED
claims in our sample (for the national level row of the table) or by that hospital’s share of ED
claims in the state (for each state-level row of the table). For example, if that hospital’'s 2018—
2022 ED claim lines represent 10 percent of that state’s 2018—2022 ED claim lines, assign
each year of that hospital’s average nominal allowed amount 10 percent of the weight of that
state’s weighted average nominal allowed amount.
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3. For each year, add each hospital’s weighted contribution to the national nominal average
allowed amount (for the national-level row of the table) or to the state (for all other rows of
the table).

4. Divide each year’s result by the corresponding 2018 result, thereby translating the weighted
average nominal allowed amounts into an index.

5. To adjust the nominal index for inflation, we used the Bureau of Labor Statistics’ Purchaser
Price Index (PPI) for hospital nonlabor inputs and the Bureau of Labor Statistics’ separate
PPI for labor inputs (U.S. Bureau of Labor Statistics, undated; U.S. Bureau of Labor
Statistics, 2024). To merge the two PPIs into a single PPI, we weighted each PPI by the
American Hospital Association’s estimate of labor’s and nonlabor’s shares of hospital expenses
(American Hospital Association, 2021; American Hospital Association, 2024). These data
sources, once combined, yielded the PPI used to deflate the nominal index shown in Table

E3.

Table E.3. Hospital Inputs Index, 2018-2022

Hospital Inputs Index

Year (Excludes Capital Expenses)
2018 100.00
2019 102.51
2020 104.60
2021 110.24
2022 115.38
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Appendix F

RCM Data Analytic Methods Details
and Supplemental Findings

For the analysis of RCM data, we applied the following programming logic to calculate payment
rates for each type of payer. At each step, we include the number of ED visits excluded from the
analysis and the remainder included in the analysis. This number varies depending on the type of
analysis performed. For example, because the patient-responsible amount is not always available in the
data, the number of visits analyzed for overall payment rates is different from the number of visits
analyzed for patient payment rates.

Step 1. In terms of the data not used for any of the analysis, we received a sample of 50,787,291
ED visits, but approximately 3.5 million visits were completely excluded from all our analyses, for the
following reasons:

e Step la. 270,376 visits were labeled “Commercial” claims but were delivered under the
“Other/Self-Pay” payer group. We could not use these visits because we do not know whether
these commercial claims are in network or out of network.

e Step 1b. 702,774 “Other/Self-Pay” visits in 2020 from one source were unusable because the
data appeared to be systematically erroneous.

e Step lc. We also excluded 2,526,414 “Other/Self-Pay” visits that specified no payer name.
Without a payer name, we were unable to tell whether these visits belong to the “Self-Pay”
group or the “Other” payer group.

These three data cleaning steps reduced the sample under analysis to 43.4 million visits. From this
point, the sample size depended on the payer (self-pay versus all other payers) and type of payment
rate (overall versus patient-specific or payer-specific payment rates).

An additional 3.9 million visits were excluded from the figures in this appendix but are
reexamined beginning at Step 9 and are included in Chapter 4.

e Step 1d. 3,871,262 visits contained no dollar amounts for allowed amount, payer paid, patient
responsible, or patient paid—all four fields were missing. Without any of these four fields, we
could not use the data to calculate any payment rates. However, because these visits had a
higher likelihood of receiving no payment, they are analyzed using separate methods beginning

in Step 9.

“Self-Pay” payer group. Self-Pay is different from all other payer groups because only Self-Pay
can sometimes list the patient as the payer. Because the patient is the only payer, Self-Pay is also
unique because the one payment rate can be called the “patient payment rate,” the “payer payment
rate,” or the “overall payment rate”—all three are the same.
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Step 2. Separate the self-pay visits from the 43.4 million visits. All self-pay visits were delivered
under a broader “Other/Self-Pay” payer, 228,529 of which are self-pay because they were labeled
“Patient,” “Non Billable,” or “Self-Pay.”

e Step 2a. Of this self-pay sample, we could analyze only visits for which the Patient
Responsible or Allowed Amount was greater than $0. Both fields were missing for 73,673
visits, so the final Self-Pay sample totaled 154,856 visits.

e Step 2b. We applied the following logic to calculate the Self-Pay payment rates:

— Numerator: Payer Paid + Patient Paid (because sometimes the patient is designated
as the Payer and sometimes is designated as the Patient)

— Denominator: the larger of Patient Responsibility or Allowed Amount

— Numerator / Denominator = Self-Pay Payment Rate

—  For all other payer groups: Payment rates can be charted for Patients, for Payers, and
for both combined. In Self-Pay, all three are the same payment rate, so Step 2b is the
only calculation related to self-pay.

Step 3. Subset the 43.4 million visits to exclude the Self-Pay payer group, leaving 43.2 million
visits. The following steps apply only to non—Self-Pay payer groups.

e Step 3a. Analyze only visits for which Allowed Amount is larger than $0. This reduced the
non—Self-Pay sample to 42.7 million visits.

e Step 3b. Analyze only visits for which (Patient Paid + Payer Paid) is equal to or less than
Allowed Amount. This reduced the non—Self-Pay sample to 41.9 million visits.

e Step 3c. Analyze only visits for which (Payer Responsibility + Payer Paid) is equal to or less
than Allowed Amount. This reduced the non—Self-Pay sample to 40.1 million visits.

For overall payment rates, using the remaining sample of 40.1 million visits, we calculate
(Payer Paid + Patient Paid) / Allowed Amount = Overall Payment Rate.

Step 4. For patient-specific and payer-specific payment rates, more reductions in the sample size
are required because not all visits had sufficient data to divide the allowed amount into the patient’s
and payer’s portions of responsibility.

e Step 4a. We analyze only visits for which Patient Responsible is larger than $0 and smaller
than or equal to Allowed Amount. This step reduced the 40.1 million visit sample to 9.3
million visits. For these 9.3 million visits, we calculate

Patient Paid / Patient Responsible = Patient Payment Rate.

Figure F.1 illustrates payment rates using this sample of 9.3 million visits (only the visit data that
had reliable allowed amounts and/or reliable patient-responsible amounts). Using only this restricted
data sample of 9.3 million visits, we observe that commercial and Medicare patients’ payment rates
improved over the five-year period, while Medicaid, self-pay, and other payment rates declined.

135



Figure F.1. Average Patient Payment Rates to ED Physicians, Including Only Visits with Reliable
Allowed Amounts, by Payer, 2018-2022

NOTE: Because this figure includes only visits with reliable allowed amounts, see Figures 4.2 through 4.5 for a more
complete picture of payment behavior.

* For self-pay payers (i.e., patients), the amount owed to ED physicians is sometimes called the allowed amount and
sometimes called the patient-responsibility amount. For convenience, we refer to all amounts as allowed amounts.

Step 5. Of the 9.3 million sample, 2.8 million had a patient-responsible amount equal to the
allowed amount. This indicates that these visits were entirely the responsibility of the patient, so they
are not relevant to the payer payment rate calculations. Additional analysis confirmed that 95 percent
of these cases had no payer payment, further supporting the conclusion that payers were generally not
responsible for these visits. Therefore, we exclude these 2.8 million visits from the payer payment rate
calculations and the sample size becomes 6.5 million. Using this restricted sample, we calculate

Payer Paid / (Allowed Amount minus Patient Responsibility) = Payer Payment Rate.

As illustrated in Figure F.2, this subset of the RCM data shows that commercial in-network
payers consistently had the highest average payment rate, averaging 99 percent across the five-year
period. Medicaid payers had a similar payment rate in 2018 and 2019 but more recently declined to 94
percent, bringing the five-year average down to 97 percent. However, this apparent trend must be
interpreted in the context of our data availability limitations: There were some years for which we
received Medicaid data from all six data contributors and some years for which we received Medicaid
data from fewer data contributors. To address this limitation, we weighted the results by data
contributor (see Appendix E for limitations and an expanded discussion of weighting methods).
Weighting techniques cannot fully compensate for the changing mix of data contributors when a data
contributor provides no data in a particular year.

Medicare payer payment rates have stayed between 96 percent and 97 percent during the past four
years, averaging 96 percent across the full period. Commercial OON has been the most consistent,
averaging about 96 percent every year.
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Figure F.2. Average Percentage of Allowed Amounts That Payers Actually Paid to ED
Physicians, by Payer Group, 2018-2022

* Using only RCM visits for which the documented allowed amount was reliable. See Figures 4.2 through 4.5 for a more
complete picture of payment behavior.

In Figure F.2, we observe that the percentage of the money owed to ED physicians that actually
gets paid varied significantly by payer from 2018 to 2022. These results may overstate payment rates,
to varying degrees, for each payer because they exclude cases in which insurance companies completely
denied the claim and exclude any visit for which the allowed amount was unreliable.

Medicaid payment rates were the highest, averaging 99 percent of what the payer and patient
(combined) owed during the five-year period. The “Other” payer was the next highest, ending at 93
percent in 2022 and averaging 93 percent across the five years. Commercial in-network payers had the
next highest payment rate, paying 88 percent of their 2022 allowed amounts and 86 percent across the
five years. Medicare payment rates also ended at 88 percent in 2022 and averaged 87 percent across
five years.

The data show commercial OON payers and self-pay patients had the lowest and most volatile
payment rates during this period (Figure F.3). Commercial OON payment rates peaked in 2022 at 84
percent, just one year after their lowest payment rate of 72 percent. On average across the five-year
period, commercial OON paid 77 percent of allowed amounts. This more recent improvement in
payment rates for commercial OON visits may be at least partially attributable to the similarly recent
fall in commercial OON's ED allowed amounts (see Table F.1 for average observed allowed amounts
by CPT, payer, and year). As payers and patients became responsible for lower bills, payment of those
bills became more likely.

Self-pay volatility was even more extreme than commercial OON payment rate volatility, but this
may be at least partially explained by the much smaller sample size available to analyze: The 154,856
self-pay visits across the five years had a 35 percent average payment rate.
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For all six payer groups combined, weighted by each payer’s share of ED visits and by their relative
price levels, weighted payment rates to ED physicians held remarkably steady during the first four
years at levels between 82.2 percent and 82.5 percent. During the final year (2022), the weighted
payment rate across all payer groups jumped to 88 percent, bringing the five-year average up to 83
percent.

Figure F.3. Average Percentage of Allowed Amounts That Payers Plus Patients Paid to ED
Physicians, by Payer Group, 2018-2022

* This figure includes only visits with reliable allowed amounts; see Figures 4.2 through 4.5 for a more complete picture
of payment behavior.

This analysis of visits that have complete data allowed us to focus on the subset of visits that include
reliable allowed amounts. This subset’s allowed amounts, when averaged for each CPT (type of visit)
in each payer year, are displayed in Table F.1. They include the five main CPT's used by ED
physicians: CPT codes 99282, 99283, 99284, 99285, and 99291. The remaining CPT 99281 is used
too infrequently to yield average allowed amounts for every payer year and therefore is excluded from
Figure F.4 and from our Chapter 4 analyses of all RCM visit data.

Step 6. Calculate average allowed amounts for each permutation of the combination of CPT,
financial class, and year.

e Step 6a. Using only the data used to calculate Step 3 through 5 payment rates (i.e., the visit
data that included a reliable allowed amount), we calculated the average allowed amount
observed for each of five CPT’s in each payer year.
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Table F.1. Average Nominal (Not Inflation-Adjusted) Professional Allowed Amounts Observed in
Subset of RCM Data That Contained Complete or Reliable Allowed Amounts, by CPT, Payer,

and Year

Payer CPT 2018 2019 2020 2021 2022
Commercial in-network 99282 $75.39 $70.32 $72.30 $71.40 $75.21
Commercial in-network 99283 $198.54 $190.27 $207.85 $190.27 $185.74
Commercial in-network 99284  $334.28 $335.08 $360.33 $324.9 $321.11
Commercial in-network 99285 $481.07 $483.55 $521.8 $474.09 $458.49
Commercial in-network 99291 $573.47 $595.07 $588.16  $524.36 $523.52
Commercial OON 99282 $78.54 $80.59 $77.57 $79.73 $72.04
Commercial OON 99283 $323.81 $285.08 $266.43  $275.63 $164.00
Commercial OON 99284  $524.83 $452.75 $404.27  $397.65 $274.4
Commercial OON 99285 $776.06 $696.47 $627.37 $661.03 $421.82
Commercial OON 99291 $712.07 $635.82 $544.68  $502.06 $382.42
Medicaid 99282 $50.62 $50.45 $59.8 $64.63 $67.08
Medicaid 99283 $50.49 $49.86 $50.11 $52.12 $51.78
Medicaid 99284 $77.08 $77.31 $79.00 $84.06 $79.86
Medicaid 99285 $107.30 $108.21 $110.33 $117.82 $114.93
Medicaid 99291 $155.96 $157.5 $159.71 $166.36 $169.00
Medicare 99282 $42.26 $40.60 $42.91 $42.19 $44.12
Medicare 99283 $57.88 $57.91 $61.09 $66.33 $66.74
Medicare 99284 $105.49 $106.17 $109.21 $114.18 $15.13
Medicare 99285 $166.30 $168.73 $169.28 $174.69 $174.01
Medicare 99291 $215.33 $223.09 $224.94 $221.39 $221.18
Other (excluding self-pay) 99282 $98.70 $106.06 $92.19 $75.88 $55.17
Other (excluding self-pay) 99283 $71.78 $94.92 $74.19 $84.41 $82.63
Other (excluding self-pay) 99284 $147.56 $181.74 $148.92 $148.20 $144.77
Other (excluding self-pay) 99285 $212.02 $276.59 $211.62 $217.46 $214.89
Other (excluding self-pay) 99291 $273.78 $314.42 $247.01 $257.45 $247.05

e Step 6b. For a quality assurance check, we compared these commercial in-network and OON
average allowed amounts with the same sample of commercial claims data used to create
Figure 4.1. We found that the RCM data for commercial bills yielded similar charges to those
observed in the separate nationwide sample of commercial claims data. For CPT 99282,
average allowed amounts were $6 to $52 higher per visit in the RCM data than in the claims
data. For the other CPTs, the average allowed amounts were $40 to $150 per visit higher in
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the claims data than in the RCM data. Overall, this gave us confidence in using the RCM data
to impute missing allowed amounts.

e Step 6¢c. We also compared the self-pay payer average allowed amounts with a subset of
commercial claims that included Chargemaster charges. Patients with no insurance are often
billed the Chargemaster rates, although downward adjustments are often negotiated, so
nationwide commercial charges may serve as a reasonable estimate of what self-pay patients
owe for ED visits. Table F.2 displays the average charges by CPT from this sample of claims
data (see Appendix E for more information on this sample of claims data).

Table F.2. Average Nominal ED Professional Charges, by CPT, 2018-2022

CPT 2018 2019 2020 2021 2022
99281 $144 $140 $16 $127 $124
99282 $181 $187 $182 $176 $176
99283 $342 $363 $388 $407 $407
99284 $573 $588 $607 $624 $636
99285 $914 $944 $982 $1,000 $1,018
99291 $1,062 $1,160 $1,262 $1,293 $1,311

These average charges appear to more reliably estimate what ED professionals charge self-pay
patients because the charges mostly rise gradually each year and always rise relative to the preceding
row, which shows a less expensive CPT. Because these results contrast with the more variable self-pay
results from the small sample of RCM self-pay data that contained an allowed amount or patient-
responsible amount, we assessed charges to be the more reasonable estimate of self-pay prices for each
CPT and year, and we used these average charges in Steps 9 and 10 to estimate what self-pay patients
owed for visits that did not have reliable allowed amounts or patient-responsible amounts in the RCM
data.

In summary, average allowed amounts (for non—self-pay visits) and average charges (for self-pay
visits) are used in Steps 9 and 10 to estimate or impute allowed amounts when an allowed amount was
missing or appeared unreliable and are used in Step 8 to help create a unified payment rate across all
payer groups.

Step 7. Weighting the results by data source. We moved data from all 50.8 million visits from
Excel files to an SAS database while noting their anonymous RCM source identities with letters A
through F (six RCM sources provided all the data). Because each data source covers a geographic area
that includes a relatively constant set of providers and ED physicians, we used this source
identification to weight the results. Because the six RCM data providers tend to serve a particular set
of ED physicians, with some geographic overlap, each data contributor can be considered a rough
proxy for an unknown but relatively consistent sample of physicians in an unknown but relatively
consistent set of geographic provider locations. We weighted results by data contributor so that
annual fluctuations in the sources of data would not skew the results.

To weight results by data source, we took the following steps:
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For each payment rate calculation, divide the number of visits provided by Source A across 2018—
2022 by the number of visits provided by Sources A—F. For example, if Source A provided 10 percent
of all 2018-2022 Medicare visit data for the Medicare overall payment rate, Source A’s payment rate
results would comprise 10 percent of the nationwide Medicare overall payment rate in each year,
regardless of whether Source A’s share of the data rises above or falls below 10 percent in any
particular year. Weighting by data source minimizes the fluctuations in payment rates caused by the
shifting year-to-year volume of data from each source.

Step 8. Calculate an overall payment rate across all payer groups. This requires unifying the
overall payment rates for all six of the following payer groups into one ED payment rate, whether they
are the payment rates calculated in Steps 3 and 4 or the ones calculated in Step 10.

o Step 8a. We first estimated each payer’s share of ED visits based on the RCM companies’
sample of 105.6 million visits, as shown in Table F.3.

Table F.3. Payer Share of Total ED Visits in EMPI Sample

Payer Group 2018-2022 Share of Total ED Visits
Commercial in-network 15.0%
Commercial OON 10.6%
Medicaid 33.6%
Medicare 32.0%
Self-pay 6.8%"
Other 2.0%?

@ Other and self-pay payer groups were originally grouped together into
a single “Other/Self-Pay” class that constituted 8.8 percent of all ED
visits in the sample. We split this group into two parts because of the
volume of data we received labeled Self-Pay versus Other.

o Step 8b. Because payment is the number of visits multiplied by the price or payment per visit
multiplied by the payment rate, we weighted the average payment rates for each of the six
payer groups by each group’s average 2018-2022 price per visit (shown in Table F.4) times
the group’s estimated share of nationwide ED visits.
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Table F.4. Average 2018-2022 Price per Visit, by Payer Group

Payer Group Average Price per Visit
Commercial in-network $384.54
Commercial OON $482.75
Medicaid $83.32
Medicare $157.95

Other $175.76
Self-pay $711.12

e Step 8c. By multiplying Step 8a’s Table F.3 by Step 8b’s Table F.4, then expressing the result

as percentages of the whole, we create weights to apply to each payer year in order to create a

unified payment rate across all payer groups (Table F.5). These weights are applied

everywhere in this report where payment rates are calculated across all payer groups.

Table F.5. Weights Applied to Each Payer Year’s Payment Rate to Produce Single Payment
Rate for All Payer Groups Combined

Payer Group Weight
Commercial in-network 27.0%
Commercial OON 24.0%
Medicaid 13.1%
Medicare 23.7%
Other 5.6%
Self-pay 6.5%

NOTE: These weights do not solely reflect each payer group’s share of
patient visits. They reflect relative prices and relative share of visits.

Step 9. Steps 1 through 6 made possible an additional analysis that includes the visits we

previously excluded in Steps 1a, 2a, 3a, and 3b due to missing or unreliable allowed amounts.

Instead of dropping visits with missing or unreliable allowed amounts, we estimated or imputed the

allowed amounts. This process begins with the entire sample of 50.8 million visits, for which we did

the following:

e Step 9a. Exclude the 3.5 million visits described in Steps 1b, 1¢, and 1d, leaving 47.3 million

visits.

e Step 9b. For all visits with missing or unreliable allowed amounts (see Steps 1a, 2a, 3a, and

3b), we imputed the allowed amount using Table F.1 (shown in Step 6). We were able to do
this for all visits except those with CPT 99281, which is associated with so few visits (0.0001
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percent of all ED visits) that its removal essentially does not affect the calculated payment
rates.

e Step 9c. Wherever the sum of Payer Paid plus Patient Paid (i.e., Total Payment) or the sum
of Payer Paid plus Patient Responsible was greater than our estimated allowed amount, we
imputed the allowed amount to equal Total Payment. This ensures that the payment rate for
that visit can never exceed 100 percent. In other words, if actual payment (Payer Paid plus
Patient Paid) or if Payer Paid plus Patient Responsible was larger than our estimated allowed
amount, then our estimate was probably too low in those cases, so we revised our estimate to
match the higher payment totals.

Step 10. Using this sample of 47.3 million visits, which now include 7,015,220 estimated or
imputed allowed amounts, we followed the same steps outlined above to calculate overall, patient-
specific, and payer-specific payment rates (Figures 4.2, 4.3, and 4.4) for each payer group and for all
six payer groups combined.

This analysis of RCM data has several limitations, as follows.

Sample not perfectly representative. The sample of RCM bills and payments, although large and
geographically diverse, was not designed to be fully representative of the national distribution of ED
visits across providers, prices, and payment behaviors at the aggregate or payer levels. We cannot
measure the extent to which the data are nationally representative for each payer because the data use
agreements with RCM companies did not allow us to view provider locations or any geographic
indicators.

Subnational analysis not allowed. Because we are unable to determine which claims belong to
which state, region, or provider, we are unable to study payment variation by geography or provider.
We are able to analyze, at the national level, only broad categories of payers responsible for each claim:
commercial in-network, commercial OON, Medicare, Medicaid, self-pay, and other.

Payment “runout.” The RCM data extractions occurred between March and August 2024
(extraction dates varied by data contributor), so all ED services provided in late 2022 had more than
one year to complete billing and payment, whereas the 2021 services had more than two years to
complete billing and payment, and so on. This raises the question of whether the observed payment
rates for 2022 services appear lower than they would appear had we extracted the RCM data later to
give payers more time to complete payment (i.e., a longer runout period). By analyzing the extent to
which 2018 services were paid during 2020, 2021, 2022, and 2023; the extent to which 2019 services
were paid during 2021, 2022, and 2023; and the extent to which 2020 services were paid during 2022
and 2023, we confirmed that payment lags of two or three years exist. We cannot adjust our 2021 and
2022 findings for the effects of delayed payment, so this remains a limitation of our analysis.
According to our analysis of 2018—2021 payment runout, we would expect to eventually observe 0.99
percent of all payment transactions for 2022 ED services to occur after the data extraction portion of
2024 through the end of 2026. It is impossible, however, for us to estimate the dollar volume of those
additional payments. Similarly, we estimate that 0.13 percent of payment transactions that will ever
occur for 2021 ED services are not present in our sample, and 0.3 percent of all payment transactions
for 2020 services are likely to be missing from our sample because they occurred after the RCM data

were extracted.

143



Payment schedules unknown. The RCM data sometimes designated the date of last payment
and sometimes did not. Even when the last payment date was included, this date did not reveal
whether a bill was paid in installments or whether the latest payment (if any) was the only payment.
Therefore, we were unable to analyze whether, for example, a last payment made three years after an
ED visit indicated no payment for three years or whether it indicated a partial final payment in the
third year.

Unique ED visits not traceable. The RCM dataset contained insufficient information to confirm
whether any bills for a unique ED visit were repeated. We did not have unique patient visit identifiers
that would allow us to confirm whether a patient had several bills for the same ED visit or that would
allow us to confirm whether a patient’s claim was billed, then rejected, then billed again. If, for
example, a visit showed up in the data as a nonpayment, then showed up again on another line as a full
payment, we would not be able to tell. However, data contributors were instructed to deliver only the
most recent payment information for each visit.

Out of date or unreliable allowed amounts: The issue of ED visit billing evolving over time can
also cause one visit to show a preliminary allowed amount paired with final payment amounts, rather
than showing an updated, final allowed amount. In these cases, billing interactions may begin with an
insurance company’s complete denial of payment noted as a $0 allowed amount in the data and then,
after an appeal, that company’s approval for some payment without updating the original allowed
amount in the billing data. When we observe $0 allowed amounts in the data, or when payment
exceeds the allowed amount, or when Patient Responsible Amount plus Payer Paid is greater than the
allowed amount, we assumed that the allowed amount is unreliable (i.e., it leaves us no way to tell
whether the allowed amount properly reflects the Payer Responsibility plus Patient Responsibility).
We observe many cases in which the allowed amount is $0 and the payer paid a substantial amount of
money. As explained in more detail in Steps 2 through 10 of this appendix, we first exclude such data
when we suspect that the allowed amount is unreliable, then we bring that data back in to use in an
analysis that replaces the missing or unreliable allowed amounts with our estimates.

Data recording procedures varied by data contributor. We observed some systematic
differences in how data were recorded across data contributors. For example, Data Contributors A
and B both provided Other/Self-Pay data. For Contributor A’s lines labeled “Self-Pay,” about half
showed some dollar amount under Payer Paid, while about half showed no payment under Payer
Paid. This indicates that Contributor A sometimes or always recorded the patient as the payer. In
contrast, Contributor B’s lines labeled “Self-Pay” never showed a Payer Paid amount, indicating that
patient payments were probably never recorded as Payer Paid amounts and were only recorded as
Patient Paid amounts.
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Abbreviations

ACA
ACEP
APCD
AUCM
CARES
CDC
CMS
COVID-19
CPT
DSH
ED
EDSCPS
E&M
EMPI
EMS
EMTALA
FEMA
FES

FG
GED
HCUP
HHS
HRSA
ICU
IDR
KII
NEDS
NPP
NSA
OON
PASC
PRF
RCM
RVU

Affordable Care Act

American College of Emergency Physicians
all-payer claims database

Acute Unscheduled Care Model

Coronavirus Aid, Relief, and Economic Security
Centers for Disease Control and Prevention
Centers for Medicare & Medicaid Services
coronavirus disease 2019

Current Procedural Terminology
disproportionate share hospital

emergency department

Emergency Department Standby Capacity Payment System
evaluation and management

Emergency Medicine Policy Institute
emergency medical services

Emergency Medical Treatment and Labor Act
Federal Emergency Management Agency
fee-for-service

focus group

geriatric emergency department

Healthcare Cost and Utilization Project

U.S. Department of Health and Human Services
Health Resources and Services Administration
intensive care unit

independent dispute resolution

key informant interview

Nationwide Emergency Department Sample
nonphysician practitioner

No Surprises Act

out of network

Payments for Accountable Specialty Care
Provider Relief Fund

revenue cycle management

relative value unit
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Glossary of Key Terms

Allowed amount—The dollar amount that the insurance company has agreed is due to the provider.
Allowed amount includes (1) what the insurance payer expects to pay plus (2) the expected patient
payment (the deductible, copay, or coinsurance, if any).

Charges (or Chargemaster rates)— The listed dollar amounts (or fee schedule) for ED services
performed. These “sticker prices” are usually higher than what health insurance companies or patients
end up negotiating.

Coinsurance—The cost-sharing arrangement by which the patient and the health insurance company
split the cost of a covered health care service. Also known as a copayment or copay.

Commercial claims data—Digital records of commercially insured patient encounters that have been
billed to commercial payers. These are the data collected by Whaley et al. (2024). Because Whaley et
al. collected only commercial claims data, this dataset does not reveal prices for public payers,
uninsured patients, etc. Commercial claims often include denied claims that are later replaced by
allowed claims, but some claims that are never allowed are not counted when we calculate average
allowed amounts. These commercial claims data include detailed information on the type of ED visit
(date, diagnoses, procedure codes, etc.) and information about the amount of money owed to ED
physicians (professional claims) and owed to ED facilities (facility claims), billed amounts, allowed
amounts, paid amounts, etc. Claims data contain sufficient information to determine the actual prices
that insurance companies have agreed is due (see allowed amount definition), but this does not
necessarily mean that the insurance and patient payers have fully met their financial obligations. To
examine the extent to which allowed amounts were actually paid, we separately examined billing and
payment data (see RCM definition).

Deductible—The cost-sharing portion of a patient’s insurance that must be annually met before the
patient is eligible for insurance benefits.

Emergency departments (EDs)—In this report’s quantitative analyses and in the other definitions in
this glossary, payments to EDs include payments to ED facilities, to ED physicians employed by
hospitals or health systems, and to independently owned ED physicians—i.e., the entities that provide
emergency care. Unless otherwise indicated, in this report, payments refers to payments for the
“emergency health care professional services” and does not include “facility or technical” services.
Professional services refers to the clinical care provided by emergency clinicians. These clinicians may
work with or for various entity types, including as hospital-employed clinicians or as employed or
contracted clinicians with local, regional, or national staffing organizations.
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Facility—The physical ED entity (not including the physicians and other emergency health care
professionals employed there), usually owned by a hospital or health system.

Facility allowed amount—The dollar amount that the insurance company has agreed is due (from
insurance plus from the patient) to the ED facility (not due to the ED professional clinicians).

Payers— The entities that owe money to EDs for the provision of ED services. This primarily refers
to health insurance companies but may also refer to patients who owe money either as copayment (see
coinsurance definition) or as out-of-pocket payment. This term can also refer to other payers, such as
workers compensation, home or car insurance companies, or prisons.

Payment—Any money that payers transfer directly to EDs or indirectly to EDs via payment
processing companies (see revenue cycle management definition).

Payment rate— The final, actual payment divided by the allowed amount (i.e., the percentage of the
final negotiated price—what was ultimately owed—that actually got paid).

Prices—The negotiated amounts that payers owe to ED facilities and physicians. This is sometimes
estimated because we sometimes cannot see the precise prices that self-pay patients have been billed or
have negotiated. Prices are not always the amount that payers actually pay: Payment is what they
actually pay. In the case of patients covered by insurance, the allowed amount is the total expected
payment for the service. In the case of patients with no insurance, we used Chargemaster rates to
estimate the amount that the patient owes (although it is possible that patients could negotiate a price
lower than the Chargemaster rate, we use Chargemaster to estimate what the patient ends up owing,
which is the amount due).

Professional—Emergency health care professionals refers to the clinical staff who have the ability to bill
separately from the facility. The ED physician professionals are either employed by the hospital or
health system or operate under independent ownership. In this report, we do not include
nonphysician professionals in our claims data analysis (Figure 4.1 and Appendix E), but we do include
nonphysician professionals everywhere else (including Figures 4.2—-4.5 and Appendix F).

Professional allowed amount—The price that the insurance company has agreed is due (from
insurance plus from the patient) to the ED health care professionals (not due to the ED facility).

Revenue cycle management (RCM) data—Information from the payment processing companies
that hospitals, systems, and physicians hire to bill, track, collect, process, and transfer payers’
payments. In Chapter 4 and Appendix F, we present our findings from these billing and payment data
that RCM companies have collected. This dataset includes patient encounters that were billed but
never paid, including bills to patients with no insurance. Therefore, it provides insights into
nonpayment and underpayment behaviors that claims data (see above) do not fully document. Some
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sources may refer to RCM data as a type of claims data, and these data do include many of the data
elements found in claims data; in this report, however, we refer to these data as RCM data to
distinguish them from the data in Whaley et al. (2024).
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