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Where Americans Get Acute Care:
Increasingly, It’s Not At Their
Doctor’s Office

ABSTRACT Historically, general practitioners provided first-contact care in
the United States. Today, however, only 42 percent of the 354 million
annual visits for acute care—treatment for newly arising health problems
—are made to patients’ personal physicians. The rest are made to
emergency departments (28 percent), specialists (20 percent), or
outpatient departments (7 percent). Although fewer than 5 percent of
doctors are emergency physicians, they handle a quarter of all acute care
encounters and more than half of such visits by the uninsured. Health
reform provisions in the Patient Protection and Affordable Care Act that
advance patient-centered medical homes and accountable care
organizations are intended to improve access to acute care. The challenge
for reform will be to succeed in the current, complex acute care
landscape.

A
nalysts predict that the Patient Pro-
tection andAffordable CareAct will
extend coverage to thirty-two mil-
lion Americans who currently lack
health insurance, mainly through

health insurance exchanges offering broader ac-
cess to private insurance products and the ex-
pansion of Medicaid. The health reform law will
also boost funding for primary care, promote
patient-centered medical homes, and encourage
the formation of accountable care organi-
zations.1

Timely access to care is important, especially
for those who are acutely ill.2 First-contact care
(referred to here as acute care) has been a central
tenet of primary care.3 But over the past few
decades, the focus of primary care has shifted
as a result of an aging population, the growing
burden of chronic disease, and the challenge of
coordinating care across multiple physicians.
Low rates of reimbursement have accelerated
this trend by forcing many primary care physi-
cians to pack their daily schedules with fifteen-
minute office visits, leaving little time for pa-
tients with acute health problems.4–6

It is generally acknowledged that the delivery
of acute care—treatment for newly arising health
problems—has changed dramatically in recent
decades. But modern patterns of acute care have
notbeenanalyzed. In this paperwecombinedata
from three federal surveys to determine where,
when, and why Americans seek treatment for
acute health problems. The data reveal that a
large and growing share of acute care visits
now take place in hospital emergency depart-
ments and other non–primary care settings. In
fact, fewer than half of acute care visits today are
managed by a patient’s personal physician. This
is the landscape that national health reformaims
to alter.

Study Data And Methods
Data Sources Each year, the Ambulatory and
Hospital Care Statistics Branch of the National
Center for Health Statistics conducts three sur-
veys of ambulatory care delivery in the United
States: the National Ambulatory Medical Care
Survey (NAMCS) of office visits; the National
Hospital Ambulatory Medical Care Survey
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(NHAMCS) outpatient department subsample;
and the NHAMCS emergency department sub-
sample.7 All three are stratified,multistage prob-
ability samples of outpatient encounters in
the United States. Each assigns a weight to
sampled observations to generate nationally
representative estimates.We used the statistical
package Stata, version 11, survey commands, to
account for the complex samplingmethodology.
To create samples of sufficient size capable of

generating specialty-specific estimates, we ag-
gregated all surveys available for public use from
1997 to the present. However, most of our analy-
ses required the “initial visit” identifier, which
limited us to 2001–4, the only years when all
three surveys included this item. This restricted
time period produced 387,746 records for
analysis.
We used the coding conventions of the Ambu-

latory andHospital CareStatisticsBranch to clas-
sify variables. For example,we classified patients
with multiple payers according to the following
hierarchy: Medicaid/Children’s Health Insur-
ance Program (CHIP), Medicare, private insur-
ance, worker’s compensation, self-pay, no
charge, and other. We combined “self-pay” and
“no charge” records into a single “no insurance”
category.We grouped “worker’s compensation”
with “other.”
NAMCS clusters physician specialties into

three groups—primary care, medical specialty,
and surgical specialty. However, our analysis
used four groups: general/family practice, gen-
eral internal medicine, general pediatrics, and
all non–primary care, office-based subspecial-
ties. This enabled us to make comparisons be-
tween pediatric and adult-oriented primary care
practices, specialist practices, hospital outpa-
tient departments, and hospital emergency de-
partments.
We drew estimates of workforce size from an

analysis of the American Medical Association
PhysicianMasterfile published by theHealth Re-
sources and Services Administration.8

Identifying Acute Care Visits If the “major
reason for this visit” was “acute” or “chronic
disease flare-up” (in NAMCS or in the outpatient
department subsample of NHAMCS), or if “epi-
sode of care”was “initial” (inNAMCSor either of
the two subsamples ofNHAMCS),we considered
the visit to be for acute care. The combination of
variables defining “acute care” was missing in a
proportion of records, ranging from 6.2 percent
to 8.9 percent by specialty.Missing records were
excluded from the analysis.
We assumed that all emergency department

visits were acute, although they were not neces-
sarily initial visits for an acute health condition.
We also assumed that no emergency medicine

physician served as a patient’s personal physi-
cian. Although we would have preferred to in-
clude as acute care visits only those that were
“self-referred,” we found that the variable speci-
fying referral sourcewasmissing among visits to
specialists too frequently (15 percent), and we
excluded it except where specified.
Characterizing UseWeused the primary rea-

son-for-visit codes on the surveys to identify the
ten most common problems managed by each
type of practice.9 To maintain groups of suffi-
cient size, we collapsed the hierarchically ar-
ranged five-digit codes into four digits. We
further aggregated four-digit codes related to
the upper respiratory and digestive tract into a
single category that we called “upper respiratory
complaints.” It includes reason-for-visit codes
1440 (cough), 1455 (throat problem), 1355 (ear-
ache), 1400 (nasal congestion), 1445 (head
cold), and 1410 (sinus problem).We aggregated
codes 5205–5230 into another single category
called “laceration.”
We coded office and hospital outpatient visits

on Saturdays or Sundays as “weekend visits,”
along with emergency department visits occur-
ring between midnight Friday and midnight
Sunday. Because the surveys do not record time
of arrival for visits to physicians’ offices or hos-
pital outpatient departments, we chose an arbi-
trary threshold range of 8 a.m. to 5 p.m. on
weekdays to create an operational definition of
“arrival during office hours” for emergency de-
partment patients. This definition is inaccurate
to the extent that emergencydepartment arrivals
during this interval overlap with those that be-
gan in the eveninghours and that office practices
see patients who arrive outside these hours.
Limitations The surveys consider certain en-

counters—such as visits to retail clinics, urgent
care centers, military facilities, and institutional
or industrial clinics—to be beyond their scope.
However, the surveysweanalyzeddonot exclude
ambulatory visits by institutionalized and home-
less people, migrant workers, and undocu-
mented immigrants. These populations are not
captured by population-based household sur-
veys but may be heavy users of ambulatory care.
The National Center for Health Statistics, and
thus our analysis, does not count physician
contacts provided over the telephone or the
Internet—a growing form of medical encounter
that could displace some traditional ambulatory
visits.
Because the surveys are based on visits rather

than population, they capture details that house-
hold surveys underreport, such as the frequency,
dates, and location of encounters; and poorly
remembered complaints and interventions.
However, visit-based surveys such as the ones
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we used tend to oversample patients who are
frequent users of health care services. Although
some experts believe that emergency depart-
ments are being overused, studies show that fre-
quent users of emergency departments aremore
likely than other patients to have one or more
serious chronic illnesses, to have an established
primary care provider, and to make frequent
office visits as well.10

Study Results
Between 2001 and 2004, Americans made an
average of 1.09 billion outpatient visits per year
to physicians. That amounts to a rate of 321 visits
per 1,000people permonth. Slightlymore thana
third of all encounters—354 million per year—
were for acute care (Exhibit 1).11

Twenty-two percent of acute care visits were
managedbygeneral/familypractitioners, 10per-
cent by general internists, 13 percent by general
pediatricians, 20 percent by non–primary care
office-based subspecialists, 7 percent by hospital
outpatient departments, and 28 percent by hos-
pital emergency departments. When an acute
care visit occurred in a primary care practice,
the patient saw his or her personal physician
83–90 percent of the time. However, because

most acute care visits took place in non–primary
care settings, only 42 percent of all such visits
involved a patient’s personal physician.11

Visits By Type Of Practice Exhibit 2 shows
the distribution of acuity of visits by detailed
specialty subgroups. After emergency depart-
ments, general and family practice providers
saw the largest number of acute care visits annu-
ally. Exhibit 3 shows that although emergency
departments handled 11 percent of all ambula-
tory visits, they accounted for only 4 percent of
the physician workforce. In contrast, medical
specialists accounted for 60 percent of the work-
force but only 43 percent of ambulatory visits.
This exhibit also shows the disproportionate
share of uninsured patients handled in emer-
gency departments compared to other care sites.
Reasons For Visit Exhibit 4 depicts the ten

most frequent acute care problems managed by
emergency departments, general or family prac-
tices, and non–primary care specialty practices
(additional results for other types of practices
are available in Appendix Exhibit 4).11 Stomach
and abdominal pain, chest pain, and fever domi-
nated the “top 10” list in emergency depart-
ments. Cough, throat symptoms, skin rash,
and earache were the most frequent acute care
problems in general and family practices, with

EXHIBIT 1

Ambulatory Visits By Setting, Millions Of Visits Annually, 2001–2004

Type of visit/source of
payment

Survey

Totala

NHAMCS-ED NAMCS NHAMCS-OPD

Emergency
department

General or
family practice

General
internal
medicine

General
pediatrics

All other
specialties

Hospital
outpatient
department

All visits

Total 104.1 198.8 131.1 102.4 402.9 81.4 1,020.7
Routine follow-up or non-illness
visits

0.0 84.3 72.7 43.3 221.0 41.3 462.5

Follow-up acute visits or
postoperative/injury visits 6.2 37.5 22.1 13.4 110.2 15.1 204.5

Acute care visits 97.9 77.0 36.2 45.7 71.8 25.1 353.7

Acute care visits

To primary care physician 0.0 62.7 28.4 39.8 6.3 9.7 146.9

Expected source of payment

Private insurance 37.7 51.0 22.0 32.6 43.8 11.8 198.9
Medicare 14.9 10.2 8.6 0.4 15.9 2.5 52.5
Medicaid/CHIP 20.0 6.9 2.2b 9.9 4.0 6.1 49.1
No insurance 15.4 4.8 1.4b 1.2 3.1 2.7 28.6
Other 4.3 2.0b 1.0b

–
c 2.8 1.0 11.9

Source Authors’ analysis of data from the National Ambulatory Medical Care Survey (NAMCS) and the National Hospital Ambulatory Medical Care Survey (NHAMCS).
Notes Exhibit has been abridged because of space constraints. A more complete version of this exhibit, including row and column percentages, is available online as
Appendix Exhibit 1 (click the Appendix Exhibits link in the box to the right of the article online). Standard errors are less than 15 percent of the estimate except as noted.
NHAMCS-ED is National Hospital Ambulatory Medical Care Survey emergency department subsample. NHAMCS-OPD is National Hospital Ambulatory Medical Care
Survey outpatient department subsample. CHIP is Children’s Health Insurance Program. aTotal excludes records with missing values for acute care status
(6.7 percent of the weighted total). bStandard error is 15–30 percent of estimate. cFigure is not reliable (standard error is greater than 30 percent of estimate).
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EXHIBIT 2

Average Number Of Ambulatory Visits Annually, Millions, By Setting, Sorted By Frequency Of Acute Care Visits,
2001–4

Acute care visits

Emergency department
General/family practice

General pediatrics
General internal medicine
Hospital outpatient dept.

Orthopedics
Dermatology

Ophthalmology
Obstetrics/gynecology

Otolaryngology
General surgery

Cardiology
Urology

Neurology
Psychiatry

Other

Number of annual visits (millions)

Follow-up acute care or
post-op/injury visits

Routine follow-up
or non-illness visits

Weekend

Source Authors’ analysis of data from the National Ambulatory Medical Care Survey and the National Hospital Ambulatory Medical
Care Survey. Notes All standard errors are less than 15 percent of the estimate. Weekend visits accounted for only 11 percent of
hospital outpatient department acute care visits and less than 5 percent of acute care visits to all other sites, so they are not shown.

EXHIBIT 3

Percentage Distribution Of Physician Specialties (2000), Average Annual Visit Frequency, And Other Visit Characteristics,
2001–4

Emerg. med.

Percent

Gen. pediatricsGen. intern. med.Gen./fam. pract. Specialist

Source Authors’ analysis of data from the National Ambulatory Medical Care Survey and the National Hospital Ambulatory Medical
Care Survey. Notes Total visit counts are in parentheses. Because physicians in outpatient departments represent a wide range of
specialties and are not separately identified in the American Medical Association Physician Masterfile (see Note 8 in text), we excluded
outpatient department visits—7 percent of the unweighted total—from the workforce activity comparison that we present here.
a Includes all clinically active physicians with either M.D. or D.O. degrees (see Note 8 in text). b Excludes outpatient department visits.
c
“Referred” status was missing in 15 percent of specialist visits.
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upper respiratory complaints being a major
theme among primary care providers generally
and in hospital outpatient departments. Non–
primary care specialists focused on problems
in their respective areas of expertise (dermatol-
ogists managed skin problems, ophthalmolo-
gists treated eye problems, and so on).
Three-fourths of patientswith acute upper res-

piratory complaints received care in a primary
care practice or hospital outpatient department.
Conversely,more thanhalf of chest pain patients
were treated in an emergency department. Lac-
erationswere almost exclusively treated in emer-
gency departments (Exhibit 5).
Time And Day Of Care Our analysis showed

that more than 95 percent of acute care visits to
office-based primary care providers and subspe-
cialists occurred on weekdays, as did 89 percent
of acute care visits to hospital outpatient depart-
ments. In contrast, two-thirds of acute care visits
to emergency departments took place on week-
ends (30 percent) or on a weekday after office
hours (37 percent—seeMethods for definition of
office hours).
Payer Mix The payer mix varied by setting.

General pediatricians andgeneral or family prac-
titioners saw thehighest proportionsof privately
insured patients. General internists and non–
primary care subspecialists were the most likely
to treat Medicare beneficiaries. Pediatricians
and emergencydepartmentswere themost likely
to treat Medicaid patients, and hospital outpa-
tient and emergency departments were the most
likely to treat uninsured patients.
In fact, although emergency departments

managed only 19 percent of acute care visits by
privately insured patients—compared to 28 per-

EXHIBIT 4

Ten Most Frequent Complaints In Acute Care Visits, By Setting, 2001–4

Setting of care/complaint Percent (standard error)

Emergency department total 33.6 (0.6)
Stomach and abdominal pain 6.6
Chest pain and related symptoms 5.3
Fever 4.6
Cough 2.9
Headache, pain in head 2.7
Shortness of breath 2.5
Back symptoms 2.4
Vomiting 2.2
Symptoms referable to throat 2.2
Pain, nonspecific 2.1

General/family practice total 37.0 (0.9)
Cough 8.0
Symptoms referable to throat 6.6
Skin rash 3.1
Earache or ear infection 3.1
Head cold, upper respiratory infection 2.9
Stomach and abdominal pain 2.9
Sinus problems 2.7
Nasal congestion 2.6
Back symptoms 2.5
Fever 2.5

Non–primary care specialty total 23.5 (0.7)
Vision dysfunctions 4.0
Knee symptoms 3.4
Stomach and abdominal pain 2.6
Hand and finger symptoms 2.4
Skin rash 2.3
Shoulder symptoms 1.9
Counseling, NOS 1.8
Discoloration or pigmentation 1.7
Abnormal sensations of the eye 1.7
Cough 1.6

Source Authors’ analysis of data from the National Ambulatory Medical Care Survey and the
National Hospital Ambulatory Medical Care Survey. Notes Subtotals might not add up to totals
because of rounding. NOS is not otherwise specified.

EXHIBIT 5

Average Annual Frequency Of Acute Care Visits For Selected Primary Patient Complaints, Millions And Percentage Distribution, By Setting,
2001–4

Emergency
department

General or
family
practice

General
internal
medicine

General
pediatrics

All other
specialties

Hospital
outpatient
department Total

All acute care visits 97.9 (27.7%) 77 (21.8%) 36.2 (10.2%) 45.7 (12.9%) 71.8 (20.3%) 25.1 (7.1%) 353.7 (100%)

Upper respiratory
complainta 8.1 (12.3%) 20 (30.3%) 8.6 (13%) 18.9 (28.6%) 4.2 (6.4%) 6.2 (9.4%) 66.0 (100%)

Headache 2.7 (34.8%) 1.8 (24.1%) 0.9 (12.1%) 0.8 (10.1%) 0.9 (11.5%) 0.6 (7.4%) 7.6 (100%)

Any injury 35.9 (45.7%) 14 (17.8%) 5.3 (6.7%) 5.2 (6.6%) 13.4 (17%) 4.8 (6.1%) 78.6 (100%)

Abdominal pain 6.5 (48.1%) 2.2 (16.5%) 1.2 (9.1%) 0.9 (7.1%) 1.9 (14%) 0.7 (5.3%) 13.4 (100%)

Dyspnea 4.2 (55.7%) 0.8 (10.7%) 0.5 (6.4%) 0.5 (6.6%) 1.2 (16.5%) 0.3 (4.2%) 7.5 (100%)

Chest pain 5.2 (57.8%) 1.3 (14.8%) 0.8 (8.8%) –
b 1.1 (12.7%) 0.4 (4%) 9.0 (100%)

Lacerationa 4.5 (75.2%) –
b

–
b

–
b

–
b

–
b 6.0 (100%)

Source Authors’ analysis of data from the National Ambulatory Medical Care Survey and the National Hospital Ambulatory Medical Care Survey. Note Subtotals might not
add up to totals because of rounding. aSee the Study Data and Methods section in text for reason-for-visit code range. bFigure not reliable (standard error greater than
30 percent of estimate).
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cent of patients overall—more acute care visits by
the uninsured took place in emergency depart-
ments than all other sites of care combined
(Exhibit 3).

Policy Implications
A half-century ago, general practitioners were
themain providers of acute care, backed by what
were then considered the “specialties” of inter-
nal medicine and pediatrics. In their landmark
1961 study, KerrWhite and colleagues calculated
that adult Americans at the time made 250 “ill-
ness visits” per 1,000 adults per month.12 The
study did not explicitly define an illness visit, so
this total may have included some physical ex-
aminations and routine prenatal visits.
Modern primary care differs markedly from

primary care in White and colleagues’ era. Ac-
cording to our figures, ambulatory visits have
risen to 336 visits per 1,000 adults per month,
two-thirds of which are for nonacute care such as
prenatal checks, physical exams,managementof
chronic disease, and specialist consultations.
Apparently, primary care physicians provide
much less acute care than in the past.

Discussion And Conclusion
Timely Access To Care One of the biggest bar-
riers to acute care in primary care practice is
many office-based practitioners’ busy schedules.
This makes “same-day scheduling” and other ef-
forts to ensure access extremely difficult.13 Busy
schedules also discourage primary care physi-
cians from taking extra time to treat patients
with complex undifferentiated complaints; they
often opt instead to refer such patients to spe-
cialists or emergency departments.6,14 Finally,
hectic schedules reduce the likelihood that
physicians will see additional patients after
hours. One survey reported that 87 percent of
primary care practitioners in the United King-
dom and 95 percent in the Netherlands manage
patients after hours without referring them to
emergency departments. In the United States,
only 40 percent of primary care practitioners
see patients after hours.15

Ensuring timely access to primary care is a
desirable policy goal. Timely access increases a
person’s likelihood of seeking primary care, as
well as receiving ongoing care from that pro-
vider.16 Unfortunately, Americans’ access to pri-
mary care is in decline. A recent Commonwealth
Fund study of trends in health care delivery gave
the United States low marks for access to care
across several dimensions. The study also noted
that the percentage of Americans who visited
emergency departments with ailments that

could have been treated by regular doctors was
more than three times that of people inGermany
and the Netherlands, the best-performing coun-
tries in the study.17 In 2009 the Medicare Pay-
ment Advisory Commission (MedPAC) reported
that 28 percent ofMedicare beneficiaries—and a
similar percentage of a privately insured control
group—had difficulty finding a primary care
provider.18

Many patients have adapted by seeking care
elsewhere. Our data indicate that more than half
of acute visits today involve a doctor other than
the patient’s personal physician. More than a
quarter of all acute care visits—including virtu-
ally all weekend and “after hours” encounters—
occur in hospital emergency departments.
Heavy use of emergency departments for prob-

lems that a primary care provider could treat is
not desirable from a societal perspective. Too
often, emergency care is disconnected from pa-
tients’ ongoing health care needs. Lack of shared
health information promotes duplicative test-
ing, hinders follow-up, and increases the risk
of medical errors. Although emergency depart-
ment crowding is largely caused by other factors,
a packed waiting room complicates efforts to
treat every patient in an appropriate time
frame.19–21

The Patient-Centered Medical Home Dur-
ing the debate over health reform, supporters
argued that thenew lawwould reduceemergency
department visits by strengthening primary care
and encouraging the development of patient-
centered medical homes.22 Many countries be-
longing to the Organization for Economic Co-
operation and Development already provide
incentives to their primary care physicians to
offer after-hours care and set clear expectations
for performance.15,23,24 In these countries, gen-
eral practitioners take turns handling after-
hours problems. Somehave created cooperatives
to offer after-hours care.25 In addition to improv-
ing access to primary care, measures such as
these enable emergency departments to focus
on more serious cases.26

Although provisions of the Patient Protection
and Affordable Care Act should prompt a sub-
stantial scaling up of themedical homemodel, it
is unlikely that some of the results achieved in
other countrieswillmaterialize in the short term
in the United States. When the Centers for
Medicare and Medicaid Services (CMS) first be-
gan funding medical home demonstration proj-
ects—well before the new health reform law was
enacted—it required the projects to adhere to
National Committee for Quality Assurance
(NCQA) criteria.27 But the committee set a low
bar for access, as follows: A grantee only had to
have “written standards for patient access and
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patient communication” and “data to show it
meets its standards for patient access and com-
munication.” Same-day scheduling was encour-
aged but not required. Medical homes did not
have to offer evening or weekend availability,
and urgent telephone calls could be returned
inwhatever time frame a practice deemed appro-
priate.26

If ensuring timely access was not important to
becoming a medical home then, it is unlikely to
be important now. Additional incentives may be
needed.28

Workforce shortages represent another ob-
stacle to expanding access to primary care. To-
day’s primary carephysicians arehard pressed to
meet existing levels of demand, much less the
pent-upneedsof theestimated thirty-twomillion
Americans who will soon acquire health in-
surance.
A promising feature of the health reform law is

the addition of 15,000 new providers to federally
qualified community health centers, which were
not separately identified in the ambulatory care
surveys until 2006. These centers tend to serve
the uninsured and those in Medicare, Medicaid,
and CHIP. The expansion of the centers has the
potential to reduce low-acuity emergencydepart-
ment visits, given the centers’ explicitmission to
manage the care of people with acute medical
problems.29

Enhanced rates of reimbursement—another
feature of theAffordableCareAct—may also spur
some practitioners to expand access and may
attract more medical students to primary care.
But the pipelinewill take years, if not decades, to
catch up.
Entrenched practice patterns constitute still

another obstacle to access to timely acute care.
Many primary care physicians have come to re-
gardunscheduled visits as a time-consumingdis-
ruption to their workday.6 If a patient has a
complicated problem, legal liability is an added
concern. It is much easier to refer such patients
to a specialist or nearby emergency depart-
ment.30 Some policymakers believe that primary
care must be fundamentally redesigned to over-
come these obstacles.31 The transformation
won’t be easy.
Accountable Care Organizations The

health reform law also seeks to foster account-
able care organizations—integrated or virtually
integrated delivery systems thatwill provide care
for a defined population in a range of settings,
linked by health information technology. In
theory, this should improve access to acute care
without sacrificing continuity and coordination
of care, including follow-up care.32 Properly
executed, accountable care organizations will
integrate specialist expertise with the continuity

and coordination of primary care.
Skeptics question how quickly accountable

care organizations will emerge in many parts
of the country. Some doubt whether they will
have the desired impact on costs and patient
satisfaction.33,34 The details of how they will link
competing physician practices and hospitals
into cooperative networks are still being
sorted out.
Market-Based Approaches If health reform

fails to achieve its promise of expanded access to
care, market forces may drive other solutions.
Concierge care, in which subscribers pay an an-
nual fee for the servicesof aphysician, is growing
in popularity. One of the signature features of
concierge practice is access. Not only do
concierge physicians accommodate same-day
scheduling, but most make house calls.35 Un-
fortunately, the price of concierge care puts it
out of reach for most Americans.
Retail clinics and urgent care centers are other

market-based approaches.36 Preliminary evi-
dence suggests that retail clinics can efficiently
manage certain commonplace concerns. One
study noted that ten clinical problems—includ-
ing sinusitis and routine immunizations—make
up 90 percent of retail clinic visits, 30 percent of
pediatric primary care doctor visits, 13 percent of
adult primary care doctor visits, and 13 percent
of emergency department visits.37

But retail clinics and urgent care centers are
not a panacea for access. Despite moves by retail
clinic chains such as MinuteClinic to expand
heavily into chronic disease care and manage-
ment, critics assert that the clinics are poorly
suited to manage the chronic and acute condi-
tions typically seen in primary care practices,
much less in emergency departments.38 Others
worry that retail clinics actually increase costs
through induced demand.39

Unless they are electronically linked to local
hospitals and primary care practices, retail clin-
ics and urgent care centers are likely to further
fragment thedeliveryof health care.Andbecause
they treat only paying patients, they could de-

It is not clear how the
Affordable Care Act
will influence access
to acute care in the
years to come.
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stabilize local health care markets by drawing
revenue-generating patients away from private
doctors’ offices and emergency departments,
leaving the uninsured behind.40 This could wor-
sen the financial climate for hospitals, much as
specialty hospitals have done.41

Given these conflicting trends, it is not clear
how the Affordable CareAct will influence access
to acute care in the years to come. If it strength-
ens primary care, emergency department visits
for “primary care treatable” and “primary care
preventable” conditions should decline.42–44 The
same effects should be observed if accountable
care organizations provide weekend and after-
hours care and facilitate short-term follow-up
after emergency department visits. When emer-
gency physicians can confidently arrange follow-
up care, they feel less compelled to hospitalize
medically fragile patients.45 These effects, if real-
ized, should translate into lower health
care costs.
But if history is any guide, thingsmight not go

as planned. If primary care capacity lags behind
rising demand, patientswill seek care elsewhere.
If reimbursement rates are too low to interest

office-based physicians in treating patients with
public insurance, such patients may have no
choice but to head to the nearest emergency de-
partment. Massachusetts offers a cautionary les-
son. There, expansion of coverage was not
matched by growth in primary care capacity.
As a result, visits to emergency departments in-
creased.46

Conclusion In Crossing the Quality Chasm, the
Institute of Medicine declared that health care
should be “safe, effective, patient-centered,
timely, efficient, and equitable.”47 Considerable
attentionhas been focusedon five of these attrib-
utes, but the sixth—timeliness—has been given
short shrift.19

Our analysis indicates that Americans make
more than 350 million visits to health care pro-
viders per year for acute care. Fewer than half
involve the patient’s personal physician. The Pa-
tient Protection andAffordableCareAct includes
several provisions intended to expand access to
primary care. One way to evaluate whether these
provisions succeed is to monitor where, when,
and why Americans seek care for acute health
problems. It’s about time someone did. ▪

Emily Carrier received a training grant
(no. CDC T01 CD000146) from the
Centers for Disease Control and
Prevention.
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