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ABSTRACT: This paper uses data from the 2000–01 and 2003 Community Tracking Study
household surveys to examine how decreases in enrollment in Medicaid and the State Chil-
dren’s Health Insurance Program (SCHIP) and increases in the number of uninsured people
would affect the volume and distribution of emergency department (ED) use among low-
income people. A decrease in Medicaid/SCHIP enrollment would lead to an increase in ED
visits by the uninsured but little change in overall ED volume. The results suggest that cost
containment efforts that reduce eligibility and enrollment will achieve cost savings largely
by reducing access and shifting costs away from Medicaid/SCHIP. [Health Affairs 25, no. 1
(2006): 237–247]

A
s t h e b u s h a d m i n i s t r at i o n a n d c o n g r e s s consider fundamental
changes to Medicaid, many state and local officials and health care provid-
ers are concerned that large cuts in Medicaid funding will simply shift the

cost of caring for low-income people onto state and local governments and provid-
ers in the form of uncompensated care. In particular, there is concern that cuts in
Medicaid could lead to increases in use of hospital emergency departments (EDs),
many of which are already experiencing problems with overcrowding.1 Because
the uninsured are already more dependent on EDs for their care compared with
their insured peers, Medicaid cuts that raise the number of uninsured people
could result in a surge of uncompensated care by EDs. The effects would be partic-
ularly high on public hospitals and other “safety-net” hospitals that provide a dis-
proportionately large amount of care to uninsured and low-income people.2

Other cost containment efforts also could inadvertently increase ED use. Many
physicians are already reluctant to accept Medicaid patients because of low reim-
bursement, and further cuts could reduce the number of physicians who care for
Medicaid patients, resulting in increased use of EDs.3 And although the availabil-
ity of community health centers (CHCs) and other free clinics could mitigate the
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effects of lower access to office-based physicians, reductions in Medicaid reve-
nue—from which CHCs derive more than one-third of their total revenue—could
reduce CHC capacity in a given area and increase use of the ED.4

In this paper I examine the possible implications of Medicaid cost containment
efforts on ED use among low-income people. Specifically, how would decreased
enrollment in public programs (such as Medicaid/SCHIP) and increased uninsur-
ance affect overall levels of ED use? How would such changes in coverage affect
the relative proportion of ED visits by insured versus uninsured people? What are
the implications of reductions in Medicaid acceptance rates by physicians and
CHC capacity for ED use by Medicaid and SCHIP enrollees?

Study Data And Methods
� Data. The main data source is the 2000–01 and 2003 Community Tracking

Study (CTS) household surveys. The surveys were designed to produce representa-
tive estimates of health insurance coverage, access to care, use of services, and per-
ceived quality of care for the U.S. population and sixty randomly selected communi-
ties in thirty-four states and the District of Columbia.5 The overall sample for the
surveys includes about 60,000 people in the 2000–01 survey and about 46,600 peo-
ple in the 2003 survey. This study focuses on nonelderly people (younger than age
sixty-five) with family incomes below 300 percent of the federal poverty level.6 The
combined sample for this study is about 34,500 people.

� Measures of utilization. Respondents were asked to report on the number of
visits to hospital EDs in the twelve months prior to the interview. The study focuses
on ED visits that did not result in a hospital inpatient stay, which was ascertained in
the survey. The analysis also includes measures of visits to other physicians in the
previous twelve months. These physician visits include those that took place in a
physician’s office, clinic, hospital outpatient department, or any other ambulatory
setting other than an ED.

� Measures of coverage. Type of insurance coverage was ascertained based on
the day of the interview.7 Four types of coverage are distinguished in this study: pri-
vate insurance (including employer-sponsored and nongroup policies); Medicaid/
SCHIP; other coverage types (generally Medicare disability, military coverage, and
Indian Health Service); and uninsured. The analysis focuses primarily on ED use by
Medicaid/SCHIP enrollees, the privately insured, and the uninsured.

� Estimating the effect of coverage changes on ED use. I used regression-
based methods to account for the fact that the observed differences in ED use by in-
surance coverage could reflect differences in individual characteristics (such as
health status) as well as other health system factors. I then used the results from this
regression to predict changes in aggregate ED use associated with a decrease in
Medicaid/SCHIP enrollment.8 The regressions include a comprehensive range of
factors known or likely to affect ED use, including characteristics of individuals, key
health system factors that reflect proximity to EDs and other providers, and com-

2 3 8 J a n u a r y / F e b r u a r y 2 0 0 6

D a t a W a t c h



munity characteristics. Despite the extensive set of control variables, differences in
ED use by insurance coverage might be correlated with unobserved factors that af-
fect the choice of insurance status (that is, selection bias). However, attempts to ac-
count for the possible selection bias resulted in regression coefficients that had a low
level of statistical precision, and the differences with the estimates in this analysis
were not statistically significant.9

I used the regression results to simulate the effects of a 25 percent decrease in
Medicaid/SCHIP enrollment on aggregate ED use.10 The analysis assumed that the
enrollment decreases are due to programmatic changes (for example, decreases in
eligibility, increases in premiums, or enrollment barriers), rather than changes in
individual or family circumstances that affect access to other sources of coverage.
A 25 percent reduction in enrollment is consistent with actual or planned enroll-
ment reductions in several states, including Oregon, Tennessee, and Texas.11 Siz-
able reductions in federal support for Medicaid also were being discussed as of
this writing, although it is too early to know the possible effects on Medicaid en-
rollment nationwide.12 Because the effects of an enrollment decrease on ED use
might differ depending on the particular Medicaid/SCHIP groups targeted, I per-
formed separate simulations assuming that enrollment reductions are concen-
trated among adult Medicaid enrollees, adults in fair or poor health (for example,
if Medically Needy programs were targeted), and children.

The simulation analysis assumed that most of the 25 percent of Medicaid/
SCHIP enrollees who lose coverage would become uninsured. CTS data show that
about 12 percent of adults and one-fourth of children enrolled in Medicaid/SCHIP
have access to employer-sponsored coverage, through either their own job or a
spouse or parent’s job (although it is not known specifically whether they have ac-
cess to family coverage and how affordable the coverage is to low-income fami-
lies). In the simulations, it is assumed that those who lose Medicaid/SCHIP cover-
age and have access to employer coverage would enroll in private insurance.13

� Estimating the effects of other factors. The regression analysis also in-
cluded health system factors that could be affected by Medicaid cost containment
efforts. In particular, it included a measure of the percentage of office-based physi-
cians in the community accepting Medicaid patients, which previous research has
shown to be strongly influenced by Medicaid reimbursement rates.14 This measure
is based on the 2000–01 CTS physician survey, which includes representative sam-
ples of physicians in each of the sixty CTS sites.15

The regression analysis also included a measure of CHC capacity, defined as to-
tal CHC revenue per poor person (that is, income below 100 percent of poverty)
within five miles for each sample person. CHC revenue data were obtained from
the Health Resources and Services Administration (HRSA) and linked to the CTS
data by ZIP code.16 The measure allows for an assessment of the effects of changes
in CHC revenue (which could be attributable to changes in Medicaid revenue) on
ED use by Medicaid/SCHIP beneficiaries.
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Study Findings
� Enrollee characteristics. Compared with privately insured and uninsured

people, Medicaid/SCHIP enrollees are much younger, poorer, more likely to be in
single-parent families, and more likely to have health problems (Exhibit 1). Differ-
ences in health status for adults are especially notable. About 40 percent of adults
with Medicaid/SCHIP describe their health as fair or poor, compared with 25 per-
cent for uninsured and only 13 percent for privately insured people. Also, more than
one-fourth of adult Medicaid/SCHIP enrollees report multiple chronic conditions,
compared with 5.9 percent for uninsured and 9.5 percent for privately insured
adults. The high rate of health problems among adult Medicaid/SCHIP enrollees
likely reflects the fact that many qualify for Medicaid through disability and Medi-
cally Needy programs, while most children qualify based on income eligibility.

� ED use by low-income people. Higher rates of health problems by Medicaid/
SCHIP enrollees likely account for at least some of their higher levels of ED use com-
pared with other low-income people (Exhibit 2). More than one-third of Medicaid/
SCHIP adult enrollees had an ED visit in the previous year, compared with about 20
percent of both uninsured and privately insured adults. Overall, ED visits per adult
Medicaid/SCHIP enrollee are 2.5–3 times those of privately insured and uninsured
adults. Although adults in fair or poor health have higher levels of ED use across all
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EXHIBIT 1
Characteristics Of Low-Income Medicaid/SCHIP-Covered, Privately Insured, And
Uninsured People In The CTS Sample, 2001 And 2003

Characteristic Medicaid/SCHIP Uninsured Privately insured

Age
Under age 18
Ages 18–34
Ages 45–64

61.1%
19.5
10.4

15.9%**
42.9**
20.8**

34.3%
26.3**
20.1

Ages 18–64
Below poverty
Black
Hispanic
Single-parent family
In fair or poor health
2 or more chronic conditions

56.6
25.4
22.8
30.4
40.3
26.5

35.1**
15.8**
33.1**
13.4**
25.2**
5.9**

11.9**
14.0**
15.0**
12.4**
13.0**
9.5**

Under age 18
Below poverty
Black
Hispanic
Single-parent family
In fair or poor health

50.0
24.5
28.1
56.1
8.5

39.5**
16.7**
42.0**
36.2**
6.4

11.3**
13.0**
14.3**
25.4**
3.2**

SOURCE Community Tracking Study (CTS) household survey, 2000–01 and 2003.

NOTES: Estimates reflect weighted averages for the two surveys. Statistical significance denotes difference from Medicaid/
SCHIP. SCHIP is State Children’s Health Insurance Program.

**p < .05



coverage groups, ED use for Medicaid/SCHIP adults in fair and poor health is still
about twice as high as for their privately insured and uninsured peers.

ED use for Medicaid/SCHIP and uninsured children is more similar and some-
what higher than it is for privately insured children, which may in part reflect the
fact that Medicaid/SCHIP and uninsured children are more similar in their health
status than they are to privately insured children. As with adults, ED use by low-
income children in fair and poor health is much higher than for all children.

High ED use by Medicaid/SCHIP enrollees is consistent with their high use of
health care in general. Physician visits for adults with Medicaid/SCHIP are on av-
erage about twice as high as for privately insured adults and almost four times
higher than for uninsured adults (Exhibit 2). Differences in physician use are gen-
erally smaller for children, although use by Medicaid/SCHIP enrollees is still
higher compared with privately insured and uninsured children. Physician visits
are also much higher for people in fair/poor health across all coverage and age
groups, although Medicaid/SCHIP enrollees in fair/poor health have much higher
use than most other low-income people in fair/poor health.

� Insurance-related differences in ED use. ED use by Medicaid/SCHIP adults
is still higher than for privately insured and uninsured adults, even after health sta-
tus differences, other individual characteristics, and health system factors are exten-
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EXHIBIT 2
Differences In Emergency Department (ED) Visits, By Age Group And Insurance
Coverage, 2001 And 2003

Characteristic
All low
income

Medicaid/
SCHIP

Privately
insured Uninsured

Ages 18–64
ED use

Percent with visit
Visits per person
Visits per person in fair or poor health

22.9%
0.45
0.80

37.6%
0.94
1.29

20.2%a

0.35a

0.64a

19.8%a

0.38a

0.57a

Physician visits
Percent with visit
Visits per person
Visits per person in fair or poor health

67.2%
3.82
6.65

84.0%
7.41

10.60

74.3%a

3.59a

6.42a

43.0%a,b

1.95a,b

2.78a,b

Under age 18
ED use

Percent with visit
Visits per person
Visits per person in fair or poor health

20.6%
0.39
1.28

24.1%
0.52
1.31

17.5%a

0.27a

0.81a

21.0%
0.50b

–c

Physician visits
Percent with visit
Visits per person
Visits per person in fair or poor health

78.9%
2.98
5.22

84.0%
3.55
6.02

81.4%
2.84a

5.85

53.0%a,b

1.53a,b

–c

SOURCE Community Tracking Study (CTS) household survey, 2000–01 and 2003.

NOTES: Estimates reflect weighted averages for the two surveys. Includes only ED visits that did not result in a hospital stay.
SCHIP is State Children’s Health Insurance Program.
a Difference with Medicaid/SCHIP is statistically significant at the .05 level.
b Difference between uninsured and privately insured is statistically significant at the .05 level.
c Too few observations for reliable estimates.



sively controlled for (Exhibit 3). The estimates reflect differences in visits per per-
son between Medicaid/SCHIP enrollees and uninsured people, Medicaid/SCHIP
and privately insured people, and privately insured and uninsured people. The ac-
tual differences are based on the group means, as shown in Exhibit 2, while the ad-
justed differences are derived from multivariate regression analysis. In sum, the ad-
justed difference reflects only the differences in use due to insurance coverage.

Adult Medicaid/SCHIP enrollees would still have about 0.25 visits per person
more than uninsured and privately insured adults, even after the adjustments. In
other words, differences in health status and other factors account for more than
half of the differences in ED use between Medicaid/SCHIP adults and uninsured
and privately insured adults. These results suggest a net decrease in ED use for
adults who lose Medicaid coverage, although the decrease will be much smaller
than implied by the actual differences in ED use.

Differences in individual and health system factors account for less of the differ-

2 4 2 J a n u a r y / F e b r u a r y 2 0 0 6

D a t a W a t c h

EXHIBIT 3
Actual And Adjusted Differences In Emergency Department (ED) And Physician Use
Between Insurance Coverage Groups, 2001 And 2003

Difference between
Medicaid/SCHIP
and uninsured

Difference between
Medicaid/SCHIP
and private insurance

Difference between
private insurance
and uninsured

Ages 18–64
ED visits per person

Actual difference
Adjusted difference

Physician visits per person
Actual difference
Adjusted difference

0.56a

0.25

5.5a

3.7

0.59a

0.25

3.8a

2.3

–0.03
0.00

1.6a

1.4

Ages 18–64 in fair/poor health
ED visits per person

Actual difference
Adjusted difference

Physician visits per person
Actual difference
Adjusted difference

0.72a

0.41

7.8a

5.6

0.65a

0.37

4.2a

3.1

0.07
0.04

3.6a

2.5

Under age 18
ED visits per 100 persons

Actual difference
Adjusted difference

Physician visits per person
Actual difference
Adjusted difference

0.02
–0.06

2.0a

1.8

0.25a

0.12

0.7a

0.5

–0.23a

–0.18

1.3a

1.3

SOURCE Community Tracking Study (CTS) household survey, 2000–01 and 2003.

NOTES: Adjusted differences are based on predictions of use for each of the three insurance groups derived from the results
of multivariate regression models that include indicators of private insurance and Medicaid/State Children’s Health Insurance
Program (SCHIP) coverage, and extensive controls for individual, health system, and community characteristics. The adjusted
differences for adults in fair/poor health are based on regressions that include interaction terms for insurance coverage and
health status. Separate predictions are made for the probability of any use and the number of visits for users. The two
predictions for each insurance group are then multiplied to obtain an estimate of regression-adjusted visits per person for
each of the three insurance groups.
a Actual difference is statistically significant, p < .05.



ence in physician use between Medicaid/SCHIP and uninsured adults (about one-
third). The adjusted results suggest that Medicaid/SCHIP adults who lose cover-
age would decrease their use by about 3.6 physician visits per person if they be-
came uninsured, and about 2.3 visits per person if they gained private insurance.
For privately insured people who become uninsured, the number of physician vis-
its would decrease by about 1.4 per person.

Somewhat surprising is that both ED and physician use continues to be higher
for Medicaid/SCHIP adults than privately insured adults, even after individual
characteristics and health system factors are controlled for. Also, use differentials
between privately insured and uninsured adults are much smaller than those be-
tween Medicaid/SCHIP and uninsured adults. This might reflect the fact either
that Medicaid/SCHIP enrollees have no copayments and deductibles for medical
care use, or that the copayments are nominal compared with those for privately in-
sured people (generally three dollars or less per visit). For low-income people
with private insurance, sizable deductibles and copayments could be a major dis-
incentive to use services, especially for EDs, where copayments tend to be higher
than for office-based services.

� The effects of Medicaid/SCHIP enrollment cuts on total ED use. A sizable
reduction in Medicaid/SCHIP enrollment would have little impact on overall ED
use among low-income people, although it would greatly increase the proportion of
visits made by uninsured people. Exhibit 4 shows the effects of a 25 percent de-
crease in enrollment among Medicaid/SCHIP adults, adults in fair or poor health,
and children. Among low-income adults, a 25 percent decrease in Medicaid/SCHIP
enrollment nationally would decrease ED visits by fewer than 600,000 (less than 2
percent). However, while providers in general might see little change in ED volume,
a higher share of those visits would come from uninsured patients. The percentage
of all ED visits made by uninsured people would increase about five percentage
points, from 24.4 percent of all ED visits to about 29 percent.

To the extent that enrollment reductions are concentrated on people in fair or
poor health—for example, if changes were made to the state’s Medically Needy
program—then the decrease in ED volume would be about one-third larger (about
900,000 visits). However, the increase in both the number and proportion of ED
visits by uninsured people would also be larger, comprising about 30 percent of all
visits by low-income people.

The increase in the proportion of ED visits by the uninsured would be even
greater if Medicaid/SCHIP enrollment reductions were focused on children,
which reflects the fact that average ED use between Medicaid/SCHIP and unin-
sured children is more similar than for adults. While overall ED volume among
low-income children would be virtually unchanged, the proportion of visits by
uninsured children would increase nine percentage points, from 15 percent of all
ED visits to 24 percent.

� Effects on Medicaid acceptance rates and CHC capacity. Medicaid cost
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containment efforts might inadvertently increase ED use other than through reduc-
tions in enrollment. For example, the results show that a decrease in Medicaid ac-
ceptance rates by physicians—which could be caused by cuts in reimbursement
rates for physicians—is associated with a higher probability of ED use by Medicaid/
SCHIP adults (findings not shown).17 A 10 percent decrease in acceptance rates in-
creases the probability of ED use by about four percentage points.

The results also show that reductions in CHC capacity increases the probabil-
ity of ED use for both adult and child Medicaid/SCHIP enrollees, although the ef-
fects do not appear to be as great as those for Medicaid acceptance rates by office-
based physicians. The results show that a 10 percent decrease in CHC capacity
increases the probability of an ED visit by less than one percentage point. The lack
of a larger effect of CHC capacity could reflect the fact that about half of Medic-
aid/SCHIP enrollees do not live close to CHCs (within five miles) and therefore
would be unaffected by any changes in capacity. Also, reductions in CHC capacity
might have greater effects on access to primary care—which tends to the main fo-
cus of most CHCs—whereas ED use might be more sensitive to the availability of
specialty care in the community to Medicaid/SCHIP enrollees.
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EXHIBIT 4
Simulated Change In Aggregate Emergency Department (ED) Use Associated With A
25 Percent Reduction In Medicaid/SCHIP Enrollment, 2001 And 2003

All low
income

Medicaid/
SCHIP

Privately
insured Uninsured

25% decrease in adult Medicaid/SCHIP enrollment
Total visits (thousands)

Actual
Simulated change – overalla

Simulated change – fair/poor healthb

34,472
–592
–929

8,578
–2,144
–2.942

13,852
182
147

8,403
1,370
1,866

Percent of all ED visits by persons in coverage group
Actual
Simulated change – overalla

Simulated change – fair/poor healthb

100.0%
100.0
100.0

24.9%
–5.9
–8.1

40.2%
1.2
1.5

24.4%
4.8
6.2

25% decrease in child Medicaid/SCHIP enrollment
Total visits (thousands)

Actual
Simulated change

16,811
78

7,540
–1,885

5,896
409

2,517
1,524

Percent of all visits in coverage group
Actual
Simulated change

100.0%
100.0

44.9%
–11.3

35.1%
2.2

15.0%
9.0

SOURCE Community Tracking Study (CTS) household survey, 2000–01 and 2003.

NOTES: The simulated change in visits for Medicaid/State Children’s Health Insurance Program (SCHIP) is based on the actual
visits per person for 25 percent of the Medicaid/SCHIP sample (0.94). The simulated change in visits for the part of the 25
percent of the Medicaid/SCHIP sample that becomes uninsured is based on the adjusted visits per person for Medicaid/SCHIP
enrollees (computed as the actual visits per person for Medicaid/SCHIP less the adjusted difference between Medicaid/SCHIP
and uninsured; see Exhibit 3). The simulated change in visits for the part of the Medicaid/SCHIP sample who become privately
insured is based on the adjusted visits per person for Medicaid/SCHIP (computed as the actual visits per person for Medicaid/
SCHIP less the adjusted difference between Medicaid/SCHIP and privately insured people; see Exhibit 3).
a Assumes that the 25 percent decrease is randomly distributed among the adult Medicaid/SCHIP population.
b Assumes that the 25 percent decrease affects people in fair/poor health.



Discussion And Implications
The high use of hospital EDs by Medicaid/SCHIP enrollees reflects a number of

factors, including high need and overall use of medical care, low cost sharing, and
lower access to office-based physicians (because of relatively low reimbursement
levels). Although the uninsured are dependent on EDs for their care to a much
greater degree than low-income insured people, they still use EDs less often than
Medicaid/SCHIP enrollees as a result of fewer health problems, an overall lack of
financial access to medical care, and concerns about incurring high medical bills.

Thus, cost containment efforts that lead to decreases in Medicaid/SCHIP en-
rollment and increased uninsurance are likely to lead to a small net decrease in ED
visits, rather than a net increase. However, the aggregate decrease in ED visits is
much smaller than might be expected, given that ED use among Medicaid/SCHIP
adults is almost three times that of uninsured adults. ED volume will not decrease
as much as might be expected because those who lose Medicaid/SCHIP coverage
and become uninsured are likely to have much worse health and higher need than
those who are now uninsured. Also, a loss of coverage results in a more severe loss
of access to office-based physicians, resulting in greater dependence on EDs as one
of the few sources of care available to uninsured people.

Many hospitals will likely see a sizable shift in visits from Medicaid to unin-
sured clients, which will probably increase uncompensated care levels in EDs. The
effects will likely be more acutely felt in urban public and other “safety-net” hospi-
tals, which tend to have disproportionately large numbers of both types of pa-
tients. For example, after Oregon eliminated the state’s Medically Needy program,
ED visits at a large urban hospital increased 17 percent for uninsured people and
decreased 20 percent for enrollees in the state’s Medicaid program.18

A limitation of this analysis is that it assumes no other policy or health system
changes in response to cost containment strategies that reduce Medicaid/SCHIP
enrollment. To counter a surge in demand for ED care by uninsured people, some
hospitals—particularly private hospitals with no obligation to serve the unin-
sured—could seek to limit the amount of care they provide in the ED to uninsured
people or implement more stringent eligibility standards for charity care. This
could lead to an increasing concentration of uninsured people seeking care at pub-
lic or other safety-net hospitals, which could strain these facilities’ capacity and
lead to long waiting times and reduced access. At the same time, concern about ED
overcrowding, increased uncompensated care caseloads, and reduced access to
care among the low-income population could compel policymakers and providers
to lobby for more public funds to offset funding cuts in Medicaid and SCHIP, such
as bolstering access to primary care for uninsured people through increased fund-
ing of CHCs.

Cost containment measures that simply restrict or reduce eligibility and inhibit
access to primary medical care could reduce Medicaid program costs, but much of
these cost savings are likely to be shifted to safety-net providers and other state or
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local programs in the form of higher costs of caring for the uninsured. Although
ED volumes and overcrowding might not increase, the loss of Medicaid revenue
and increase in uncompensated care could reduce hospitals’ ED capacity and their
ability to respond to public emergencies. At the same time, access to care among
Medicaid/SCHIP enrollees—especially many adult enrollees with high medical
needs—will be severely diminished.

The high use of EDs by Medicaid beneficiaries should be of concern to policy-
makers, especially since about half of ED visits are for nonurgent medical prob-
lems.19 Redirecting much of this care into more appropriate primary care settings
not only will save on program costs, but also could lead to improved access to and
quality of care. Moreover, reducing nonurgent ED use and making care delivery
more efficient are much more likely than enrollment reductions to achieve cost
savings without shifting these costs elsewhere.
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public program eligibility, health insurance costs, and employment characteristics. The predicted insur-
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