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] Abstract—Background: Use of the emergency depart-
ment (ED) for routine or preventative care has been an
abiding concern for policy makers and public health practi-
tioners. Objectives: We utilized recent data to examine
health-related, socioeconomic, and demographic factors
associated with use of the ED for routine or preventative
care using a national sample of adults. Methods: Data
from the 2017 National Health Interview Survey, a nation-
ally representative sample of 26,742 adults =18 years of
age was used for this investigation. Bivariate and multivar-
iate analyses were used to assess the association between re-
ported use of EDs as a usual source of preventative care and
health-related, socioeconomic, and demographic factors.
Results: In 2017, approximately 2 million adults nationwide
reported the ED as their usual source of preventative health
care. Individuals experiencing =2 health care-related bar-
riers were more likely to use the ED as a source of usual pre-
ventative care (odds ratio = 2.78 [95% confidence interval
1.64—4.72]). Individuals without insurance had higher odds
(odds ratio = 9.52 [95% confidence interval 5.60-16.19]) of
using the ED for care compared with those who were pri-
vately insured. In addition, those using the ED for preventa-
tive care were more likely to be younger, poorer, less
educated, to identify as Asian or African American, and to
reside in the Northeast United States. Conclusion: This
study provides a current perspective into characteristics
and factors contributing to use of the ED for preventative
care. Overall, our findings suggest that the ED continues
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to provide crucial safety net services to a small subset of
the population experiencing significant barriers to timely
medical care. © 2019 Elsevier Inc. All rights reserved.

[0 Keywords—emergency department utilization; health
disparities; health equity; preventative care

INTRODUCTION

Use of the emergency department (ED) for routine or pre-
ventative care has been an abiding concern for policy
makers and public health practitioners. For nearly 2 de-
cades, the number of annual ED visits in the United States
has been steadily increasing, reaching a 10-year high in
2015 (1). Emergency departments are the only part of
the U.S. health care system that is mandated by federal
law to provide care to all patients at any time, regardless
of their ability to pay or the severity of their ailment (2).
Although the main purpose of the ED is to treat patients
with medical emergencies, EDs also provide essential
services to underserved populations who do not have ac-
cess to alternative sources of medical care (3).

There is a large body of literature regarding the use of
EDs for preventative or nonurgent medical care that is
based on assumptions that use of the ED for nonemer-
gency conditions results in overcrowding, longer wait
times, fragmented care coordination, and high costs (4—
7). As a result, the Patient Protection and Affordable
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Care Act (ACA) was initiated in 2010 to expand health
insurance coverage, increase access to medical services,
and reduce health care expenditures (8). With a strong
emphasis on disease prevention, the ACA also eliminated
cost-sharing for a range of recommended preventive ser-
vices, such as evidence-based screenings, counseling ser-
vices, and routine immunizations (8). Therefore, a
fundamental goal of the ACA was to expand access to
health insurance, increase utilization of preventative
health services, and decrease costly utilization of EDs
for nonurgent conditions.

Previous studies on ED utilization primarily focused
on describing factors related to frequent ED use or inap-
propriate use of the ED (9-15). Additional studies have
investigated the association between ED wuse and
barriers to primary care (16-19). However, few recent
studies have examined health-related, socioeconomic,
and demographic factors related to utilization of the
ED for routine or preventative care (20-22). Given
that millions of Americans gained health insurance
coverage through the ACA, it is unclear whether
patients continue to use the ED as a regular source of
preventative or routine health care. In the present
study, we use recent data to explore patterns in ED
utilization and examine health-related, socioeconomic,
and demographic characteristics associated with the
use of EDs for preventative or routine care.

METHODS

Data Source

Data from the 2017 U. S. National Health Interview Sur-
vey (NHIS) were used for this study. Conducted annually
by the National Center for Health Statistics, the NHIS is a
cross-sectional household survey that approximates a
representative sample of the U.S. civilian population
(23). The NHIS provides a snapshot of the overall health
of the U.S. population through the collection and analyses
of data on a broad range of health topics.

The target population for the NHIS is the civilian nonin-
stitutionalized population living in the U.S. at the time of
the interview (23). Therefore, the NHIS does not include
persons in long-term care institutions (i.e., nursing homes
for the elderly or hospitals for the intellectually disabled),
correctional facilities (i.e., prisons, jails, or halfway hous-
es), and U.S. nationals living in foreign countries. Active-
duty Armed Forces personnel are also excluded from the
survey, unless at least 1 other family member is a civilian
that is eligible to take part in the survey (23).

A multistage probability design is used to select house-
holds and individuals for the sample, with certain subgroups
(such as racial/ethnic minorities) purposely oversampled
(23). Household interviews are conducted by census inter-

viewers using computer-assisted personal interviewing. In
2017, the NHIS collected household interview data from
49,067 households of 78,132 persons in 33,157 families.
One “sample adult” =18 years of age was randomly
selected from each family, producing a nationally represen-
tative sample of the U.S. adult population. The response rate
for the NHIS was 53.0% in 2017. Additional details of the
NHIS have been described elsewhere (23,24).

Variables

ED utilization was measured by the reported number of
visits to the ED in past 12 months. Approximately 93%
of the adult sample answered the question “Where do
you usually go for routine or preventative care?” This
question was used to determine the type of provider typi-
cally used for routine care. The NHIS classified providers
into 4 different categories, including: clinic or health cen-
ter, doctor’s office or health maintenance organization,
emergency department, hospital outpatient department,
or some other provider. For our analysis, provider cate-
gories were recoded into 2 groups: 1) persons who re-
ported using the ED as their source of usual
preventative care and 2) persons who reported using
some other (non-ED) provider (i.e., clinic or health cen-
ter, doctor’s office or health maintenance organization,
hospital outpatient department, or some other provider)
as their source of preventative care. There were 1740 in-
dividuals that reported that they “do not receive preven-
tative care anywhere” or “do not go to one place (for
routine care) that often,” indicating they have no usual
source of routine care. It is important to note that 499
adults in the sample did not provide a response to the sur-
vey questions on ED utilization and usual routine or pre-
ventative care provider.

Covariates

We compared various health-related, demographic, and
socioeconomic variables among those reporting the ED
as their usual source of preventative care vs. those with
some other usual source of care. Health-related variables
included type of insurance, barriers to timely health care,
and time since last talked to a health care professional.
Demographic information included region of residence,
age, sex, race/ethnicity, and reported health status. Socio-
economic status variables included education and poverty
level. Additional details about the study covariates can be
found in the Appendix.

Statistical Analyses

Statistical analyses were performed using Stata software
(version 14; StataCorp LLC, College Station, TX) (25).
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First, survey commands were used to adjust for the com-
plex survey design and apply sampling weights. We first
generated descriptive statistics to compare health-related,
demographic, and socioeconomic variables among users
of the ED for preventative care. Then, we performed
separate bivariate analysis to measure associations be-
tween covariates and the primary outcome. Subsequently,
we performed a multivariate logistic regression analysis
to evaluate the association between health-related, demo-
graphic, and socioeconomic factors and ED utilization for
preventative care.

RESULTS

In 2017, an estimated 2 million adults nationwide re-
ported using the ED as their usual source of preventative
health care, 18 million adults reported no usual source of
routine care, and 223 million reported using some other
provider for preventative care (Table 1). Overall, about
12% of adults had =1 barrier to timely primary care
and 18.7% had =1 ED visit over the previous year. While
most people who visited the ED in the past 12 months had
some other source of care, 5.6% had no usual source of
preventative care, and 2.6% used EDs as their source of
usual care (Table 2).

Table 3 shows weighted percentages for demo-
graphics, socioeconomic status, and health-related vari-
ables among those utilizing the ED as their usual source
of care compared with those with some other source of
usual care. It is important to note that Table 3 does not
include information from the estimated 21 million indi-
viduals with no usual source of care. The most frequently
cited barrier to care among those using the ED were “you
have to wait too long to see the physician” and “no trans-
portation,” while “couldn’t get an appointment soon
enough” was the most frequent barrier for those with
other sources of care. Compared with those with other
sources of care, a higher proportion of individuals using
the ED reported that it had been =1 year since they last
saw or spoke to a health care professional (29.3% vs.
10.6%). Furthermore, about 43% of those using the ED
for preventative care had no insurance, while only 6%
of those with other sources of care reported no insurance.

Table 1. Usual Source of Routine/Preventative Care,
Estimated From the 2017 National Health Interview

Survey
Population (in
Millions) Percent
Other source routine care 223.0 90.5
Emergency department source 2.0 0.84
routine care
No source routine care 18.0 7.4

Using the ED for preventative care also had a higher per-
centage of individuals reporting “fair or poor” health sta-
tus (28.2% vs. 12.8%), living below the poverty level
(38.9% vs. 11.1%), less than high school education level
(68.3% vs. 34.5%), and under age 35 (48.3% vs. 27.6%).

Results from the bivariate and multivariate logistic re-
gressions are included in Table 4.

Individuals experiencing =2 barriers to care were
more likely to use the ED for care (odds ratio
[OR] = 2.78 [95% confidence interval {CI} 1.64-4.72)
compared with those reporting no barriers. Furthermore,
adults without insurance had higher odds (OR = 9.52
[95% CI 5.60-16.19]) of using the ED for care compared
with the privately insured. Those reporting fair to poor
health were also more likely to use EDs for preventative
care (OR =1.86 [95% CI 1.17-2.93]) relative to those re-
porting excellent/very good health.

Adults living below the poverty level were more likely
to report the use of ED as their usual source of preventa-
tive care than nonpoor adults (OR = 1.80 [95% CI 1.23-
2.64]).

Compared with those with a graduate degree, persons
with a level of education of high school or less showed a
greater odds of using the ED for care (OR =4.53 [95% CI
1.42-14.46]). In terms of demographics, males were
about 58% more likely than females to use ED as a source
of preventative care (OR = 1.58 [95% CI 1.31-1.91]).
Furthermore, persons between 25 and 34 years of age
were >6 times as likely to use the ED for usual care
than individuals =65 years of age (OR = 6.88 [95% CI
2.87-16.47]). Both Asian (OR = 2.51 [95% CI 1.06—
5.93]) and African American (OR = 2.48 [95% CI
1.47-4.20]) adults had more than twice the odds of using
ED for preventative care relative to their white counter-
parts. However, Hispanic individuals were no more likely
to use EDs for preventative care than white individuals.
Also, the likelihood that adults residing in the Northeast
used EDs as a source of usual preventative care were
2.16 times greater than the odds of those residing in the
West (OR =2.16 [95% CI 1.07-4.35]).

DISCUSSION

Findings from this study indicate that those using the ED
for routine or preventative care represent a small propor-
tion of the U.S. population (<1%). While previously pub-
lished literature suggests that use of the EDs for
nonemergency care leads to overcrowding and longer
wait times, we found those using the ED for routine or
preventative care represent only 3% of the 45 million in-
dividuals who reported =1 ED visit in 2017. A previous
examination of the 1998 NHIS found that 0.9% Ameri-
cans reported using the ED is their usual source of care,
indicating that the proportion of individuals seeking
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Table 2. Frequency of Emergency Department Visits in Past 12 months by Source of Care

ED Visits in Other Source of ED for Care No Source of

Past 12 months, n Care (in Millions) (in Millions) Care (in Millions) Total (in Millions)
None 180.0 0.84 15.0 195.8

1 27.0 0.59 1.6 29.2

2-3 10.0 0.43 0.71 1.4

4-5 2.3 0.09 0.15 2.5

6-7 0.81 0.01 0.03 0.85

8-9 0.39 0.02 0.01 0.42
10-12 0.36 0.04 0.004 0.40
=13 0.14 0.005 0.00 0.15

ED = emergency department.

Table 3. Distribution of Healthy Adults Using the Emergency Department (ED) for Usual Care and Those Using Other Providers

Variable

ED for Care (n = 195),

% (Range)

Other Source of Care (n = 24,308),

% (Range)

Barriers to health care
None
Couldn’t get through on the phone
Couldn’t get appointment soon enough
Wait too long to see physician
Not open when you could go
No transportation
Time since last seen health professional, y
<1
>1 (<2)
>2
Insurance
Private
Public
No insurance
Perceived health status
Excellent to good
Fair to poor
Poverty level
Below
Above
Education
High school or less
College
Graduate degree
Age categories, y
18-25
26-34
35-44
45-54
55-64
=65
Region
Northeast
Midwest
South
West
Race
Hispanic
White
African American
Asian
Other
Sex
Male
Female

79 2 (70.7-85.7)
3(0.1-1.2)
8 (1.6-13.5)
6 (4.0-13.8)
1(0.8-5.8)
0(3.1-11.3)

70.7 (61.9-78.1)
10.1 (5.4-18.0)
19.2 (13.2-27.1)

24.4 (17.7-32.5)
32.2 (25.0-40.3)
43.4 (35.3-51.9)

71.7 (62.7-79.3)
28.2 (20.7-37.3)

38.9 (30.9-47.4)
61.1 (62.5-69.1)

68.3 (59.8-75.8)
28.9 (21.8-31.1)
2.8 (1.1-6.9)

20.7 (14.5-28.7)
27.6 (20.4-36.2)
16.3 (10.7-24.2)
19.4 (13.3-27.5)
108(68 16. 8)
1(2.

19.1
18.2
46.4
16.3

11.9-29.2)
12.1-26.4)
36.9-56.3)
10.5-24.5)

o~~~

23.8 (16.2-33.5)

36.0 (27.8-45.2)

32 0 (23.8-41.6)
2 (2.9-12.8)
9(0.7-4.9)

60.8 (51.2-69.6)
39.2 (30.4-48.8)

89.4 (88.8-90.0)
6.0 (5.6-6.4)
4.6 (4.2-4.9)

66.4 (65.3-67.5)
27.2 (26.2-28.3)
6.4 (5.9-7.0)

87.1 (86.5-87.7)
12.8 (12.3-13.4)

1(10.4-11.8)
88.9 (88.2-89.6)

34.5 (33.4-35.6)
52.3 (51.4-53.3)
13.1 (12.4-13.9)

12.7 (11.9-13.5)
14.9 (13.4-15.5)
16.0 (15.4-16.6)
17.1 (16.5-17.7)
17.5 (16.9-18.2)
21.7 (21.0-22.4)

18.9
22.2
35.3
23.5

17.3-20.6)
21.0-23.5)
33.3-37.4)
21.7-25.4)

—~ e~ —

46.7 (45.9-47.5)
53.3 (52.5-54.1)
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Table 4. Factors Associated With Use of the Emergency
Department for Preventative or Routine Care

Variable

Unadjusted
OR (95% CI)

Adjusted
OR (95% Cl)

Barriers to health care

None

1

=2
Insurance

Private

Public

No insurance
Perceived health

1.00 (ref)
0.81 (0.44-1.50)
3.50 (2.03-6.04)*

1.00 (ref)
3.22 (2.04-5.07)*

18.50 (11.91-28.75)°

1.00 (ref)
0.67 (0.35-1.31)
2.78 (1.64-4.72)*

1.00 (ref)
2.08 (1.17-3.68)°
9.52 (5.60-16.19)°

status
Excellent/very 1.00 (ref) 1.00 (ref)
good/good
Fair/poor 2.67 (1.77-4.02%  1.86 (1.17-2.93)°
Poverty level
Below 5.10 (3.58-7.26)>  1.80 (1.23-2.64)°
Above 00 (ref) 0 (ref)
Education
High school or less  9.25 (3.56-24.01)%  4.53 (1.42-14.46)°
College 2.58 (0.99-6.74) 2.13 (0.66-6.81)
Graduate degree 1.00 (ref) 1.00 (ref)
Age categories, y
18-25 6.98 (3.27-14.91)* 5.30 (2.10-13.41)*
26-34 7.90 (3.93-15.87)° 6.88 (2.87-16.47)7
35-44 4.36 (2.00-9.51)7  4.10 (1.61-10.43)°
45-54 4.84 (2.27-10.30)  4.59 (1.93-10.89)°
55-64 2.64 (1.18-5.89)°  2.72 (1.05-7.01)°
=65 1.00 (ref) 1.00 (ref)
Region
Northeast 1.45 (0.73-2.87) 2.16 (1.07-4.35)°
Midwest 1.18 (0.63-2. 18) 1.40 (0.72-2.73)
South 1.89 (1.11-3.24)°  1.41(0.81-2.42)
West 1.00 (ref) 1.00 (ref)
Race
Hispanic 3.01 (1.81-5.00)*  1.19 (0.69-2.06)
White 1.00 (ref) 1.00 (ref)
African American 4.83 (3.10-7.51)*  2.48 (1.47-4.20)°
Asian 1.86 (0.81-4.25) 2.51 (1.06-5.93)°
Other 3.06 (1.11-8.40) 1.30 (0.46-3.63)
Sex
Male 1.77 (1.20-2.61)°  1.83 (1.20-2.79)°
Female 1.00 (ref) 1.00 (ref)
Cl = confidence interval; OR = odds ratio.
&p <0.001.
®p < 0.05.
°p<0.01.

routine care through the ED has remained relatively sta-
ble over the past 2 decades, despite significant health
care reform (21).

Consistent with previous research, we found that pa-
tients are more likely to use the ED for routine care
when faced with significant barriers to obtaining timely,
affordable, and convenient care at alternative sites (16—
19). Patients experiencing significant access barriers
often prefer the ED based on perceptions of increased
availability and convenience (26-29). Unlike other
providers, EDs are open 24 hours a day, 7 days a week,
and care is provided without the need to make an
appointment. Therefore, patients can receive ED care at

a time that is most convenient to them, eliminating the
need to request time away from work or coordinate
childcare (26-29).

Because EDs are required to provide care to patients
regardless of their ability to pay for services, patients
without insurance or funds to pay out of pocket fees
may prefer using the ED for routine or preventative
care. As such, we found that lack of insurance and young
age were the strongest independent predictors of ED use
for preventative care. Findings from previous studies on
associations between insurance and ED utilization have
been mixed, with some studies indicating an association
between nonurgent ED use among Medicare beneficiaries
and the uninsured while other have indicated no associa-
tion (15,30-33). While research has indicated higher
rates of overall ED utilization among adults >65 years
of age, our findings are consistent with studies
suggesting that younger individuals account for a
higher proportion of nonurgent ED visits (12—15,19,34).
It has factors such as
unemployment, low-paying entry level jobs, or enroll-
ment in education programs lacking adequate coverage
options make it difficult for young adults to obtain afford-
able health insurance (35,36). While the ACA enabled
young adults to remain on their parents’ insurance plans
until 26 years of age, our findings indicate that a
coverage gap might still exist among adults between the
ages of 26 to 34.

been hypothesized that

Limitations

We used existing survey data for this study, therefore we
were limited to the question set developed for the survey.
In addition, the NHIS was based on self-reported data,
meaning that individual responses could be subject to
bias. Although the NHIS sampling method was designed
to provide representative data for the U.S. population, the
survey does include responses from the homeless popula-
tion, undocumented immigrants, individuals in nursing
homes, and other special populations. In addition, results
from this study are cross-sectional, so we were unable to
detect longitudinal changes in ED utilization that might
have occurred over time.

It is also important to reiterate that provider categories
were recoded into 2 groups: 1) persons who reported using
the ED as their source of usual preventative care and 2) per-
sons who reported using some other non-ED provider (i.e.,
clinic or health center, doctor’s office or health mainte-
nance organization, hospital outpatient department, or
some other provider) as their source of preventative care.
Therefore, an urgent care clinic could be included in the
“some other provider” category. It is important to note
that while urgent care centers may provide a cost-
effective alternative to the use of EDs for regular or
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preventative care, their impact on continuity of care and
other aspects of health care quality remains unknown (37).

CONCLUSION

The continuous examination of patterns in ED utilization
and barriers to timely health care is a crucial step in iden-
tifying solutions to increase access to appropriate care
providers and to reduce the cost of care for the most
vulnerable individuals. While there is an abundant
amount of literature on characteristics of frequent ED
users, as well as inappropriate, unnecessary, or nonurgent
ED utilization, there is a limited number of studies that
examine characteristics of individuals using ED as a
source of routine or preventative care. Therefore, the cur-
rent study provides a contemporary perspective into char-
acteristics and factors contributing to utilization of the
ED for primary care. Overall, our findings suggest that
the ED continues to provide crucial safety net services
to a small subset of the population experiencing signifi-
cant barriers to timely primary care. Our analysis re-
vealed that those relying on the ED for preventative
care were more likely to be younger, less educated, to
report poor health, Asian or African American, to live
below the poverty level, and to reside in the Northeast
United States. Future research should explore innovative
strategies to better connect uninsured and underserved in-
dividuals with local safety net primary care providers.
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APPENDIX

Description of Covariates

For the current study, we compared various health-related,
demographic, and socioeconomic variables among those
reporting the emergency department as their usual source
of preventative care vs. those with some other usual source
of care. Health-related variables included type of insur-
ance, barriers to timely health care, and time since last
talked to health care professional. Insurance categories
included private (reference), public insurance (includes
Medicare, Medicaid, military insurance, Children’s Health
Insurance Program, and other government sponsored
plans), and no insurance (uninsured).

Barriers to timely primary care were identified by = 1
affirmative responses to the following questions: “Have
you delayed getting care for any of the following reasons
in the past 12 months?” Specific barrier questions
included “You couldn’t get through on the telephone,”
“You couldn’t get an appointment soon enough,” “You
have to wait too long to see the physician,” “The clinic/
doctor’s office wasn’t open when you could get there,”
and “You didn’t have transportation.” For the purpose
of this analysis, we created a variable stratifying re-
sponses according to the number of reported barriers to
care. Individuals who answered yes to one of the afore-
mentioned barrier questions were labeled “one barrier,”

individuals who answered yes to =2 of the barrier ques-
tions were labeled as “2 or more,” and those who
answered no to all barrier questions were labeled “no bar-
riers.” Response items for the question “How long has it
been since you last seen or talked to a health profes-
sional?” included “less than 1 year,” “more than 1 year
(but less than 2 years),” and “2 years or more.”

Demographic information included region of resi-
dence, age, sex, race/ethnicity, and reported health status.
Region of residence included Northeast, Midwest, South,
and West. Age was categorized into 6 categories,
including 18-25, 26-34, 35-44, 45-54, 55-64, and
=65 years of age. Racial/ethnic groups included white,
Hispanic, African American, Asian, and other. Reported
health status included 5 answer choices, including excel-
lent, very good, good, fair, and poor. For this analysis, we
recoded responses into 2 general groupings: “excellent/
very good/good” and “fair/poor.”

Socioeconomic status variables included education,
and poverty level. Education categories included less
than or equal to high school diploma, college degree, or
graduate degree. Poverty level was ascertained according
to the respondent’s ratio of family income to the poverty
threshold, where individuals with a ratio <1 were catego-
rized as “below poverty level” and those =1.00 were
categorized as “at or above poverty level.”
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ARTICLE SUMMARY
1. Why is this topic important?

Emergency departments (EDs) are often used by
vulnerable individuals who have limited access to a regu-
lar primary care provider. Few recent studies have exam-
ined health-related, socioeconomic, and demographic
factors related to utilization of the ED for routine or pre-
ventative care.

2. What does this study attempt to show?

For this study, we utilize recent data to explore patterns
in ED utilization and examine health-related, socioeco-
nomic, and demographic factors associated with the use
of EDs for preventative or routine care.

3. What are the key findings?

A relatively small proportion of the U.S. population
(<1%) used EDs as their usual source of preventative
care in 2017. Approximately one-third of these individ-
uals reported =1 barriers to timely health care, with the
most frequently cited barriers being long wait times in
the physician’s office and lack of transportation. Further-
more, those relying on the ED for preventative care were
more likely to be younger, less educated, to report poor
health, Asian or African American, to live below the
poverty level, and to reside in the Northeast census region.
4. How is patient care impacted?

Reliance on the ED for primary care purposes can result
in long wait times, fragmented care coordination, and
high health-related costs.
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