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Study objective: We examine emergency department (ED) use and hospitalizations through the ED after Patient
Protection and Affordable Care Act (ACA) health insurance expansion in Illinois, a Medicaid expansion state.

Methods: Using statewide hospital administrative data from 2011 through 2015 from 201 nonfederal Illinois hospitals
for patients aged 18 to 64 years, mean monthly ED visits were compared before and after ACA implementation by
disposition from the ED and primary payer. Visit data were combined with 2010 to 2014 census insurance estimates to
compute payer-specific ED visit rates. Interrupted time-series analyses tested changes in ED visit rates and ED
hospitalization rates by insurance type after ACA implementation.

Results: Average monthly ED visit volume increased by 14,080 visits (95% confidence interval [CI] 4,670 to 23,489), a
5.7% increase, after ACA implementation. Changes by payer were as follows: uninsured decreased by 24,158 (95% CI
�27,037 to �21,279), Medicaid increased by 28,746 (95% CI 23,945 to 33,546), and private insurance increased by
9,966 (95% 6,241 to 13,690). The total monthly ED visit rate increased by 1.8 visits per 1,000 residents (95% CI 0.6 to
3.0). The monthly ED visit rate decreased by 8.7 visit per 1,000 uninsured residents (95% CI �11.1 to �6.3) and
increased by 10.2 visit per 1,000 Medicaid beneficiaries (95% CI 4.4 to 16.1) and 1.3 visits per 1,000 privately insured
residents (95% CI 0.6 to 1.9). After adjusting for baseline trends and season, these changes remained statistically
significant. The total number of hospitalizations through the ED was unchanged.

Conclusion: ED visits by adults aged 18 to 64 years in Illinois increased after ACA health insurance expansion. The
increase in total ED visits was driven by an increase in visits resulting in discharge from the ED. A large post-ACA
increase in Medicaid visits and a modest increase in privately insured visits outpaced a large reduction in ED visits by
uninsured patients. These changes are larger than can be explained by population changes alone and are significantly
different from trends in ED use before ACA implementation. [Ann Emerg Med. 2016;-:1-9.]
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INTRODUCTION
Background and Importance

The passage of the Patient Protection and Affordable
Care Act (ACA) in 2010 introduced a number of changes
designed to increase health insurance coverage, including
employer and individual health insurance mandates,
creation of insurance exchanges and subsidies for private
health insurance, continuation for young adults on
parents’ health insurance to aged 26 years, and expansion
of Medicaid for adults.1 Policymakers who crafted the
law believed that expanded insurance coverage would
provide greater access to primary and preventive
care, potentially leading to a reduction in the use of
- : - 2016
higher-cost services, including emergency department
(ED) visits.1-3

However, previous state-level insurance expansions have
shown that ED visits increased after expansion of
coverage.4-13 The few studies investigating ED use after the
ACA have been limited by data from a few hospitals, a very
short post-ACA period, or both.14,15 In the absence of
strong data, emergency physicians report a perceived
increase in ED patient volume since implementation of the
ACA.16 However, it is unclear whether the perceived
increase in ED use is accurate, whether it can be attributed
to the ACA, or whether it is a continuation of long-term
trends in the growth of ED visits over time.
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Editor’s Capsule Summary

What is already known on this topic
Millions of Americans have gained health insurance
coverage as a result of the Patient Protection and
Affordable Care Act (ACA).

What question this study addressed
How did the ACA affect the number of emergency
department (ED) visits in Illinois?

What this study adds to our knowledge
In the post-ACA implementation period (2014 to
2015), increases in ED visits by Medicaid
beneficiaries and the privately insured were not
completely offset by decreased visits among the
uninsured.

How this is relevant to clinical practice
Illinois has experienced a modest increase in
overall ED visits during the first 2 years after
implementation of the ACA.
Goals of This Investigation
The objective of this study was to describe changes in

total ED visit volume, ED visit rates per 1,000 residents,
and ED hospitalization rates by insurance status for 18- to
64-year-olds in Illinois between 2011 and 2015. To our
knowledge, this study is the first to use statewide data on
ED visits before and after ACA health insurance
expansion. We analyze data up to 2 years post-ACA
implementation from Illinois, a Medicaid expansion state
with large urban, suburban, and rural populations, and
large variations in income and baseline insurance
coverage.

MATERIALS AND METHODS
Study Design and Data Collection and Processing

We performed a retrospective analysis of administrative
data, using the Illinois Hospital Association Comparative
Health Care and Hospital Data Reporting Services
(COMPdata) during 60 months that cross the ACA health
insurance expansion. These data are reported to the Illinois
Hospital Association and Illinois Department of Public
Health as mandated by the latter. This database provides
visit-level administrative billing data for all ED visits to all
nonfederal American Hospital Association member
hospitals in Illinois.17 The American Community Survey
census data provided information on median household
income and insurance status for the Illinois population.
Annals of Emergency Medicine
The survey is a representative sampling of the US
population performed by the US Census Bureau, which
collects data on a variety of demographic, economic, social,
housing, and financial data, including health insurance
coverage. Respondents were instructed to report their
current coverage and to mark “yes” or “no” for each of 8
insurance types listed. The 1-year estimates of insurance
coverage reported on the American FactFinder Web site
were used.18,19 The Northwestern University institutional
review board determined that this analysis of publicly
available, deidentified data was exempt.
Methods of Measurement
This study analyzes COMPdata from January 2011 to

December 2015. COMPdata included date of ED visit,
hospital, patient zip code, age, sex, race and ethnicity,
disposition from the ED, and primary insurance category.
Patients’ median household income estimates by zip code
were matched to COMPdata with 5-year (2009 to 2013)
American Community Survey census estimates. Low-
income zip codes were defined as those with a median
income below $35,000.

Payer-specific visit rates were calculated for all patients
with an Illinois zip code. Population denominators for
calculating annual rates per 1,000 Illinois residents aged 18
to 64 years were obtained from 2011 to 2014 annual
American Community Survey insurance coverage
estimates, which were based on the number of individuals
in this age group in Illinois who reported being uninsured
or being primarily covered by Medicaid, Medicare
(disability), or private insurance. We calculated annual
percentage change in population by insurance coverage and
used American Community Survey estimates from 2011 to
2014 as denominators to compute ED use rates. Because
1-year estimates of insurance status for the population aged
18 to 64 years for 2015 are still unavailable, we used 2014
American Community Survey population estimates to
compute 2015 ED visit rates. To address the limitation of
using population denominators from 2014, we also
calculated ED rates with inflated populations that mirrored
changes in Illinois insurance coverage rates as reported for
2015 quarters 1 to 3 in the National Health Interview
Survey.20
Outcome Measures
The primary outcomes of interest are total ED visit

volume, ED visit rates per 1,000 residents, and ED
hospitalization rates. Each outcome is examined by
insurance type (uninsured, Medicaid, private insurance,
and Medicare disability).
Volume -, no. - : - 2016
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Primary Data Analysis
We present annual ED visits and proportion of ED visits

by patient sociodemographic characteristics. Visit-level data
were aggregated by month. Statewide mean monthly ED
visit volumes and ED visit rates were calculated by primary
payer for the 36-month pre-ACA period (2011 to 2013)
and the 24-month post-ACA period (2014 to 2015), and
95% confidence intervals (CIs) of the difference in means
are reported. We used interrupted time series analyses to
test the significance of changes in monthly ED visit and ED
hospitalization rates overall and by each insurance category
before and after January 2014. Interrupted time series is a
segmented ordinary least squares regression of time series
data that measures statistically significant changes to the
intercept and slope coefficients after an intervention.21 It
can determine whether postintervention there is a change
in the outcome’s level (significant intercept change) or a
change in the outcome’s trend (slope change). Because this
approach, unlike traditional pre-post regression techniques,
can account for secular trends such as generally increasing
ED visits, it is best suited for population-level rates, rather
than individual-level observations. Interrupted time series
does not require adjustments for individual-level
characteristics because confounding by individual-level
variables will not introduce serious bias unless it occurs
Table 1. ED visits by Illinois residents aged 18 to 64 years to nonfed

Year 2011 2012

Number of visits 2,939,472 3,024,561
Hospitalization, % 12.1 11.5
Sex
Female 57.6 57.7
Insurance status
Private 39.4 39.6
Medicare 9.1 9.2
Medicaid 27.8 27.4
Uninsured 22.7 22.6
Other 1.0 1.2
Age, y
18–25 21.5 21.2
26–33 17.6 17.4
34–44 26.7 26.7
45–54 18.7 18.8
55–64 15.4 15.9
Race/ethnicity
Non-Hispanic white 54.6 54.2
Non-Hispanic black 27.7 27.6
Hispanic 11.9 11.1
Asian 1.2 1.2
Other/unknown 4.5 5.9
Zip code median income <$35,000 15.3 15.3
Region
Cook County 42.4 42.3
Suburban Chicago counties 18.8 18.8
Other Illinois 38.7 38.8
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with the intervention.21,22 By comparing an estimated
counterfactual outcome based on pre-ACA levels and
trends to the actual post-ACA value, we present estimates
of intervention effects on the post-ACA changes in mean
monthly ED visits and per-resident ED visit rates. Changes
in slope and intercept for the trend line after the
intervention are reported as slope and intercept changes.
This analysis used the Durbin-Watson statistic to control
standard errors for autocorrelation. Season was included as
a covariate in the interrupted time series model. Stata
(version 13; StataCorp, College Station, TX) and SAS
(version 9.3; SAS Institute, Inc., Cary, NC) were used for
analyses.
RESULTS
There were approximately 15.2 million ED visits to 201

Illinois nonfederal hospitals during the 60-month study
period after excluding 2.5% of the visits for patients with
out-of-state or unknown zip codes (Table 1). Annual ED
visit volume increased from 2.9 million in 2011 to 3.2
million in 2015, an 8.1% increase during the period. There
were steady increases in the proportion of visits by patients
aged 55 to 64 years, those from low-income zip codes, and
those with other or unknown race and ethnicity.
eral Illinois hospitals, January 2011 to December 2015.

2013 2014 2015 Total

2,977,854 3,098,958 3,179,000 15,219,845
12.0 11.3 11.1 11.6

57.8 57.7 57.6 57.7

38.6 39.9 41.8 39.9
9.6 8.9 8.3 9.0

27.6 35.7 38.6 31.5
23.5 14.7 10.3 18.6
0.7 0.8 1.1 1.0

20.7 20.4 20.4 20.8
17.1 17.0 17.1 17.3
26.7 26.7 26.7 26.7
18.7 18.5 18.0 18.5
16.8 17.3 17.8 16.7

52.0 50.9 49.9 52.3
27.6 27.3 26.3 27.3
11.7 11.8 11.3 11.6
1.1 1.2 1.2 1.2
7.6 8.8 11.2 7.7

16.2 16.6 16.6 16.0

41.5 41.1 42.6 42.0
17.9 17.8 16.9 18.0
40.5 41.1 40.5 40.0
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From 2011 to 2015, the overall state population was
essentially unchanged throughout the study period
(Table 2). During the pre-ACA period (2011 to 2013),
Medicaid coverage increased by 22,713, a 1.7% annual rate
of increase. In 2014, it increased by 173,536, a 25%
increase in 1 year. Private insurance coverage increased by
4,971 pre-ACA, an annual increase of <0.1%, but
increased by 164,165 (3.0%) in 2014. The uninsured
population decreased by 55,523 pre-ACA, an annual
decrease of 1.8%. In 2014 it decreased 351,884, or 23.9%.

Comparing the pre-ACA period (2011 to 2013) to the
post-ACA period (2014 to 2015), average monthly ED
visit volume increased by 14,080 (95% CI 4,670 to
23,489), a 5.7% increase (Table 3). However, average
monthly hospitalizations through the ED were essentially
unchanged. Average monthly ED visit volume for
uninsured patients decreased by 24,158 (95% CI –27,037
to –21,279), a decrease of 42.4%. Average monthly
Medicaid visit volume increased by 28,746 (95% CI
23,945 to 33,546), an increase of 41.9%. Average monthly
private insurance visit volume increased 9,966 (95% CI
6,241 to 13,690), an increase of 10.2%. When statewide
changes in health insurance coverage were accounted for,
there was a mean monthly decrease of 8.7 visits per 1,000
(95% CI –6.3 to –11.1) for uninsured residents, from 38.0
to 29.3, a 22.9% reduction. Mean monthly Medicaid visit
rates increased from 101.8 to 112.0, a difference of 10.2
visits per 1,000 beneficiaries (95% CI 4.4 to 16.1), a
10.0% increase, whereas private insurance visit rates
increased from 17.9 to 19.1, a difference of 1.3 visits per
1,000 beneficiaries (95% CI 0.6 to 1.9), a 7.3% increase
(Table 3). After payer-specific population denominators
according to 2014 to 2015 changes reported in the
National Health Interview Study were inflated, there was
no significant change in these results.

Figure 1 provides trends in monthly ED visit volumes
by disposition before and after ACA health insurance
expansion. The overall ED visit volume increased
significantly, corresponding with ACA insurance expansion
Table 2. American Community Survey estimates of primary
insurance status for the Illinois population aged 18 to 64 years.*

2011 2012 2013 2014

All residents 8,014,095 8,006,505 8,010,771 7,998,369
Uninsured 1,526,413 1,501,494 1,470,890 1,119,046
Medicaid 672,608 654,528 695,321 868,857
Medicare (disability) 153,285 159,295 172,882 174,234
Private 5,442,787 5,455,333 5,447,758 5,611,923

*Excludes approximately 2.8% of Illinois residents aged 18 to 64 years with other or
unknown insurance status; estimates have 1% to 2% margins of error.
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in January 2014. The interrupted time series reveals a
post-ACA change in slope of ED visits over time that was
positive and significant (slope change¼898; P¼.004);
however, there was no significant change in intercept
(intercept change¼292; P¼.95). Comparing actual post-
ACA ED visits to the counterfactual, on average, monthly
ED visits increased by 11,566, which is smaller than the
pre-post difference in Table 3 because the interrupted
time series takes into account the preexisting positive trend
(or slope). There was no significant change in ED
hospitalization volume throughout the period (slope
change¼–641.9, P¼.22; intercept change 4.62, P¼.74).

Mean monthly ED visits by insurance category are
shown in Figure 2. The overall ED visit volumes from
Figure 1 are again presented for comparison. The
interrupted time series analysis demonstrated a significant
reduction post-ACA in mean monthly ED visits of
28,493 (driven by significant changes in slope [slope
change¼–1,086; P<.001] and intercept [intercept
change¼–15,242; P<.001]) for uninsured patients.
There were significant increases for Medicaid (mean
change¼29,672; slope change¼1,230, P<.001; intercept
change¼14,756, P<.001), and privately insured patients
(mean change¼10,307; slope change¼764, P<.01;
intercept change¼690, P¼.79).

Figure 3 presents monthly ED visit rates per 1,000
residents by insurance category. For the total population,
the interrupted time series analysis demonstrated a
significant increase of 1.47 ED visits per 1,000 residents
post-ACA, driven only by a significant change in slope
(slope change¼0.11, P¼.005; intercept change¼0.07,
P¼.91). Again, the comparison to the counterfactual is
lower than the pre-post estimate of 1.8 because there was a
positive trend pre-ACA. The mean monthly ED visit rates
per 1,000 residents decreased significantly, by 13.0 for
uninsured patients (slope change¼–0.99, P<.001;
intercept change¼–0.80, P¼.62), whereas the mean
monthly Medicaid ED rate increased by 14.47 visits per
1,000 beneficiaries (slope change¼1.55, P<.001; intercept
change¼–4.73, P¼.36), and the mean monthly private
insurance rate increased by 1.35 visits per 1,000
beneficiaries (slope change¼0.14, P<.001; intercept
change¼–0.38, P¼.40). Medicare rates did not change
significantly (slope change¼–0.15, P¼.47; intercept
change¼–5.13, P¼.16).
LIMITATIONS
This study is a retrospective one using pre-ACA trends as

the control for post-ACA results; therefore, any policy or
Volume -, no. - : - 2016



Table 3. Mean monthly ED visit volumes and ED visit rates for 18- to 64-year-olds by insurance status and disposition before and after ACA
insurance expansion.

Pre-ACA
(2011–2013)

Post-ACA
(2014–2015) Difference (95% CI)

ED visit volumes
Total 248,386 262,466 14,080 (4,670 to 23,489)
Uninsured 56,950 32,792 –24,158 (–27,037 to –21,279)
Medicaid 68,564 97,310 28,746 (23,945 to 33,546)
Private 97,384 107,350 9,966 (6,241 to 13,690)
Medicare 23,093 22,436 –657 (–1,520 to 206)

Hospitalization 29,407 29,346 –61 (–1,024 to 902)
Discharge 218,979 233,120 14,141 (5,472 to 22,810)
ED visit rates per 1,000 residents
Total 31.0 32.8 1.8 (0.6 to 3.0)
Uninsured 38.0 29.3 –8.7 (–11.1 to –6.3)
Medicaid 101.8 112.0 10.2 (4.4 to 16.1)
Private 17.9 19.1 1.3 (0.6 to 1.9)
Medicare 142.9 128.7 –14.1 (–19.2 to –9.0)

Hospitalization 3.7 3.7 0 (–0.1 to 0.1)
Discharge 27.3 29.2 1.8 (0.7 to 2.9)

Dresden et al Increased Emergency Department Use in Illinois
economic events in Illinois causing change in EDusemay also
affect our results if they occurred with the ACA health
insurance expansion. However, interrupted time series
analysis mitigates this limitation because it adjusts for any
Figure 1. Monthly Illinois ED visits for patients aged 18 to 64 years
in interrupted time series analysis slope coefficient <.05.
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baseline trends or changes that do not occur simultaneously
with the intervention (ACA health insurance expansion).21

Other limitations include the absence of out-of-state ED visits
by Illinois residents. Because out-of-state ED visits were not
by disposition from the ED (2011 to 2015). *P value for change

Annals of Emergency Medicine 5



Figure 2. Monthly Illinois ED visits for patients aged 18 to 64 years by primary payer (2011 to 2015). *P value for interrupted time
series analysis slope coefficient <.05. †P value for change in interrupted time series analysis intercept coefficient <.05.

Increased Emergency Department Use in Illinois Dresden et al
included in the data set, ED use rates are an undercount.
However, this effect is likely to be limited.With the exception
of the area surrounding St. Louis, MO, most hospital beds
near Illinois population centers are located in Illinois, not out
of state.23 Additionally, the denominators of health insurance
coverage are likely a slight overcount because some patients
may note more than 1 insurance type.19

We used annual estimates of health insurance coverage as
the denominator for payer-specific monthly rates of ED use.
Large year-over-year changes in health insurance coverage
may artificially increase the difference in monthly payer-
specific ED visit rates from December to January in each
year. However, the interrupted time series analysis included
season in the model to adjust for the seasonal differences
affected by using annual estimates for insurance coverage.
Using 2014 estimates to compute 2015 ED visit rates may
not accurately reflect changes in payer-specific populations
for 2015 and may alter our results. However, inflating
population denominators according to 2015 results of the
National Health Interview Study did not produce any
significant changes in our results. We were unable to
determinewhether patients with private insurance purchased
it through the health insurance exchanges implemented as
6 Annals of Emergency Medicine
part of the ACA or whether it was provided through their
employer. COMPdata do not contain patient identifiers, so
the data presented here do not identify patients who had
changes in their insurance coverage. Using counterfactual
projections to estimate the effect of the ACA assumes that the
pre-ACA trends would continue as expected. Finally, this
study was limited to 2 years after ACA health insurance
expansion. If changes in health insurance coverage stabilize or
if care coordination efforts increase forMedicaid patients, the
“final” effect of ACA health insurance expansion on ED use
may be different.
DISCUSSION
This study demonstrates that average monthly ED visit

volume by adults aged 18 to 64 years in Illinois increased
after ACA health insurance expansion. The increase in total
ED visit volume was driven by an increase in visits resulting
in discharge from the ED. Hospitalizations through the ED
were essentially unchanged through the study period.

Evaluation of ED visit volume by insurance type
demonstrates that the modest but significant post-ACA
increases in total ED visits came in the setting of large shifts
Volume -, no. - : - 2016



Figure 3. Monthly Illinois ED visit rates per 1,000 residents by primary payer (2011 to 2015). *P value for interrupted time series
analysis slope coefficient <.05.

Dresden et al Increased Emergency Department Use in Illinois
in insurance coverage of ED patients. A large increase in
Medicaid visits and a smaller increase in privately insured
visits outpaced a large reduction in ED visits by uninsured
patients. When examined as rates per 1,000 residents, there
was a modest increase in overall ED visit rates and, for
privately insured residents, a large increase for Medicaid
patients, but a large decrease for uninsured patients. These
post-ACA changes are significantly different from previous
trends in ED use before ACA implementation. The 2
interrupted time series models differ in their estimation of
the level (intercept) effect. For the uninsured and Medicaid
populations, there were significant slope and intercept
changes in total volume, but only significant changes in the
slope for the population-based rates. It appears that the
immediate change in numbers of residents covered by
Medicaid and private insurance led to a significant and
immediate level change in monthly volume beginning in
January 2014. Rates per 1,000 residents appear to have
changed more slowly over time.

The increase in total ED visit volume runs contrary to
one of the key intents of health insurance expansion, “to
reduce higher cost services such as ED visits.”24 However,
these results are consistent with many studies of ED use
after health insurance expansion in the United States. In
Volume -, no. - : - 2016
Massachusetts, there was a 2.2% annual increase in ED
visit volume attributable to the implementation of
Massachusetts health reform in 2006, measured 2 years
after its implementation.9 However, that change was not
significantly different from changes in ED visits observed in
neighboring states, and changes in ED visits varied,
depending on pre-expansion health insurance.10,25 In
Oregon, residents randomly selected for Medicaid
enrollment and followed for 18 months had a 40% increase
in ED visits compared with residents who were not
selected.11 Our results are also consistent with reports on
early increases in ED use after ACA implementation in
several Medicaid expansion states.14,26

However, not all studies of health insurance expansion
have shown an increase in ED use. Before ACA
implementation in Virginia, low-income adults who had
extended health care coverage through a community-based
primary care program were shown to have fewer ED visits
and lower overall costs.12 However, this intervention also
assigned patients to primary care physicians and reimbursed
at a higher rate than Medicaid. It also took up to 3 years of
continuous enrollment in the program before significant
savings were realized. After expansion of private health
insurance to young adults aged 19 to 25 years in 2010 as
Annals of Emergency Medicine 7
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part of the ACA, there was a 1.5% decrease in ED visits in
this population in California, Florida, and New York.13

Additionally, ED visits in Maryland and the District of
Columbia decreased in the first 4 months after ACA
implementation.

The mixed results of previous studies of health coverage
expansion suggest that multiple factors may influence
changes in ED visit volume. Prevalence of uninsurance,
absence of Medicaid expansion, availability of primary care,
financial incentives to hospitals and clinicians, and
effectiveness of care coordination likely influence the local
and statewide responses to the ACA health insurance
expansion.

To our knowledge, this is the first study to evaluate
statewide ED visit volume with 2 years of data after ACA
health insurance expansion. We used a multiyear pre-ACA
period to better understand longer-term pre-ACA trends in
ED use. This study is also among the first to report ED
visit rates that reflect population-level changes in insurance
coverage for the 18- to 64-year-old patient cohort.

ED visit rates incorporate both the changes in total ED
visit volume (numerator) and those in population by
insurance status (denominator). Therefore, changes in visit
rates reflect difference in ED use patterns in addition to
what can be explained by changes in population. The
increase in the overall ED visit rate in Illinois is consistent
with the fact that people are more likely to use health
services when financial barriers to care are removed.27 The
stable population-based rate of hospitalization suggests that
the increase in ED visits may be related to visits for lower-
acuity complaints compared with those that require
hospitalization. This does not indicate that these are
“unnecessary” or “preventable” ED visits. Before the
implementation of the ACA, many researchers and
policymakers suggested that ED patients with low-acuity
complaints use the ED because they have nowhere else to
go, and that providing the uninsured with health insurance
would increase access to timely and effective primary
care.28-30 However, after Massachusetts health reform,
patients with Medicaid or subsidized private insurance (as is
currently available nationwide through health insurance
exchanges) continued to have financial and nonfinancial
barriers to timely and effective outpatient care.31 As
uninsured residents, including many without a history of
longitudinal primary care, transitioned to Medicaid or
subsidized private health insurance, financial barriers to
emergency care lessened and may have influenced the
increase in ED visits.9

The same dynamic observed after Massachusetts health
reform may be occurring in Illinois after ACA health
insurance expansion. Low-income adults in 2 Medicaid
8 Annals of Emergency Medicine
expansion states were more likely to have a usual source of
care outside the ED after Medicaid expansion, but also
more likely to have an ED visit because an office visit was
unavailable.32 Having a usual source of care does not
necessarily confer access to timely and effective outpatient
care, particularly after hours, on weekends, or when care is
thought to be too time consuming or complex for the
office. A 2013 survey of Medicaid providers in 15
metropolitan areas found that an average wait time to
consult a physician was 18.5 days, with a metropolitan high
of 45.4 days (Boston).33 Although it is beyond the scope of
this study to measure, if primary care wait times for
Medicaid patients are increasing in Illinois, as they did in
Massachusetts, patients may believe they have no other
option for timely and effective acute care besides the ED.
However, as states and hospitals adapt to new care
coordination models, including Medicaid managed care,
changes in barriers to outpatient care and ED visits may
alter the changes in ED use measured in this study.

In summary, ED visit volume among patients aged 18 to
64 years increased modestly but significantly in Illinois after
ACA health insurance expansion, but hospitalizations
through the ED did not. A large post-ACA increase in
Medicaid visits and a modest increase in privately insured
visits outpaced a large reduction in ED visits by uninsured
patients. These changes are more than can be explained by
changes in insurance coverage alone and have persisted for
the 2 years since ACA implementation. However, it is still
unknown whether these results represent longer-term
changes in health services use or a temporary spike in ED
use because of pent-up demand. Potential explanations for
increased ED visits should be evaluated as new care
coordination models are implemented and tested.
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