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ABSTRACT 

 
 Medical care provided in a hospital’s emergency department (ED) costs 

substantially more than care provided in a doctor’s office, and up to 56% of ED 

visits are preventable according to one study – suggesting room for cost savings by 

reducing the number of ED visits. This might be achieved by encouraging more 

patients to have a non-ED usual source of care, which could: 1) reduce the need for 

ED care by promoting better health through preventive care; and 2) prompt patients 

to seek care from their usual source of care instead of an ED.  

This study examines whether having an office-based usual source of care 

reduces the likelihood of visiting an ED, using the Medical Expenditure Panel 

Survey (MEPS) for a panel of respondents surveyed from 2002 to 2003. After 

controlling for health status and various socio-economic characteristics, my logit 

regression analysis indicates that people with an office-based usual source of care 

have 17% lower odds of seeking care in an ED over a two-year period compared to 

people who lack an office-based usual source of care. These findings suggest that 

policies aimed at increasing the number of people with an office-based usual source 

of care could decrease the number of ED admissions. 
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INTRODUCTION 

 

Health spending in the U.S. has increased dramatically in recent years, driving up 

the cost of health insurance and resulting in decreased coverage rates in the private 

insurance market. As funding for safety net programs like Medicaid take a bigger chunk 

out of government budgets, strategies to slow the growth in health spending are becoming 

increasingly relevant to policymakers. One potential way to control health spending may 

involve reducing the amount of care provided in hospital emergency departments (EDs).  

Care provided in a hospital’s ED costs substantially more than care provided in a 

doctor’s office, and up to 56% of ED visits are preventable according to one study 

(Weinick, Billings and Thorpe 2003). Reducing the number of ED visits might be 

achieved by encouraging more patients to have a usual source of care that is not a 

hospital ED. A usual source of care is typically conceived of as a particular doctor’s 

office, clinic, or other place that a person usually goes to if he is sick or needs advice 

about his health.  Having a usual source of care could reduce ED visits by: 1) reducing 

the need for ED care, by promoting better health through preventive care; and 2) 

prompting patients to seek care from their usual source of care instead of an ED.  

To examine whether having a usual source of care would reduce ED usage, this 

study examines whether people who have a non-ED usual source of care use the ED less, 

using the Household Component of the Medical Expenditure Panel Survey (MEPS) for a 

panel of respondents surveyed from 2002 to 2003. It is theorized that having a usual 

source of care will reduce the likelihood that a respondent reports having recently visited 
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a hospital’s ED, by catching health problems at earlier stages, by controlling existing 

conditions, and by causing patients to be aware of an alternate location to receive care.  

The handful of studies that have looked at the relationship between having a usual 

source of care and ED use have produced mixed findings. The only previous study that 

has used nationally representative data on the general adult population has found that 

having a usual source of care is associated with increased ED use, but it did not control 

for the health status of survey respondents (Fryer et al. 2003).  My study adds to the 

sparse and contradictory literature on the relationship between having a usual source of 

care and ED use by providing an analysis of nationally representative data on adult health 

care usage that controls for the influence of health status on ED use. 

 

LITERATURE REVIEW 

 

The studies that have examined the relationship between having a usual source of 

care and the likelihood of using a hospital’s ED have produced mixed findings: some find 

that having a usual source of care increases ED use, some find that it decreases ED use, 

and some find no effect. In contrast, studies consistently find numerous significant health 

benefits associated with having a usual source of care – including earlier diagnoses, fuller 

recoveries, and lower costs – which could be associated with reduced ED use. Because 

many of the studies looking at the relationship between having a usual source of care and 

use of emergency care focus on children or seniors in a small geographic area, or adults 

suffering from a particular chronic illness, one of this study’s main contributions will be 
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to provide analysis of nationally representative adult health care usage – something only 

one other study examining the relationship between having a usual source of care and ED 

usage has done.  

 

Having a Usual Source of Care and Use of Emergency Care  

Literature looking at the relationship between having a usual source of care and 

the amount of care sought in an ED is mixed, with two studies finding that having a usual 

source of care increases ED use, three studies finding that it decreases ED use, and two 

studies finding no effect on ED use.  

The only national study to look at the link between having a usual source of care 

and ED usage among the general adult population found that people who lacked a usual 

source of care sought a reduced level of care in general, including in emergency 

department settings (Fryer et al. 2003). Fryer and his colleagues used weighted survey 

data from the 1996 Medical Expenditure Panel Survey to estimate the number of persons 

per 1,000 population per month who sought medical care in each of five settings, 

including emergency departments. They found that people who lacked a usual source of 

care were less likely to receive care in each of the five settings, and were 27% less likely 

to receive care in an ED, after controlling for demographic and socioeconomic factors.  

Thus, they found that having a usual source is associated with greater use of ED care.  

Baker, Stevens and Brook have also found that having a usual source of care 

increases ED use (1996).  They use a cross-sectional survey of a single public hospital’s 
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ED patients to find that, among respondents with non-emergency medical problems, 

those who had a usual source of care were more likely to have reported two or more ED 

visits in the past 3 months. 

In contrast, several studies of specific demographic sub-groups and geographic 

regions have found the opposite relationship – that having a usual source of care 

decreases the likelihood of using an ED. A small-scale study of children’s health care 

usage in an Arizona border community found that children who had visited a private 

practice pediatric group during 1999 were 73% (if insured) to 93% (if uninsured) less 

likely to have received care in a hospital ED compared to children who had not visited a 

pediatrician. These researchers used multivariate logit regression models to analyze 1999 

data from Yuma County Community Health Data System (Johnson and Rimsza 2004). 

Similarly, a self-administered questionnaire given to the student bodies of two 

middle schools and two high schools in a rural area of a mid-Atlantic state in 2002 found 

that adolescents who lacked a consistent provider of preventive care reported using more 

emergency services than other adolescents in the three months preceding the survey, after 

controlling for socio-demographic factors (Ryan, Riley, Kang, and Starfield 2001). 

A study by Petersen, Burstin, O’Neil, and colleagues (1998) found that among 

adults seeking care in the EDs of five urban teaching hospitals in the northeast, those who 

reported not having a regular physician were 60% more likely to present for a non-urgent 

ED visit, regardless of their insurance status and after controlling for demographic 

factors, health status, and co-morbid diseases. The study looked at patients presenting 
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with chest pain, abdominal pain, or asthma – who made up 88% of eligible study 

participants – during a one-month period in 1993. 

Finally, other studies have found no relationship between having a usual source of 

care and ED use. A study of children’s health care that used 1996 MEPS data and a 

similar outcome measure as Fryer and colleagues (the number of children per 1,000 

population who received care in each of five settings in a given month) found that lacking 

a usual source of care had no effect on ED usage (Dovey et al. 2003). The study found 

that in non-ED settings, health care usage levels were lower among children who lacked a 

usual source of care (Dovey et al. 2003).   

A recent study of adults with diabetes also found that having a usual source of 

care had no effect on the number of ED visits (LeMaster, Kruse, Lin, et al. 2006). Having 

a usual source of care also had no effect on inpatient admissions, nights in the hospital, or 

expenses, after controlling for demographic and socioeconomic variables. LeMaster and 

colleagues performed multivariate logistic regressions and linear regressions using log-

transformed health care expense data using national MEPS data from 1999 to 2000. 

 

Having a Usual Source of Care and Health Benefits 

The large body of literature studying the broader effects of having a usual source 

of care are much more consistent, finding it to be associated with receiving better quality 

of care, better patient compliance and satisfaction with care, better health outcomes, and 

lower costs.  
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Having a usual source of care is associated with an increased likelihood of: 

receiving needed medical services and appropriate care; receiving preventive care, 

including immunizations and cancer screenings, and receiving it early; and being 

diagnosed early when ill (Hayward et al. 1981; Lambrew et al. 1996; DeVoe et al. 2003; 

Lieu et al. 1994; Zapka 1991; Zapka et al. 1992; Mor et al. 1992; Fajardo et al. 

1992;Rakowski et al. 1993; Yi 1994; Austin et al. 1993; Barrett et al. 1995; Ettner 1996; 

Moy et al1995; Mor and Rice 1993; Dombkowski et al. 2004).  

In addition, people who have a usual source of care are: more likely to comply 

with treatments recommended by their doctors; less likely to leave a hospital against the 

advice of their treating physician; less likely to be readmitted; more likely to experience 

fuller recoveries; and more likely to report being satisfied with their health outcome 

(Cornelius 1991; Jeremiah et al. 1995; Billings and Teicholz 1990; Haas et al. 1994). 

Studies have found that having a usual source of care is also associated with: 

better health outcomes; being healthier at the time of presenting to the ED; reduced 

disparities; better access to care; and reduced costs (Baker, Stevens, and Brook 1994; De 

Maeseneer et al. 2003; Starfield and Shi 2004; Andersen and Aday 1978).  

 

CONCEPTUAL FRAMEWORK AND HYPOTHESES 

 

Several factors can influence a person’s decision to seek medical care at a 

hospital’s ED. If a patient is experiencing a medical emergency – due to ill health or an 

accident – then obviously the ED is a logical place to go for treatment. A patient may also 
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seek ED care if other care providers are closed (as is often the case during evenings and 

weekends), if the patient is not aware of other care providers (because they are new to an 

area or have not needed medical care before), or if the patient is unable to get an 

appointment quickly enough. Some patients may choose to go to an ED for financial 

reasons, since hospitals are required by law to examine patients presenting in their ED 

regardless of ability to pay, while doctor’s offices can require payment for services. 

Finally, a person may also seek care in an ED because they have a tendency to worry 

about their health and to perceive medical conditions as having exaggerated urgency, 

prompting them to seek emergency medical care when it is not needed.  

Having a usual source of care has the potential to influence some of these factors, 

for example by promoting better health and thereby reducing incidences of medical 

emergencies due to ill health. Persons with a non-ED usual source of care are also, by 

definition, aware of care providers other than hospital EDs. But it is also possible that 

people who have a usual source of care will be more predisposed to using medical care – 

either because they are sicker than the average person, or because they have higher 

preferences for seeking medical care than other people – and therefore it could be that 

having a usual source of care could be associated with a greater likelihood of visiting the 

ED. 

In my model, I examine whether having a usual source of care is associated with a 

decrease in the likelihood of using the ED, after controlling for health status and various 

socio-economic characteristics. I hypothesize that people who have a usual source of care 
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will be less likely to use the ED because they will be more likely to receive appropriate 

preventive care and disease management. This, in turn, could: 1) increase the likelihood 

that existing health conditions are being treated and controlled; and 2) increase the 

likelihood that new conditions are diagnosed, and that treatment is prescribed and 

received – which could in turn increase the likelihood of being in good health and not 

needing urgent medical care. Having a usual source of care could also increase the 

likelihood that a patient will choose to return to the care provider with whom they are 

already familiar when medical care is needed, rather than seeking care in an ED.  

An alternate hypothesis is that people with a usual source of care will be more 

likely to use the ED than those who lack a usual source of care even after controlling for 

health status and other characteristics. It could be that a person’s decision to seek care in 

an ED is motivated by their propensity to worry about their health and seek medical care 

in general. People with a high propensity to seek medical care may seek treatment from 

both their usual source of care and a hospital’s ED. 

The effect of health insurance on ED use is not necessarily an obvious one. On the 

one hand, having health insurance could increase the likelihood of using the ED, since 

patients with coverage face lower marginal costs of consuming health care in general and 

therefore tend to use more of it than uninsured patients (Viera et al. 2006; AHRQ 1997; 

Cunningham and Ha 1997; Ross et al. 2006; DeVoe, Fryer, Phillips and Green 2003; 

Fryer et al. 2003; Baker, Stevens, and Brook 1996). On the other hand, insured patients 
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might be less likely to need ED care, since they tend to be in better health and tend to be 

diagnosed earlier than uninsured patients (Hadley 2003). 

Other factors that could also affect the propensity to use the ED include: health 

status; race and Hispanic ethnicity; sex; age; marital status; education; income; 

urbanicity; region of the country; whether someone is already receiving preventive care; 

number of prescription drugs a person is taking; whether someone is receiving outpatient 

care; smoking status; and anti-health insurance attitude.  

Although the purpose of my regression model is to isolate the effect of having a 

usual source of care on ED use, there is the potential for multi-collinearity and omitted 

variable bias. First, if there is a strong relationship between having a usual source of care 

and having health insurance, then it may be difficult to determine to what extent 

someone’s ED usage is caused by having a usual source of care and to what extent it is 

caused by having health insurance. Luckily, the relationship between having health 

insurance and having a usual source of care is not strong enough for multi-collinearity to 

be a concern in this study; according to a preliminary analysis I conducted to investigate 

this relationship, 69% of people with private health insurance have an office-based usual 

source of care, and 39% of uninsured people have a usual source of care. 

Second, there is the possibility that the variables I include in my model to control 

for a person’s health may not sufficiently capture the full effect of health status. Because 

health status can affect both the likelihood of having a usual source of care and the 

likelihood of using the ED, if health status is not adequately controlled for in my model, 
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there is the possibility that omitted variables bias will cause a spurious positive 

relationship between having a usual source of care and ED usage. In such a case, health 

status might be independently causing someone to have a usual source of care and also 

causing them to use the ED, and there may in fact be no relationship between having a 

usual source of care and ED use. Since this type of omitted variable predicts a positive 

relationship between having a usual source of care and ED use, and my hypothesis is that 

there will be a negative relationship, my model will provide an especially conservative 

test of my hypothesis.  

 

DATA AND METHODS 

 

Data 

This study analyzes data from the Medical Expenditure Panel Survey (MEPS), a 

nationally representative survey of the U.S. non-institutionalized population, their 

employers, and their health care providers. The Household Component of the survey is 

administered in respondents’ homes by an interviewer using a laptop computer loaded 

with computer-assisted personal interviewing software, and allows questions to be 

automatically skipped based on previous answers. Medical providers that are identified 

by survey respondents are contacted by MEPS surveyors, and the answers they provide in 

the Medical Provider Component of the survey are used to supplement or replace 

respondent answers from the Household Component of the survey. MEPS is co-

sponsored by the Agency for Healthcare Research and Quality (AHRQ) within the U.S. 
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Department of Health and Human Services, and the National Center for Health Statistics 

(NCHS) within the Centers for Disease Control and Prevention.  

MEPS respondents are selected from a nationally representative sub-sample of 

respondents to the previous year’s National Health Interview Survey, which over-samples 

Hispanic and black respondents and is administered by NCHS. MEPS respondents 

answer questions on behalf of themselves and each member of their household. MEPS 

has an overlapping panel design that surveys two overlapping groups or “panels” of 

respondents per year. Each panel is interviewed five times over roughly two years, with a 

new panel beginning each year. This study analyzes data from the group of respondents 

surveyed from 2002 to 2003, known as Panel 7, since this is the most recent panel with 

complete data available. The response rate among people selected for Panel 7 interviews 

in 2002 (Year 1) was 65.6%, and 62.9% in 2003 (Year 2). These response rates are low 

compared to the response rate for the National Health Interview Survey, which was 90% 

in 2002, and constitutes a limitation of using MEPS data (Stussman, Taylor, and Riddick 

2003). 

An additional limitation of this study is the fact that MEPS does not follow 

respondents for a long period of time. If MEPS tracked people’s health care usage over 

their entire lifetime, or several decades, I could potentially discern effects associated with 

lacking a usual source of care that may take several years to manifest themselves. I 

therefore expect that my results, which are based on only two years of data, will 

underestimate the effects on ED use of lacking a usual source of care.  
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A third limitation of using the MEPS Household Component is that most of the 

responses to the survey are self-reported, which is likely to be less accurate than data 

collected directly from medical providers.  

 

 

Analysis Plan 

 

This study looks at civilian adult MEPS respondents aged 18 and over. This age 

restriction reduces my sample size from 15,727 to 10,486 respondents.1  

Because my dependent variable, whether a person used a hospital’s ED at least 

once over the two-year survey period, is a binary variable taking on a value of either Yes 

or No, I use a logistic model to regress this variable on my main independent variables: 

having an office-based usual source of care, having a non-ED hospital-based usual source 

of care, and other explanatory factors. Because a regular linear probability model can 

produce probabilities that fall outside the range of 0 to 1, I use a logit model to ensure 

probabilities that stay within the 0 to 1 range and can therefore be logically interpreted.  

The regression model has the form: 

ln (odds of using the ED) = α + βusual source of care + βhealth insurance + βsex + βage + βrace  

 + βHispanic + βmarital status + βrace + βeducational attainment + βincome + βMSA  

+ βregion of country + βreported health status + β# chronic conditions + βrace  + βhealth limitations  

 + βyears since last checkup + β# outpatient visits + β# medicines + βsmoking status  

+ βanti-health insurance attitude + error term 

 

                                                                                                                                                                                                                                                                                                             

1 Even though MEPS is designed to survey only civilians, five respondents currently on full-time active 
military duty ended up in Panel 7. I exclude these five people, since they may be at an increased likelihood 
of injury and will be receiving health care in a provider setting not typical of that used by most Americans. 
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Because MEPS is not a random sample of the U.S. population, but instead has a 

complex survey design, I used Stata code designed for the analysis of complex surveys to 

conduct the regression analysis. This ensures the correct estimation of standard errors and 

tests of statistical significance. 

To create a variable measuring the probability of having visited an ED, I use two 

MEPS-created summary variables for the total number of ED visits during 2002 and 

2003, respectively, which are based on detailed questions about all of a respondent’s 

medical visits during the survey period. I sum the values for these two variables to 

determine the total number of ED visits a respondent had during the survey period. If the 

respondent had one or more visits during the survey period, my dependent variable 

measuring ED use takes on a value of 1; if the respondent had 0 visits, then this variable 

takes on a value of 0.  

My main independent variables, which express whether a respondent has an 

office-based usual source of care or whether a respondent has a non-ED hospital-based 

usual source of care, are created based on respondent answers to the survey question: “Is 

there a particular doctor’s office, clinic, health center, or other place that you usually go if 

you are sick or need advice about your health?” and based on whether the respondent 

reports the location of their usual source of care as being an office, a non-ED hospital 

location, or a hospital ED. This information is collected in the fourth round of the survey, 

in the second year of the survey period (2003). If a respondent does not have a usual 

source of care or reports that their usual source of care is an ED, then that respondent is 
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assigned as having no usual source of care. My hypothesis is that people who report 

having one of the two types of usual sources of care will be less likely to have visited an 

ED during the two-year survey period compared to people with no usual source of care.  

• Health insurance status is based on respondents’ coverage status in the first 

month of the survey period (January 2002), and takes on the following values: Private 

insurance (including employer-sponsored private group insurance, private non-group 

coverage, other private group insurance, or the military’s TRICARE health insurance); 

Medicaid (including people covered by any other type of insurance, except Medicare); 

Dual eligible (people covered by Medicare and Medicaid, including those with any 

additional form of coverage); Medicare (including people covered by any additional 

coverage, other than Medicaid); Uninsured; and Inapplicable.  

Health insurance is included in the model since patients with coverage face lower 

marginal costs of using care and tend to use more medical care than uninsured patients 

(Viera et al. 2006; AHRQ 1997; Cunningham and Ha 1997; Ross et al. 2006; DeVoe, 

Fryer, Phillips and Green 2003; Fryer et al. 2003; Baker, Stevens, and Brook 1996). 

Uninsured patients tend to be more severely ill when they are diagnosed (Hadley 2003). 

And people on Medicaid are more likely to present at the ED with ambulatory care-

sensitive conditions, which with proper primary medical care could have been treated in 

an outpatient setting (Weinick, Billings and Thorpe 2003).  
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Additional variables included in my model control for socio-economic 

characteristics, health status, and other traits, and are based on answers provided in the 

first of the five rounds of the MEPS survey. My control variables are as follows: 

• Sex is included in my model since studies have found that women use more 

medical care than men, and women are more likely to have a usual source of care 

(Mustard et al. 1998; Fryer et al. 2003; Viera et al. 2006; DeVoe et al. 2003; Pancholi 

2002). 

• Age is broken down into age ranges: 18-24; 25-44; 45-64; 65 and up. As age 

increases, I expect respondents to have more health conditions, and therefore to be more 

likely to use the ED, even after controlling for usual source of care, health insurance 

status, and other variables. 

• Race takes on values of white, black, Asian, and other. It is included in my model 

since studies have found variations in health care use among different races, with black 

and Asian patients seeking less care in outpatient settings, controlling for other factors, 

and black patients having higher rates of hospitalization for ambulatory care-sensitive 

conditions than white patients, after controlling for disease prevalence and other factors 

(Felix-Aaron et al. 2005; Fryer et al. 2003; Laditka et al. 2003). White people are more 

likely to have a usual source of care (DeVoe et al. 2003). 

• Hispanic ethnicity is included in my model since studies have found that 

Hispanics use less health care in all settings except for EDs, where their usage rates are 

comparable to other races. Also, Hispanics are less likely to have a usual source of care, 
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and they have higher rates of ambulatory care-sensitive visits (Zuvekas and Weinick 

1999; Fryer et al. 2003; Laditka et al. 2003; Pancholi 2002; Viera et al. 2006). 

• Marital status takes on values of Married or Not married (which includes Never 

married, Divorced, and Widowed). It is included in my model since studies have found 

that married people are healthier and have lower mortality rates than unmarried people, 

especially among men. Being healthier should cause married people to be less in need of 

emergency care (Umberson 1992; Waite and Gallagher, 2000).   

• Education is defined as the highest degree a respondent has earned, and takes on 

values of: No degree; G.E.D.; High school diploma; Other degree; Bachelor’s degree or 

higher; and Not available. It is included in my model since studies have found that high 

school graduates are more likely to have a usual source of care, and higher educational 

attainment is linked to greater use of doctors’ offices and reduced use of ED care, after 

controlling for income and demographic characteristics (DeVoe et al. 2003; Fryer et al. 

2003). 

• Income is reported as a respondent’s family income as a percentage of the federal 

poverty level. Family income is derived by MEPS based on a series of detailed questions 

about earnings from wages, investment income, private cash transfers from alimony or 

child support, pensions, public cash assistance and other sources. Family income is 

subjected to internal editing patterns and derivation methods by MEPS. Income is 

included in the model because studies have found a relationship between income and use 

of urgent hospital care, with poor patients more likely to seek care in EDs and less likely 
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to be seen in doctors’ offices, after controlling for other factors (Stingone and Claudio 

2006; Fryer et al. 2003). 

• MSA status indicates whether a respondent lives in a metropolitan statistical area 

(MSA) or not. This measure of urbanicity is included in my model since one study found 

that children’s health care usage varied by the urbanicity of the county (Chevarley et al. 

2006). I include this variable in my model in case this is also true of adults.  

• Region of the country takes on values for each of the four geographic areas of 

the U.S.: the Northeast; the Midwest; the South; and the West. It is included since studies 

have found that preventable hospitalizations are higher in the South and lower in the 

West, on average (Kruzikas et al. 2004). It is possible that this will be true of rates of ED 

usage as well. 

Additional variables related to health status and health care utilization are also 

included in my model: 

• Reported health status takes on the values: Excellent; Very good; Good; Fair; 

and Poor. Controlling for the health of respondents is important since individuals in poor 

health should be more likely to seek medical care – both from a usual source of care and 

an ED. By using several variables to control for health, I should be able to look at the 

effect of having a usual source of care on ED usage among sick people and among 

healthy people, respectively.  

• Number of chronic conditions is created by amalgamating answers to seven 

questions that ask whether a respondent has ever been diagnosed with a specific health 
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condition. The conditions that respondents are asked about are: Diabetes; Asthma; High 

blood pressure; Heart disease; Emphysema; Joint pain; and Arthritis. In creating my 

variable measuring the number of chronic conditions a respondent has, each respondent 

begins with a score of 0, and 1 point is added to this score for each condition that a 

respondent is diagnosed as having. A respondent’s number of chronic conditions is 

reported as: 0; 1; 2; or 3 or more.  

• Any health limitations summarizes whether a person experienced any of the 

following types of limitations in rounds 1, 2 or 3 of the 2002 survey: limitations 

performing Activities of Daily Living (ADL) (personal care such as bathing, dressing, or 

getting around the house); limitations in performing Instrumental Activities of Daily 

Living (IADL) (using the telephone, paying bills, taking medications, preparing light 

meals, doing laundry, or going shopping); activity limitations (work, housework, or 

school); functional limitations (difficulty walking, climbing stairs, grasping objects, 

reaching overhead, lifting, bending or stooping, or standing for long periods of time); or 

sensory impairments (visual or hearing). This summary variable for whether a person has 

any health limitations takes on a value of Yes or No. 

• Years since last checkup takes on the values: Within the past year; Within the 

past 2 years; Within the past 3 years; Within the past 5 years; Over 5 years ago; Never 

had a checkup; or Not available. This variable acts as a rough measure of whether a 

respondent receives preventive care. Preventive care should promote better health and 

reduce the need for ED care, by preventing health problems in healthy people and 
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controlling conditions among people in poor health. However, a recent checkup could 

also indicate that a respondent is already in poor health and has a higher likelihood of 

needing ED care.  

• Outpatient visits measures the number of reported visits to a hospital outpatient 

department during the two-year survey period. The total number of visits in 2002 and 

2003 are calculated by MEPS and summed, and takes on ranges of: 0; 1-2; 3-6; 7 or 

more. 

• Prescribed medications measures the number of prescribed medications 

(including refills) purchased or acquired during the two-year survey period. The total 

numbers of prescribed medicines in 2002 and 2003 are calculated by MEPS and summed,  

and take on ranges of: 0; 1-2; 3-6; 7-17; 18 or more.  

• Smoking status takes on values of Yes or No. Smoking status is included in the 

model because smoking is associated with having an elevated risk of heart disease, which 

can manifest itself in the form of sudden heart attacks requiring emergency medical care 

in an ED. Also, smoking might indicate that a respondent has a high “time preference,” 

which to an economist means that someone values the present more than the future. Since 

smoking provides pleasurable feelings in the body in the present but can cause illness in 

the future, someone with a high “time preference” might also be less inclined to go to the 

trouble of seeking preventive care in the present, and so may be more likely to lack a 

usual source of care now and end up using ED care in the future due to a lack of 

appropriate preventive care. 
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• Anti-health insurance attitude takes on a value of Yes or No, and is based on 

information gathered from a supplemental self-administered paper questionnaire 

answered by some MEPS respondents. This variable is assigned a value of Yes if a 

respondent reported that they “somewhat agree” or “strongly agree” with the statement 

“I’m healthy enough that I really don’t need health insurance” or “Health insurance is not 

worth the money it costs.” Respondents were otherwise considered to not have an anti-

health insurance attitude. I expect that people who do not think they need health 

insurance or do not think it is worth the cost will be less inclined to seek any type of 

medical care or have a usual source of care. 

 

RESULTS 

 

Descriptive Statistics 

 Table 1 presents basic descriptive statistics. Applying person-level weights to the 

study sample results in a total weighted population of 209 million civilian adults aged 18 

and over. Fifty-two percent of the population is female, and 84% of the study population 

is a non-elderly adult between the age of 18 and 64. A little over half are married. Half 

have a high school diploma or got their G.E.D., an additional one in four has a college 

degree, and one in six did not graduate from high school. A quarter of the population has 

a family income below 200% of the federal poverty level (FPL) (the equivalent of 

$34,340 for a family of three in 2007), but another 41% of people have family incomes at 
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or above 400% of the FPL ($68,680 for a family of three in 2007). Four out of five 

people live in an urban area (a metropolitan statistical area). 

 Overall, one in four (24%) people report having visited an ED during the two-year 

survey period. Nearly two-thirds (64%) of people have an office-based usual source of 

care, 13% have a usual source of care that is not an ED but is hospital-based, and 22% do 

not have a usual source of care or report that their usual source of care is an ED.  

 Sixty percent of adults have private health insurance (with no other public 

coverage, such as Medicare), while 4.5% are covered through Medicaid, 15% through 

Medicare, and 2% through both Medicare and Medicaid as “dual eligibles.” An additional 

18% of people were uninsured.  

 People report themselves as being generally healthy, with 86% of people 

reporting being in good, very good, or excellent health; 72% saying they have no health 

limitations; 45% of people reporting no chronic conditions; and 76% not smoking. Three-

quarters of people have had a checkup in the past year or two. Two-thirds of people 

report not receiving any hospital-based outpatient care in 2002 and 2003. Four out of five 

people report having taken prescription medication during the two-year survey period, 

however 69% report acquiring less than 24 prescribed medicines (including refills) 

during the two year survey period. Most people (70%) have positive attitudes towards 

health insurance. 
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Table 1.  Characteristics of Study Population 

   Unweighted            Weighted 

Characteristic Number Percent Number  
(in millions) 

Percent 

     
Total study population     

Adults aged 18 and up 10,486 100.0% 209.0 100.0% 
     
Ever used the ED in the past 2 years     
Yes 2,627 25.0% 50.3 24.1% 
No 7,859 75.0% 158.7 75.9% 
     
Usual source of care     
Office-based usual source of care 6,205 59.2% 134.2 64.2% 
Non-ED hospital-based usual source of care 1,479 14.1% 26.9 12.8% 
No usual source of care  2,644 25.2% 45.1 21.6% 
Not availablea 158 1.5% 2.8 1.4% 
     
Health insurance status     
Private Insuranceb 5,341 50.9% 125.5 60% 
Medicaidc 821 7.8% 9.3 4.5% 
Dual Eligibled 334 3.2% 4.0 1.9% 
Medicaree 1,389 13.3% 30.6 14.7% 
Uninsured 2,516 23.4% 38.1 18.2% 
Inapplicable 85 0.8% 1.6 0.8% 
     
Sex     
Male 4,704 44.9% 100.6 48.1% 
Female 5,782 55.1% 108.4 51.9% 
     
Age range     
18 to 24 1,338 12.8% 26.8 12.8% 
25 to 44 4,349 41.5% 84.0 40.2% 
45 to 64 3,253 31.0% 65.6 31.4% 
65 and over 1,546 14.7% 32.5 15.6% 
     
Race     
White 8,262 78.8% 173.2 82.9% 
Black 1,523 14.5% 23.3 11.2% 
Asian 460 4.4% 8.3 4.0% 
Otherf 241 2.3% 4.2 2.0% 
     

   (continued…) 
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Table 1. (continued) 

 
   Unweighted            Weighted 

Characteristic Number Percent Number  
(in millions) 

Percent 

     
Hispanic ethnicity     
Hispanic 2,474 23.6% 25.4 12.1% 
Not Hispanic 8,012 76.4% 183.6 87.9% 
     
Marital status     
Married 5756 54.9% 115.1 55.1% 
Not married 4728 45.1% 93.8 44.9% 
Not availableg 2 0.0% 29.3 0.0% 

     

Highest educational attainment     
No degree  2,746 26.2% 35.4 16.9% 
G.E.D. 517 4.9% 9.2 4.4% 
H.S. diploma 4,551 43.4% 96.8 46.3% 
Other degree  681 6.5% 16.3 7.8% 
Bachelor’s degree or higher 1,946 18.6% 50.2 24.0% 
Not availableg 45 0.4% 1.0 0.5% 
     
Income as % of Federal Poverty Level     
Less than 100% 1,776 16.9% 21.2 10.1% 
100-199% 2,265 21.6% 34.4 16.5% 
200-399% 3,174 30.3% 67.4 32.5% 
400% or more 3,271 31.2% 86.0 41.2% 
     
M.S.A. status     
M.S.A. 8,226 78.5% 171.6 82.1% 
Non-M.S.A. 2,260 21.6% 37.4 17.9% 
     
Region of the country     

Midwest 2,081 19.9% 47.8 22.9% 
Northeast 1,584 15.1% 40.3 19.3% 
South 4,060 38.7% 73.7 35.3% 
West 2,761 26.3% 47.3 22.6% 
     
   (continued…) 
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Table 1. (continued) 
 

   Unweighted            Weighted 

Characteristic Number Percent Number 
(in millions) 

Percent 

     
Reported health status     
Excellent 2,584 24.6% 58.1 27.8% 
Very good 3,135 29.9% 67.7 32.4% 
Good 2,903 27.7% 54.1 25.9% 
Fair 1,328 12.7% 20.8 10.0% 
Poor 529 5.0% 8.1 3.9% 
Not availableg 7 0.0% 0.1 0.1% 
     
Number of chronic conditions     
0  4,815 45.9% 93.1 44.6% 
1 2,470 23.6% 52.4 25.1% 
2 1,509 14.4% 31.4 15.0% 
3 or more 1,692 16.1% 32.1 15.3% 
     
Any health limitations

h
     

Yes 3,054 29.1% 58.5 28.0% 
No 7,373 70.3% 149.6 71.6% 
Not availablei 59 0.6% 0.9 0.4% 
     
Years since last checkup     
Within past year 6,019 57.4% 122.0 58.4% 
Within past 2 years 1,489 14.2% 30.3 14.5% 
Within past 5 years 990 9.4% 19.9 9.5% 
Over 5 years ago 916 8.7% 19.7 9.4% 
Never had a checkup 821 7.8% 12.5 6.0% 
Not availableg 251 2.4% 4.6 2.2% 
     
Number of outpatient visits  

during 2-year survey period 

    

0 7,338 70.0% 58.1 66.3% 
1 to 2 1,967 18.8% 18.2 20.9% 
3 or more 1181 11.3% 11.2 12.8% 
     

(continued…) 
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Table 1. (continued) 
 

   Unweighted            Weighted 

Characteristic Number Percent Number 
(in millions) 

Percent 

 

Number of prescribed medicines 

during 2-year survey period  

    

0 2,444 23.3% 43.1 20.6% 
1 to 5 2,534 24.2% 50.4 24.1% 
6 to 23 2,361 22.5% 51.0 24.4% 
24 to 48 1,399 13.3% 30.4 14.6% 
49 or more 1,748 16.7% 34.0 16.3% 
     
Currently smoke     
Yes 2,232 21.3% 19.2 22.0% 
No 7,476 71.3% 66.6 76.2% 
Not availablej 778 7.4% 1.7 1.9% 
     
Anti-health insurance attitude

k
     

Yes 2,752 27.8% 24.1 27.5% 
No 6,844 69.0% 61.2 70.0% 
Not availableg  322 3.3% 2.2 2.5% 
     

 

Source: Author’s analysis of data from Panel 7 of the 2002 and 2003 Medical Expenditure Panel Survey 
for respondents aged 18 and over who are not institutionalized and not on active military duty.  
a “Not available” includes responses to the question of whether a person had a usual source of care provider 
as follows: “Not ascertained,” “Don’t know,” “Refused,” and “Inapplicable,” and also includes responses to 
the question of the type of location of their provider as follows: “Not ascertained,” “Don’t know,” 
“Refused,” and “Inapplicable.” 
b “Private Insurance” includes people receiving either employer-sponsored private group health insurance, 
private non-group insurance, other private group insurance, or TRICARE, who are not also covered by any 
public insurance. 
c “Medicaid” includes people receiving Medicaid alone, Medicaid plus additional private coverage, but not 
Medicaid plus Medicare. 
d “Dual Eligible” is people receiving Medicare and Medicaid, or Medicare and Medicaid plus additional 
coverage. 
e “Medicare” is applied to people receiving Medicare alone or Medicare plus additional private coverage, 
but does not include people also receiving Medicaid. 
f “Other” includes: American Indian, Alaska Native, Native Hawaiian, Pacific Islander, and Multiple 
Races. 
g “Not available” includes: “Not ascertained,” “Don’t know,” “Refused,” and “Inapplicable.”  
h “Any health limitations” includes limitations performing Activities of Daily Living (personal care such as 
bathing, dressing, or getting around the house); limitations in performing Instrumental Activities of Daily 
Living (using the telephone, paying bills, taking medications, preparing light meals, doing laundry, or 
going shopping); activity limitations (work, housework, or school); functional limitations (difficulty 
walking, climbing stairs, grasping objects, reaching overhead, lifting, bending or stooping, or standing for 
long periods of time); or sensory impairments (visual or hearing). 
i “Not available” includes: “Not ascertained” and “Inapplicable.” 
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j “Not available” includes: “Not ascertained,” “Refused,” and “Inapplicable.” 

k Anti-health insurance attitude is measured by whether a respondent agreed (strongly or somewhat) with 
the statement that they did not need health insurance OR that health insurance was not worth the cost. A 
small percentage of people (5.4%, or 5.6% when weighted) agreed with both statements. Questions were 
asked as part of a self-administered questionnaire that was answered by 9,918 respondents. The 568 
respondents who did not complete a self-administered questionnaire are not shown here. 
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 Table 2 presents percentages of people who used an ED during the two-year 

survey period by a few key characteristics (without controlling for other characteristics). 

ED use is greatest among people with a non-ED hospital-based usual source of care, who 

are dual eligibles, in poor health, with three or more chronic conditions, and who have 

had a checkup in the past year.  

ED use was roughly similar for people with a non-ED hospital-based usual source 

of care (27%) and those with an office-based usual source or care (25%), which were 

both slightly higher than ED use among people with no usual source of care (20%). In 

terms of health insurance status, dual eligibles were most likely to use the ED (48%), 

followed by people on Medicaid (39%), Medicare (33%), no insurance (24%), and 

private insurance (20%).  

The healthier people reported themselves as being, the less likely they were to use 

the ED during the survey period, with half of the people in “poor” health using the ED 

but only 17% of people in “excellent” health using the ED. Similarly, the more chronic 

conditions a person had, the more likely they were to use the ED, with 39% of people 

with three or more conditions using the ED but only 17% of people with no conditions 

using the ED. People who had a checkup in the last year (27%) and people who had never 

had a checkup (24%) were each more likely to use the ED than people who get infrequent 

checkups (20%). 
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Table 2.  Percentage of People Who Used the Emergency Department During the 

Two-Year Survey Period, by Key Characteristics 

 
Characteristic Used Emergency 

Department 

  

Total study population   
Adults aged 18 and up 24.1% 
  
Usual source of care  

Office-based usual source of care 24.5% 
Non-ED hospital-based usual source of care 26.8% 
No usual source of care  19.8% 
  
Health Insurance Status  

Private Insurance  20.0% 
Medicaid 38.5% 
Dual Eligible 47.5% 
Medicare  33.4% 
Uninsured 23.7% 
  

Income as % of Federal Poverty Level  

Less than 100% 36.6% 
100-199% 32.8% 
200-399% 23.1% 
400% or more 18.2% 
  

Reported health status  

Excellent 16.5% 
Very good 21.5% 
Good 26.5% 
Fair 36.7% 
Poor 51.7% 
  

Number of chronic conditions  

0 16.9% 
1 25.3% 
2 27.9% 
3 or more 39.2% 
  

(continued…) 
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Table 2.  (continued) 

 
Characteristic Used Emergency 

Department 

  

Time since last checkup  

Past year 26.8% 
Past 2 years 19.7% 
Past 3 years 19.4% 
Past 5 years 18.0% 
Over 5 years ago 20.1% 
Never had a checkup 24.0% 
  

 
Source: Author’s analysis of data from Panel 7 of the 2002 and 2003 Medical Expenditure Panel Survey 
for respondents aged 18 and over who are not institutionalized and not on active military duty, applying 
person-level weights provided by MEPS to sample in order to produce estimates for U.S. population. 
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Regression Results  

 Table 3 presents the results of my logistic regression.  The “odds” of using the ED 

during the two-year survey period is defined as p/(1-p), where p is the probability of 

using the ED and (1-p) is the probability of not using the ED. For a specified 

characteristic, the “odds ratio” indicates the ratio of the odds of ED use for people with 

that characteristic to the odds of ED use for people in the reference group (controlling for 

the other characteristics in the model). An odds ratio greater than 1.0 indicates that 

someone with a given characteristic has greater odds of using the ED (that is, is more 

likely to use the ED) than someone in the reference group; an odds ratio below 1.0 

indicates a lower likehihood of using the ED for someone with that characteristic, 

compared with the reference group.  

My logistic regression results indicate that people who lack a usual source of care 

are significantly more likely to report using the ED during the two-year survey period 

compared to people who have an office-based usual source of care, after controlling for 

the other variables in the model. Specifically, the odds of using the ED are 17% greater 

for someone who lacks a usual source of care compared to someone who has an office-

based usual source of care. This difference is statistically significant at the 90% 

confidence level. There is not a statistically significant difference in ED use between 

people who reported having a non-ED hospital-based usual source of care and people 

who reported having an office-based usual source of care. 
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The other characteristics in my model that independently increase the odds of 

using an ED are: poor health status (i.e., reporting being in “fair” or “poor” health, having 

chronic conditions (especially three or more), having health limitations, taking large 

amounts of prescription medications, and receiving outpatient hospital care during the 

survey period); being between the ages of 18 and 24 (compared to being in older age 

ranges); being black (compared to being white); being unmarried; having only a G.E.D. 

(compared to any other educational attainment); having a low income; and being a 

smoker.  

Not surprisingly, a person’s reported health status is a strong predictor of ED use 

among people reporting being in poor or fair health. People in poor health have 72% 

greater odds of using the ED, and people in fair health have 27% greater odds, compared 

to a person reporting being in excellent health. The number of chronic conditions that a 

person reports having is highly statistically significantly related to ED use, and people 

who report having health limitations also have greater odds of using the ED. The higher 

the number of outpatient visits and prescribed medications a respondent reports as 

having, the higher their odds of using the ED. Smokers have a 35% higher odds of using 

the ED, controlling for health and other factors.  

Age has a substantial effect on ED use. Young adults aged 18 to 24 have the 

greatest odds of using the ED, after controlling for the other factors in my model. 

Compared to young adults aged 18 to 24, slightly older adults aged 25 to 44 have 27% 
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lower odds of using the ED, seniors have 48% lower odds, and middle-aged adults aged 

45 to 64 have 55% lower odds of using the ED. 

Black respondents have 20% greater odds of using the ED compared to white 

respondents, after controlling for all other variables in my model. Unmarried people have 

17% greater odds of using the ED compared to married people, and respondents with 

only a G.E.D. had 47% increased odds of using the ED compared to people with a 

bachelor’s degree.  

As one might expect, ED use is strongly related to income at all levels, with 

people having lesser odds of using the ED as their income increases. For example, 

someone living in a household below the poverty line ($17,170 for a family of three in 

2007) has 82% greater odds of using the ED compared to someone living in a household 

making 400% of the federal poverty level (FPL) ($68,680 for a family of three), after 

controlling for health and all other factors.  

 Surprisingly, the type and presence of health insurance is not a statistically 

significant predictor of a person’s odds of using an emergency department once having a 

usual source of care, health status, income and other factors are controlled for. Other 

characteristics that, perhaps surprisingly, do not affect the odds of using the ED are the 

frequency with which a person gets regular medical checkups, their attitude toward health 

insurance, their gender, and the geographic region in which they live. 
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Table 3.  Logistic Regression Results Predicting Use of Emergency Department 

During Two-Year Survey Period 

 
 

 

Variable 

 

 

Coefficient 

  

Odds 

Ratio 

95% 

Confidence 

Interval 

 

 

P-value 

      
Usual source of care      
Office-based usual source of care --  -- -- -- 
Non-ED hospital-based usual source of care 0.054  1.055 0.912 - 1.220 0.469 
No usual source of care  0.161 * 1.174 0.989 - 1.395 0.067 
      
Health insurance status      
Private Insurance --  -- -- -- 
Medicaid 0.097  1.102 0.862 - 1.409 0.438 
Dual Eligible 0.095  1.100 0.728 - 1.663 0.650 
Medicare -0.043  0.958 0.688 - 1.334 0.799 
Uninsured 0.123  1.131 0.933 - 1.371 0.208 
      
Sex      
Female --  -- -- -- 
Male 0.156  1.169 1.036 - 1.319 0.012 
      
Age       
18 to 24 --  -- -- -- 
25 to 44 -0.312 *** 0.732 0.594 - 0.902 0.004 
45 to 64 -0.804 *** 0.448 0.359 - 0.558 0.000 
65 and over -0.660 *** 0.517 0.355 - 0.752 0.001 
      
Race      
White  --  -- -- -- 
Black 0.185 ** 1.203 1.005 - 1.440 0.044 
Asian -0.254  0.775 0.522 - 1.153 0.208 
Other 0.164  1.178 0.847 - 1.638 0.329 
      
Hispanic ethnicity      
Not Hispanic  --  -- -- -- 
Hispanic -0.002  0.998 0.837 - 1.191 0.984 
      
Marital status      
Not married  --  -- -- -- 
Married -0.190 *** 0.827 0.726 - 0.941 0.004 

 
(continued…) 
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Table 3. (continued) 

 

 

Variable 

 

 

Coefficient 

  

Odds 

Ratio 

95% 

Confidence 

Interval 

 

 

P-value 

      
Highest educational attainment      
No degree  0.157  1.170 0.957 - 1.431 0.125 
G.E.D. 0.388 *** 1.474 1.105 - 1.965 0.008 
H.S. diploma 0.102  1.107 0.921 - 1.331 0.277 
Other degree  0.104  1.110 0.851 - 1.448 0.440 
Bachelor’s degree or higher --  -- -- -- 
      
Income as % of Federal Poverty Level      
Less than 100%  0.597 *** 1.816 1.441 - 2.289 0.000 
100-199%  0.562 *** 1.754 1.417 - 2.172 0.000 
200-399%  0.199 *** 1.220 1.056 - 1.410 0.007 
400% or more  --  -- -- -- 
      
M.S.A. status      
Non-M.S.A.  --  -- -- -- 
M.S.A. 0.026  1.026 0.897 - 1.174 0.703 
      
Region of the country      
Midwest --  -- -- -- 
Northeast  0.040  1.041 0.868 - 1.248 0.664 
South -0.109  0.896 0.764 - 1.052 0.179 
West -0.151  0.860 0.714 - 1.035 0.110 
      
Reported health status      
Excellent --  -- -- -- 
Very good 0.093  1.098 0.926 - 1.301 0.282 
Good  0.117  1.124 0.948 - 1.333 0.177 
Fair 0.238 ** 1.268 0.990 - 1.624 0.060 
Poor 0.539 *** 1.713 1.320 - 2.225 0.000 
      
Number of chronic conditions      
0  --  -- -- -- 
1 0.317 *** 1.373 1.176 - 1.603 0.000 
2 0.289 *** 1.335 1.107 - 1.611 0.003 
3 or more 0.452 *** 1.571 1.261 - 1.958 0.000 
      

(continued…) 
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Table 3. (continued) 

 Coefficient  Odds 

Ratio 

95% 

Confidence 

Interval 

P-value 

      
Any health limitations      
No  --  -- -- -- 
Yes 0.267 *** 1.307 1.133 - 1.508 0.000 
      
Years since last checkup      
Within past year  --  -- -- -- 
Within past 2 years -0.069  0.934 0.793 - 1.100 0.410 
Within past 5 years -0.002  0.998 0.772 - 1.290 0.988 
Over 5 years ago 0.095  1.100 0.839 - 1.443 0.489 
Never had a checkup 0.107  1.113 0.857 - 1.444 0.420 
      
Number of outpatient visits  

during 2-year survey period 

     

0  --  -- -- -- 
1 to 2 0.267 *** 1.306 1.142 - 1.492 0.000 
3 or more 0.486 *** 1.625 1.359 - 1.944 0.000 
      
Number of prescribed medicines  

during 2-year survey period 

     

0  --  -- -- -- 
1 to 5 1.671 *** 5.318 3.997 - 7.075 0.000 
6 to 23 1.818 *** 6.159 4.617 - 8.214 0.000 
24 to 48 1.896 *** 6.657 4.861 - 9.116 0.000 
49 or more 2.157 *** 8.647 6.214 - 12.031 0.000 
      
Currently smoke      
No  --  -- -- -- 
Yes 0.297 *** 1.346 1.156 - 1.567 0.000 
      
Anti-health insurance attitude      
No  --  -- -- -- 
Yes -0.040  0.960 0.832 - 1.108 0.579 
      
Intercept term -3.269 *** -- -3.728 - 2.809 0.000 
N = 10,486      

 
Source: Author’s analysis of data from Panel 7 of the 2002 and 2003 Medical Expenditure Panel Survey 
for respondents aged 18 and over who are not institutionalized and not on active military duty. 
Note: *** indicates p<0.01, ** indicates p<0.05, and * indicates p<0.10 
a Two observations were missing data for marital status. Since 84% of respondents in these respondents’ 
age range (18 to 24) are unmarried, values of “unmarried” were imputed for these two observations. 



 36 

Predicted Probability of Using the Emergency Department 

 The predicted probability of a person with a set of specific characteristics using 

the ED can be calculated using the regression coefficients in Table 3.2 Calculating 

predicted probabilities of using the ED makes it easier to understand the magnitude of the 

effects found by this study. To be sure, the magnitude of my findings are modest, since 

they predict probability over a short, two-year period. If the MEPS survey followed 

respondents for a longer period of time – i.e., 10 years instead of 2 years – it is possible 

that a larger effect of having a usual source of care on ED use would be found. Patients 

would have a longer period during which to have an accident requiring ED care, and a 

longer time period might allow effects of earlier choices by patients to materialize in ED 

use patterns – for example, a decision to forego preventive care may result in a heart 

attack several years later.  

The predicted probability of using the ED can be calculated for a person with all 

of the most common characteristics in my model: a white, non-Hispanic woman who has 

private health insurance, is between the ages of 45 and 64, is married, has a high school 

diploma, lives in a household making between 200 and 399% of the FPL, lives in an 

urban area in the South, is in “very good” reported health, has no chronic conditions or 

health limitations, has had a checkup in the past year and no outpatient visits in the past 

two years, who purchased 1 to 5 medications (including refills) during the two-year 

                                                                                                                                                                                                                                                                                                             

2 This is done by summing the coefficients for the characteristics that are present in a given person plus the 
intercept, exponentiating that number, setting it equal to the odds of using the ED (which is the probability 
of using the ED divided by the probability of not using the ED), and then solving that equation for the 
probability of using the ED.  
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survey period, does not smoke, and does not have a negative attitude toward health 

insurance. If she has an office-based usual source of care, this baseline woman is 

calculated to have a 9.3% probability of using the ED during the two-year survey period. 

If, instead, the same baseline women has no usual source of care, the probability that she 

will use the ED increases to 10.7% (see Figure 1). 

We can modify this baseline woman’s profile to fit the characteristics of someone 

who is quite sick (i.e., reports being in “poor” health, has three chronic conditions, has 

health limitations, has three or more hospital outpatient visits, and acquired 49 medicines 

(including refills) during the two-year survey period). If this sicker woman has an office-

based usual source of care, her likelihood of using the ED will be 46.4%. However, if she 

such a woman does not have a usual source of care, her likelihood of using the ED would 

increase to 50.4%.  
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Figure 1.  Probability of Using Emergency Department During Two-Year Survey 

Period, for Baseline Woman with Most Common Characteristics and Other 

Variations  

8.5%

46.4%

9.3%

9.9%

50.4%

10.7%

…healthy

…sick

Baseline woman

No usual source of care

Office-based usual source of care

 
Source: Author’s analysis of data from Panel 7 of the 2002 and 2003 Medical Expenditure Panel Survey 
for respondents aged 18 and over who are not institutionalized and not on active military duty. 
Notes: “Baseline woman” is a person who possesses all of the most common characteristics in the study 
sample: is female, has private health insurance, is between the ages of 45 and 64, is white and non-
Hispanic, is married, has graduated from high school, has a family income between 200 and 399% of the 
Federal Poverty Level, lives in an urban area (MSA) in the South, reports “very good” health, has zero 
chronic conditions, no health limitations, has had a checkup in the past year, has no hospital outpatient 
visits during the two-year survey period, acquired between 1 and 5 prescription medications (including 
refills) during the two-year survey period, does not smoke, and has a positive attitude toward health 
insurance. “…sick” is this same person, except with the following different characteristics: “poor” reported 
health, three or more chronic conditions, the presence of health limitations, three of more hospital 
outpatient visits and 49 or more prescribed medicines during the two-year survey period. “…healthy” has 
the same characteristics as the baseline woman, except she possesses the following different characteristics: 
“excellent” reported health, zero chronic conditions, no health limitations, zero hospital outpatient visits, 
and acquired between 1 and 5 prescription medications (including refills) during the two-year survey 
period.  



 39 

DISCUSSION 

 

 This study’s results indicate that having an office-based usual source of care 

reduces the odds of using the ED by 17% compared to not having a usual source of care, 

at the 90% confidence level. This analysis is based on data reported by U.S. adults aged 

18 and over between 2002 and 2003 in the nationally representative MEPS survey, and 

controls for health status and various socio-economic characteristics. Surprisingly, the 

type and presence of health insurance is not a statistically significant predictor of using an 

ED once having a usual source of care, health status, income and other factors are 

controlled for – suggesting that increasing coverage rates alone is not enough to reduce 

ED use.  

This study’s findings differ from the only other national study to look at the 

relationship between having a usual source of care and ED use among the U.S. adult 

population (Fryer et al. 2003). Using a different approach, Fryer and colleagues found 

that people who lacked a usual source of care were 27% less likely to receive care in an 

ED, after controlling for demographic and socioeconomic factors. Notably, Fryer and 

colleagues did not control for health status, which likely explains why their findings 

conflict with mine. It is not clear why Fryer and colleagues chose not to control for health 

status. 

Indeed, when my logistic regression results are re-run using only the control 

variables used by Fryer and colleagues (i.e., not controlling for health status), the effect 

of lacking a usual source of care reverses itself: lacking a usual source of care now 
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decreases a person’s odds of using the ED by 26% (at the 99% confidence level). 

Clearly, the decision of whether to control for the health status of a patient matters 

crucially when examining the effect of having a usual source of care on ED use.  

Future studies may want to correct for some limitations of this study. The main 

limitation of this study is the short time period over which it follows survey respondents. 

If national data existed that followed survey respondents’ health care usage over a longer 

period – i.e., 10 or 20 years – then a more complete picture of the implications of having 

a usual source of care could be observed. Studies may also want to use data that is not 

self-reported and thus more objective and reliable. 

In terms of new directions for future studies, researchers may want to examine 

whether having a usual source of care reduces total individual health spending, 

controlling for health and socio-economic factors. 

The findings of this study suggest that public policies that increase the number of 

people who have an office-based usual source of care could decrease the number of 

people who seek care in an ED. Since care provided in an ED is more expensive to 

provide than care provided in a doctor’s office, this could potentially result in lower 

overall spending on health. Policies that could increase use of office-based usual sources 

of care include: 

• Eliminating co-pays and deductibles for annual check-ups could encourage 

patients to have a usual source of care. 
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• Insurance premiums could be discounted for patients who seek recommended 

minimum levels of preventive primary care through a usual source of care. 

• The supply of primary care physicians could be increased by raising 

reimbursement rates for primary care services. This in turn could reduce waiting 

times to see a primary care physician. 

• Providing higher reimbursement rates for primary care provided during weekends 

and evenings could encourage doctors to have more accessible office hours, 

which could in turn make it easier for patients to access a primary care physician.  

• The U.S. Postal Service could be encouraged to include a list of local doctor’s 

offices in the packet they mail to people when they set up mail forwarding to a 

new home address. This would help make residents aware of non-ED health care 

providers. Currently, U.S.P.S. already mails out a list of local retailers and 

government offices to mail forwarders, so they clearly already have a system set 

up to automate this process. Doctors could be allowed to advertise in such a 

pamphlet, which might help pay for the costs of producing this list. 

If policies aimed at increasing the number of people with an office-based usual source 

result in reduced use of ED care, hospitals could end up spending less on uncompensated 

care provided in EDs and could potentially redirect spending to more cost-effective, 

preventive care for indigent populations in their areas. It is possible that, for the U.S. as a 

whole, redirecting funds from ED care to preventive primary care could help slow the 

growth in health spending.  
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