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Upstate New York

Potentially unnecessary ER visits:  640,530                                                                              

Percentage of visits:  44%

Central New York Region

Potentially unnecessary ER visits:  113,237                                                                           

Percentage of visits:  44%

Finger Lakes Region

Potentially unnecessary ER visits:  163,074                                                                              

Percentage of visits:  43%

Western New York Region

Potentially unnecessary ER visits:  183,215                                                                             

Percentage of visits:  42%

Utica/Rome/North Country Region

Potentially unnecessary ER visits:  145,520                                                                            

Percentage of visits:  46%

Southern Tier Region

Potentially unnecessary ER visits:  35,484                                                                              

Percentage of visits:  44%

The figures on this page include all visits, regardless of whether the patient had health insurance.
In this report, upstate New York refers to the 39 counties highlighted in the map above.

This report summarizes an analysis of the number of potentially unnecessary hospital emergency
room visits in upstate New York, given concerns about ER overcrowding2 and wasteful health care
spending.3  The analysis looked at the types of visits to upstate New York ERs in 2008 where the
patient was treated and released on the same day and not admitted into the hospital.   

Throughout this report, “potentially unnecessary ER visits” includes:

• “Non-emergent” visits where immediate medical care was not needed within 12 hours, 
including visits for back problems.

• “Emergent/primary care treatable” visits where treatment was needed within 12 hours, 
but could have been rendered in a primary care setting. Such visits include those for ear 
infections and acute upper respiratory infections.
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Impact on Quality

Potentially unnecessary hospital emergency room visits are not unusual. Patients nationwide are
going to the emergency room for minor medical conditions when they could have received treat-
ment in a primary care setting.4 Researchers have found that ER overcrowding by those with minor
medical conditions such as sore throats and ear aches may also hinder an ER’s ability to provide qual-
ity care.5 Many ERs, after all, are already overcrowded and struggling to handle an increase in
patient visits.6

Impact on Costs

This report also estimates that millions of dollars in health care costs in upstate New York could be
saved annually if a small percentage of patients with minor medical conditions who now go to the
ER instead went to a physician's office. 

A patient going to the emergency room for non-emergency care was one of the major sources of
waste in the health care system identified in a PricewaterhouseCoopers’ Health Research Institute
report.8 Patients who unnecessarily visited the ER wasted about $14 billion annually, according to
the report. An “unnecessary ER visit” was one in which the patient needed to be seen within two to
24 hours.9 Health care costs in the report were considered “wasteful” when they could have been
avoided or reduced without hurting patients’ quality of care.10

Consequences of ER overcrowding

The National Hospital Ambulatory Medical Care Survey: 2006 Emergency Department
Summary by the U.S. Department of Health and Human Services lists many of the consequences
of ER overcrowding:7

• Delays in the treatment of serious problems, including heart attacks;

• Increased waiting times for people with minor illnesses;

• Reduced promptness and quality of pain management;

• Hallway boarding of admitted patients;

• Ambulance diversions;

• Decreased physician productivity.
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New York University’s Center for Health and Public Service Research developed a formula that 
classified each ER case into one of four categories:11

NYU’s ER formula separates out cases that are hard to classify,12 including injuries and mental health,
drug and alcohol-related cases. These “unclassifiable” cases were placed into a fifth category:

To determine the number of potentially unnecessary ER visits in upstate New York, the NYU formu-
la was applied to data from the New York State Health Department’s Statewide Planning and
Research Cooperative System (SPARCS) data reporting system.13 In this analysis, “potentially
unnecessary ER visits” are those visits that fall into the “non-emergent” and “emergent/primary care
treatable” classifications in the NYU formula.

Classification Description

(1) Non-emergent Immediate medical care was not needed within 12 hours. (e.g., sore throats)

(2) Emergent/Primary Treatment was needed within 12 hours, but care could have been
Care Treatable provided effectively and safely in a primary care setting. (e.g., ear infections)

(3) Emergent/ER Care ER care was needed. But patients may have been able to avoid the
Needed/Preventable/ emergency medical issue if they had received timely and effective 
Avoidable outpatient care while they were sick. (e.g., the flare-ups of asthma, 

diabetes, congestive heart failure, etc.)

4) Emergent/ER Care Needed/ ER care was needed and outpatient care treatment could not have
Not Preventable/Avoidable prevented the condition. (e.g., trauma)

Classification Description

(5) Unclassifiable Emergency room visits related to injuries or mental health, alcohol and 
drug-related issues, among others.

Categories of ER visits
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Types of upstate New York ER visits

Non-emergent

Unclassifiable

Emergent/primary care
treatable

Emergent/ER care needed
but preventable/avoidable

Emergent/ER care needed 
and not preventable/avoidable

25%

18%

4%

8%

44%

} Potentionally 
unnecessary

The NYU ER formula was applied to 2008 upstate New York data from SPARCS to determine the 
different types of ER visits. The analysis looked at ER visits in which the patient was treated and
released in the same day and not admitted into the hospital. According to the analysis: 

• Forty-four* percent of ER visits in upstate New York were potentially unnecessary. 

– One out of four visits to upstate New York ERs were for “non-emergent” cases in 
which the person didn’t need care within 12 hours. 

– Another 18 percent of visits were for medical conditions that did need care within 
12 hours, but could have been treated in a primary care setting.

The upstate New York results are about on par with results seen in other states. The Massachusetts
Division of Health Care Finance and Policy and the Rutgers Center for State Health Policy, for exam-
ple, found that about 40 percent of outpatient ER visits were for issues that could have been treat-
ed in a primary care office.14

*The “non-emergent” and “emergent/primary care treatable” percentage figures add up to 44 percent after rounding.
The figures on this page include all visits, regardless of whether the patient had health insurance. 
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Types of ER visits by upstate New York region
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• There is little regional variation in the types of visits seen by ERs throughout upstate New 
York. The analysis looked at 2008 ER visits in which the patient was treated and released in 
the same day and not admitted into the hospital.

The figures on this page include all visits, regardless of whether the patient had health insurance.
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Examples of potentially unnecessary ER visits in upstate New York, 
2008

29,768
visits for a Back Disorder

24,663
visits for an Acute Upper

Respiratory Infection

22,441
visits for an Ear Infection

20,539
visits for a Sore Throat
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Percentage of potentially unnecessary ER visits that are seen in upstate 
hospitals at certain times of the day

9:00 p.m. – 11:59 p.m.

12:00 a.m. – 5:59 a.m.

6:00 a.m. – 8:59 a.m.

9:00 a.m. – 4:59 p.m.

5:00 p.m. – 8:59 p.m.

22%

13%

11%

9%

45%

Monday Tuesday Wednesday Saturday SundayFridayThursday
30%

35%

40%

45%

50%

44.5%
43.6% 43.8%

43.3%
42.6%

43.3%

44.6%

• Forty-five percent of potentially unnecessary ER cases are seen during the typical working 
hours of 9 a.m. to 5 p.m.

• About 54 percent of potentially unnecessary ER cases are seen between 6 a.m. and 5 p.m.; 
46 percent of such cases are seen between 5 p.m. and 6 a.m.

• ER visits that are considered potentially unnecessary are evenly spread throughout the week.

Percentage of potentially unnecessary ER visits that are seen in upstate 
hospitals on certain days of the week 

The figures on this page include all patients, regardless of insurance status, who were treated in the ER and released the same day and not 
admitted into the hospital.
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Savings Opportunities

The analysis also looked at how many health care dollars could be saved annually in upstate New
York if a certain percentage of patients who have commercial health insurance and also have 
minor medical conditions had gone to a physician’s office instead of the ER. For the full methodolo-
gy behind the report’s calculation of cost savings, please see page 10. 

The analysis estimated that it is about $450 to $650 less expensive to go to a physician’s office instead
of the ER for a non-emergent issue. The analysis also estimated that it is about $600 to $900 less
expensive to go to the physician’s office instead of the ER for an emergent/primary care treatable
visit. 

There are opportunities for significant savings if a percentage of patients who make potentially
unnecessary ER visits instead go to a physician’s office. The potential annual savings range is from
$5.9 million to $8.6 million with a 5 percent change and from $29.3 million to $43.1 million with a
25 percent change. 

Given capacity limitations in the health care delivery system, it is unlikely that shifting all potential-
ly unnecessary ER visits to a physician’s office is possible. If that were to happen, the savings would
range from $117 million to $172.3 million annually.

Unlike the rest of the report, the figures on this page reflect cost savings related only to patients who have commercial health insurance.

The analysis of SPARCS data identified 227,506 potentially unnecessary ER visits among upstate New York patients with commercial health insurance. 
This is a portion of the 640,530 unnecessary ER visits made by all patients in upstate New York that are identified on page 1.
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Reductions of unnecessary ER visits

The range of annual savings to upstate New York’s commercially insured if a certain 
percentage of potentially unnecessary ER cases are instead seen in physicians’ offices.

(in millions $)
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Community initiatives to reduce potentially unnecessary ER visits

Communities nationwide have started initiatives to help people determine the best places to receive
medical care, whether it’s in an urgent care center, ER or physician’s office. While there is not one
widely recognized success story regarding reductions in unnecessary ER visits, the following are
examples of what is being tried in different parts of the country:

The University of Chicago Medical Center’s
South Side Healthcare Collaborative15 helps
patients who rely on the University of Chicago
Medical Center’s ER for health care because they 
don’t have a regular health care provider. Advocates
talk to ER patients about the benefits of having a 
regular health care professional to manage or 
coordinate their care. Since 2005, more than 13,000
patients have been connected to these services.

The Indianapolis Medical Society Foundation’s
Project Health18 provides care and service free of
charge to low income, uninsured adults. Members
must “make all reasonable attempts to avoid using
the ER for non-urgent care.”19 Unnecessary ER visits
among members dropped from 77 percent to less
than 1 percent.

The Medical Home and Emergency 
Department Communication Initiative 
of North Carolina17 educates families about 
the importance of first calling their primary care 
physician when their child is sick as a way to 
decrease inappropriate ER use, among other goals.

The following are recommendations from the medical literature on community initiatives that
can help reduce unnecessary ER visits:   

• Establish medical homes where primary care physicians coordinate patients' care.20

• Start a telephone line where nurses direct callers to the best places for care.21

• Enroll children in telemedicine programs.22

• Improve the availability of after hours care.23

• Increase enrollment in safety net programs.24

• Simplify health information so patients can learn how to care for themselves and 
avoid the ER.25

• Educate the community on appropriate ER visits.26

• Create case management programs to help people manage chronic diseases.27

• Start workplace wellness programs to bolster workers’ health.28

Louisville Metro Emergency Medical Services16

workers refer ambulance ER calls for earaches, 
stomach aches and other minor medical issues to 
nurses who direct patients to the best places for 
care, including ERs, physician offices and urgent 
care centers.
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Methodology

NYU ED Algorithm: New York University’s Center for Health and Public Service Research, with 
support from the Commonwealth Fund, the Robert Wood Johnson Foundation, and the United
Hospital Fund of New York, have developed an algorithm to help classify emergency room utiliza-
tion. The algorithm was developed with the advice of a panel of ER and primary care physicians. It
is based on an examination of a sample of nearly 6,000 full ER records. Data abstracted from these
records included the initial complaint, presenting symptoms, vital signs, medical history, age, gender, 
diagnoses, procedures performed and resources used in the ER. For more information, go to
http://wagner.nyu.edu/chpsr/index.html?p=25

The Statewide Planning and Research Cooperative System (SPARCS) data reporting system:
SPARCS is a comprehensive data reporting system established in 1979 as a result of cooperation
between the health care industry and government. Initially created to collect information 
on discharges from hospitals, SPARCS currently collects patient level detail on patient characteristics,
diagnoses and treatments, services, and charges for every hospital discharge, ambulatory 
surgery patient, and ER admission in New York state. For more information go to 
http://www.health.state.ny.us/statistics/sparcs/

How cost savings were derived: The analysis looked at what upstate New York health insurers 
typically pay ERs and physician’s offices for certain kinds of services provided to commercial 
members. ERs and physicians in each upstate New York region receive different payment amounts
for services that the NYU formula classified as “non-emergent” or “emergent/primary care treat-
able.” Since there are five upstate regions, this analysis combined the average payments for each
region into one "average range of payments" for all of upstate New York.

The analysis compared the average range of payments across upstate New York for non-emergent
and emergent/primary care treatable ER visits to non-emergent and primary care treatable physician
office visits to find the differences for each type of visit.

The analysis estimates that it is about $450 to $650 less expensive to go to a physician's office instead
of the ER for a non-emergent issue and about $600 to $900 less expensive to go to the physician's
office instead of the ER for an emergent/primary care treatable visit.

To determine total cost savings, these “differences” between the average ranges ($450 to $650 and
$600 to $900) were applied to the number of commercial non-emergent and emergent/primary care
treatable ER visits (130,017 and 97,489) in the community (based on SPARCS data). The estimated
costs savings are listed on page 8. Please note that these estimated cost savings only reflect savings
from the commercially insured population. They do not include the potential savings from changing
the ER habits of the uninsured or people covered under Medicaid and Medicare.
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