
Director’s Message 
 
This issue of  RIte Stats focuses on services provided to RIte Care members in hos-
pital-based emergency departments (ED).  It  is an update to a previous RIte Stats 
(January 2002) on ED utilization and includes a more detailed section on diagnoses 
treated in the ED.   Tracking utilization of these services is essential to our oversight 
and monitoring  of RIte Care as high rates of ED utilization are costly and can  be 
symptomatic of broader problems with access to primary and urgent care.  It is 
hoped that you will find this report informative and useful for policy initiatives re-
lated to these important services. 
 
                                                            Best regards,  
 
 
                                                            Ronald A. Lebel, Director 
                                                            Department of Human Services 
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Background 
 
Prior to RIte Care, annual ED utiliza-
tion rates in the Rhode Island Medicaid 
program were well over 700 visits per 
1,000 and much higher in some age 
groups.   During the early years of RIte 
Care, we  made dramatic improvement 
in enhancing the primary care network 
in the state and ED utilization rates 
went down to about 450-500 visits per 
1,000.  In recent years, rates have 
started to increase again, possibly due 
to interpretations and enforcement of 
federal guidelines on the Emergency 
Medical Treatment and Active Labor  
 

 
Act (EMTALA)1 legislation which re-
quires hospitals to provide appropriate 
screening and treatment for all patients 
seen in ED. Furthermore, EMTALA 
imposes severe penalties on hospitals 
that do not comply. 
 
In this report, we will examine recent 
trends in ED utilization rates in RIte 
Care with comparisons by health plan 
and noting differences by age and gen-
der group.  Special attention will be 
given to specific diagnoses treated in 
the ED as well as the overall costs of 
these services. 
 

Emergency Department Utilization: 2005 
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While there are several reasons cited for these disparities, the im position of co-pays 
within the commercial  population is one of the most compelling.  Commercial  insur-
ers generally charge a fairly substantial co-pay (up to $100) for ED visits w hich  has 
been shown to effectively reduce ED utilization in several populations.3  Medicaid 
programs, in the past, have been restricted by federal regulation from using financial  
incentives to manage ED utilization.  Other systemic issues include the availability 
of after-hours coverage in some pediatric practices, health centers and hospital clin-
ics. 
 
On the other  hand, there may be population characteristics that make Medicaid re-
cipients  more likely to use a hospital-based ED w hen they or their children are sick. 
4-5  For example, Medicaid recipients are more likely to live in inner-city neighbor-
hoods and it m ay be that the local hospital  is more accessible than their prim ary care 
physician’s office.  There is also evidence to suggest that Medicaid recipients may 
not be able to take time off work to take their  children to the doctors during the day.5   
As such, M edicaid parents may have to wait until evening to care for their sick child 
using the only services that are available at that time. 
 
Hospital-based EDs are not always the most preferable site of care even when pa-
tients are sick.  Patients  seen in hospital-based EDs  have to wait an average of 3.5 
hours to be treated and the wait can be much longer for non-urgent conditions. 6  
Clearly, outpatient options can be more timely and can provide better continuity of 
care. 
 
Top 15 Conditions  Treated  in EDs 
 
Figure 2 illustrates the top 15 diagnoses treated in the ED for the core R Ite Care 
population during SFY 2005 (July 1, 2004— June 30, 2005).  While accidents and 
injuries are the most common diagnosis (constituting almost 25%  of all ED visits), 
diagnoses considered to be ambulatory care sensitive conditions constitute over 20% 
of all ED visits (see next section for more detail on these diagnoses).  Conditions 
related to pregnancy are also a very common diagnosis, accounting for almost 10% 
of the visits.    
 
Beyond these top 3 diagnostic categories, the distribution of conditions treated in the 
ED take on a more consistent pattern.  Infections, abdominal and joint pain each 
constitute approximately 5%  of all visits followed by dermatology (which includes 
skin rashes), fevers and urinary tract infections.  Mental health diagnoses (which in-
clude alcohol and drug abuse) are among the more common conditions treated in this  
population as are chest pain, digestive and neurological symptoms.  Bronchitis and 
other respiratory diagnoses are also among the top 15 diagnoses. 
 
 
 
 

There are notable differences in rates by  age and gender groups (data not shown).  
For example, rates are highest among women 15-44 (approximately 850 visits per  
1,000) due primarily to conditions related to pregnancy and lowest among children 6-
14 (approximately 300 per 1,000).  Infants (i.e., children < 12 months old) have utili-
zation rates w hich approach 700 visits per 1,000.  Otherwise, m ales 15-44 and all  
members over 44 have similar  rates which average about  450-500 visits per  1,000 
member months. 
 
These rates are much lower than pre-R Ite Care rates and national fee-for-service 
Medicaid rates2 which generally range from 700-750 visits per 1,000 population.  
However, they are much higher than rates found in commercial insurance w hich are 
closer to 200 visits per 1,000 and somew hat higher  than the program objective of 450 
per 1,000, a target that was set when this population was moved into managed care. 

 

Trends  in ED Utilization  
 
All utilization rates are monitored quarterly by the C enter for C hild and Family 
Health (CCFH) and standardized to an annual rate per 1,000 member months.  
Figure 1 illustrates quarterly rates in ED utilization for the core RIte Care Popu-
lation (see Technical Notes) by health plan from calendar year 2000 through 3rd 
quarter calendar year 2005.  Note that there is evidence of seasonal variation in 
ED rates (i.e., rates are sometimes higher in the winter months).  Also, mem bers 
enrolled with Blue Cross and Blue Shield generally had rates lower than the 
other two plans during much of the tim e under study.  However, in recent quar-
ters, all health plans appear to be converging at  of rate of approximately 590 vis-
its per 1,000 member months. 
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Otitis media, upper respiratory infections, and pharyngitis are good examples of con-
ditions that might have been treated more effectively in a physician’s office at a frac-
tion of the cost of an ED visit.  For example, treatment in a more appropriate setting 
would   avoid the extended waits that often accompany visits to the ED—especially 
when patients have symptoms that are not life threatening.  Collectively, these three 
diagnostic categories make up over 40% of all ACSC treated in EDs. 
 
Asthma, pneumonia and volume depletion, on the other hand, are good examples of 
conditions that could be avoided through proper primary care case management.  
Asthma, for example, is a common chronic disease among children that is generally 
considered manageable with proper outpatient treatment (i.e., the standard of care is 
for children who are properly managed to be symptom free).8    Similarly, respiratory 
conditions leading to pneumonia and dehydrations leading to volume depletions suf-
ficient to go to an ED ought to be treated in an outpatient setting before they become 
so severe.  The distribution of ‘nonurgent’ diagnoses seen here is similar to national 
trends. 6 (see Figure 4) 
 
Costs 
 
During SFY 2005, the health plans paid over $17.8 million in hospital claims for ser-
vices provided to RIte Care members in ED settings (an average of  $262 per visit).  
Figure 3 illustrates the average cost per visit by treatment category for SFY 2005.  
Note that behavioral health diagnoses are the most costly services averaging over 
$300 per visit.  Pregnancy related conditions are not only expensive (average cost of 
$275) but also potentially treatable in less costly settings.  Injuries and other medical 
conditions run about $260 per visit.  Although ambulatory care sensitive conditions 
are the least costly on a per visit basis, they are  believed to be treatable in provider 
settings where they would be considerably less costly. 
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Ambulatory Care Sensitive Conditions (ACSC) 
 
Many of the conditions treated in the ED are considered to be ambulatory care 
sensitive which means that it is believed that the need for treatment could have 
been avoided with effective primary care management or the episode of care 
could have been diverted to other, less costly and perhaps more appropriate, 
outpatient settings such as a physician’s office.  Table 1 shows the diagnoses 
that are included in this category7 as well as their frequency and proportion 
within this category of services.    Note that while over 20% of ED visits fall 
into this category of care, noticable progress has been made in reducing ED 
visits for many ACSC conditions such as asthma and other respiratory condi-
tions. 

Figure 2.  Top 15 Conditions Treated in Hospital-Based Emergency 
Departments:  Core RIte Care Population

SFY 2005
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•Note:  ACSC= Ambulatory Care Sensitive Conditions.  See text for further explanation.
•UTI= Urinary Tract Infections.
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Figure 3.  A verage Paym ents per Em ergency Departm ent 
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Program Description 
 
RIte Care is the State of Rhode Island’s managed health care program for fami-
lies on Medicaid, uninsured families with incomes up to 185% of the Federal 
Poverty Level (FPL), uninsured pregnant women and children under 19 from 
families with incomes up to 250% of the FPL.  Eligible individuals are enrolled 
in a managed care organization (MCO or Health Plan) which is paid a monthly 
capitation rate for providing or arranging health services for members.  Eligibil-
ity for RIte Care is generally redetermined at twelve-month intervals.  The pro-
gram was designed to improve access to health care by providing each member 
with a ‘medical home’ in the form of a primary care provider (PCP). 
  
Technical Notes 
 
Emergency Department services are identified from institutional claims that are 
submitted quarterly to the State by the Health Plans.  A claim is recognized as an 
ED visit if it is billed with a revenue code 450-459 in any revenue code field and 
no revenue code less than 220.  The latter restriction eliminates inpatient stays 
that started in the ED.  As such, our definition of ED visits includes all services 
provided in hospital-based ED that did not result in an inpatient admission. 
 
The study population in this report has been limited to the ‘core’ RIte Care 
population and excludes populations such as children enrolled in foster care, 
adoption subsidy, SSI and Katie Beckett. 
 
All rates are reported per 1,000 member months per year which is calculated as 
the sum of all  days enrolled divided by 30 (to get member months) and annual-
ized by multiplying by 12.   
 
RIte Stats is a quarterly publication of the Center for Child and Family Health 
and is intended to provide information to the public on the health services pro-
vided to the RIte Care Program.  It is edited by Bill McQuade, ScD, MPH in 
conjunction with an editorial board.  Comments and inquiries are encouraged 
and should be sent to:  
 
 
Bill McQuade, ScD, MPH 
Editor: RIte Stats 
Center for Child and Family Health 
600 New London Avenue 
Cranston, RI 02920 
(401) 462-3584 
e-mail: wmcquade@dhs.ri.gov 
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Summary 
 
ED utiliz tion rates in RIte Care have increased in the past several years to about 
590 visits per 1,000 member months per year and these rates are similar for the 
three participating health plans.  These  ED utilization rates are considerably lower 
than national data for fee-for-service Medicaid populations, but they are still higher 
than rates in commercial settings and remain higher than program goals of 450 vis-
its/1,000.  Approximately 20% of RIte Care ED utilization is for conditions that are 
considered avoidable or treatable in other less costly and more timely settings.  
During SFY 2005, the health plans paid $17.8 million in facility claims for ED ser-
vices at an average cost of $262. 
 
Current Activities 

a

 
 
Since the advent of RIte Care, DHS/CCFH have worked extensively with health 
plans to address both the systemic and population issues contributing to high ED 
rates.  Recent efforts include a number of innovative programs such as increasing 
regular business hours in primary care clinics and improved triage in the ED itself.  
In addition, the Deficit Reduction Act (DRA) allows states to consider copays of up 
to $25 for certain types of ED visits.  Reports from each health plan are anticipated  
in early summer and CCFH looks forward to continuing its work with the plans to 
improve the ED rate.  However, it appears that without greater authority to impose 
cost sharing options, Medicaid programs will have a difficult time effecting needed 
reduction in preventable ED utilization.   
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