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This report summarizes our analysis of 2014 trends in Colorado emergency department (ED) and hospital utilization rates for children with public or no insurance (Public/No) compared to children with private insurance .1 It
reaches four important conclusions:
 Increasing numbers of Colorado children are covered with public health insurance.
 Compared to privately insured children, more Colorado children with public or no health insurance have emergency department visits (66.7 % vs. 15.3%) and hospitalizations (3.3% vs. 1.5%)
with excess costs of overutilization amounting to hundreds of millions of dollars per year.
 Proven “medical home” strategies could be implemented to reduce excess ED and hospital utilization, resulting in improved care and significant cost savings for publicly insured children.
 A proposed reduction in primary care provider reimbursement rates will likely decrease medical
home access and increase excess ED and hospital utilization costs for publicly insured children.
Since 2000, there has been a gradual increase in the
percentage of Colorado children covered by public
health insurance, compensating for a decrease in those
covered by private insurance while significantly reducing the percentage of children with no health insurance
(Figure 1). This trend has continued to accelerate with
the implementation of the Affordable Care Act, almost
doubling the number of publicly insured children and
requiring a substantial expansion of provider access. In
spite of improved coverage, there remain substantial,
but potentially avoidable, disparities between ED visit
rates and hospital discharge rates for children with
Public/No insurance as compared to children with private health insurance1.
The actual costs of such excess utilization ($731 million in
annual charges; $194 million adjusted for actual reimbursement) suggest a compelling business case to redirect
funding incentives to invest in expanded primary care access, while simultaneously reducing more expensive and
often avoidable ED visits and hospitalizations (Figure 2).
The return on investment for such a policy redirection
could be immediate, if resources were used to expand and
improve continuity and care coordination, after-hours and
weekend phone triage and acute primary care access. Decreasing primary care reimbursement rates, which currently barely cover breakeven expenses of many of the small
business practices that provide medical home care for
children in Colorado, will likely result in a decrease in primary care access and the unintended consequence of increased ED and hospital utilization and costs.2
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ED Utilization
If ED visitation rates for privately insured children are assumed to represent the optimal result of timely, coordinated and readily available primary health care, then the notable statewide differences in ED visits for children
with public or no health insurance suggest opportunities to redirect systems and funding to improve access and
utilization of the primary care medical home. As summarized in Table 1, ED visitation rates for children with Public/No insurance were 4.4 times greater than children with private insurance, resulting in excess 2014 charges of
$355 million. Our data estimates that two thirds of Colorado children with public health insurance visited an
emergency department in 2014 rather than a much less expensive primary care setting. Children with public or no
health insurance were more likely to be seen in an ED during weekday hours, further suggesting lack of access to
and/or under-utilization of a medical home. Similarly, Public/No children are more likely to be seen in the ED for
common, self-limited illnesses such
as: acute upper respiratory infection,
strep sore throat, constipation and
viral illness—non-emergent conditions often more effectively resolved
with phone triage or same/ next day
medical home visits. ED visits for a
single, uncomplicated common illness
for children with public or no insurance were 5.9 times more frequent
than such visits for children for private insurance. These findings all
imply that if these children had access to (and appropriately utilized) a
readily accessible medical home,
many ED visits could have been prevented with lower resultant charges
to public insurers.

Hospitalization Rates for Colorado Children
If hospitalization rates for privately insured children are assumed to reflect timely access to primary health care,
children with Public/No insurance have notable statewide differences that suggest the need to improve access
and utilization of the medical home and reduce avoidable costs of preventable hospitalizations. Of the 26,875
hospital admissions of Colorado children less than 18 years of age in 2014, 14,814 (55%) were among children
with public or no insurance, although this group represents only 37% of Colorado’s pediatric population. As
shown in Table 1, hospital admission rates in 2014 for children with public or no insurance were 2.1 times the
rates for children with private insurance, resulting in excess hospital charges of $351 million. Children with public
or no health insurance were more likely than privately insured children to be hospitalized after hours, suggesting
a potential role for expanded access to acute primary care in reducing hospital utilization. Furthermore, the severity of illness of children with Public/No insurance was significantly greater than for privately insured children
suggestive of delays in seeking appropriate care. For many common conditions, hospitalization rates for children
with public or no insurance were significantly greater than those rates for privately insured children. These higher
rates may indicate lack of access to a comprehensive medical home that could address acute illness before it becomes severe enough to need more resource-intensive care.
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Opportunities to Improve Care and Reduce Cost by Use of the Medical Home
The results of our current analysis indicate that there are significant, potentially reducible, disparities between
children with public or no health insurance and children with private health insurance. This should not be interpreted as evidence that public insurance is inferior to private insurance. Rather it would appear families with public or no health insurance utilize primary care, urgent care, EDs and hospital care in ways different from those with
private insurance. They are more likely to visit EDs during weekdays for illnesses that could be managed more efficiently and effectively by phone triage or a same/next day primary care visit. They also have higher hospitalization rates that are more likely to occur after hours and may be of higher severity due to a delay in seeking care.
Based on Senate Bill 07-130, the Colorado Revised Statutes requires State departments to: “maximize the number
of children enrolled in the state medical assistance program or the children’s basic health plan who have a medical
home“. . . All medical homes shall ensure, at a minimum, the following: health maintenance and preventative care,
anticipatory guidance and health education; acute and chronic illness care; coordination of medications, specialists, and therapies; provider participation in the hospital care; and 24 hour telephone care.” They recognize that:
“Infants, children, and adolescents and their families work best with a health care practitioner who knows the family and who develops a partnership of mutual responsibility and trust. Medical care provided through emergency
departments, walk-in clinics, and other urgent-care facilities is often more costly and less effective than care given
by a physician with prior knowledge of the child and his or her family.” 3,4
The substantial costs (minimum estimate $194 million) of excess ED and hospital utilization among publicly insured children suggest that there is a business case for a redirection of public funding to invest in a more accessible and effective medical home. It is fair to assert that: not all eligible children in Colorado are enrolled in public
health insurance; not all enrolled children have a consistent primary care provider; not all primary care providers
provide true medical home services; and not all families know how to access or use these services.5,6 For the majority of illness in our analysis, ED and urgent care may have the advantage of after-hours availability with the offsetting disadvantages of increased cost, lack of access to the child’s medical record, lack of familiarity with the
child or his/her family, and lack of appropriate follow-up and/or medical home communication.
These observations suggest that determination of medical home access requires more rigorous measures of process and outcome than mere attestation. In fact, three of the four current Colorado Regional Care Collaborative
Organization key performance indicators reflect the priority to improve well-child visit rates, decrease ED visit
rates and reduce hospital admission rates.7 A current proposal to reduce primary care reimbursement rates will
likely do the opposite and increase ED and hospitalization costs.
Numerous studies support the concept that enhanced medical home services may improve care while reducing
higher-cost utilization.8,9 Strategies to improve the efficiency and effectiveness of medical home services include:
1) extended office hours for acute primary care that improves satisfaction and reduces ED utilization and overall
cost;10–15 2) 24/7 phone triage protocols with appropriate content and expertise to decrease unnecessary utilization and improve care;14–25 26,27 3) financial disincentives or incentives ;28–30 31,32 and 4) care coordination to assure
that the needs of children with more complex conditions are met.9,19,33
The existence of such large disparities in ED and hospital utilization for children in Colorado with public or no
health insurance, suggests a strong business case to explore ways to improve access to (and utilization of) an enhanced medical home to improve the efficiency and efficacy of healthcare for all Colorado children. The current
proposal to reduce primary-care-provider reimbursement, will likely result in reduced access to true medical
home care as defined in Colorado statute and increase avoidable ED and hospitalization costs.
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