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Introduction

This study reviewed the patterns of utilization of urgent care services
across recent years and compared those trends to that of primary care
utilization. We wanted to explore whether urgent care centers are
beginning to serve the population for primary care needs, primarily
due to convenience issues related to days and times of availability.
Additionally, we wanted to explore the relationship between urgent
care services and pre or post primary-care treatment. Costs of services
between the two settings was also compared.

The researchers reviewed national claims data for patients
presenting to urgent care providers across five years: 2011-2015. Rates
of utilization across geographic locations and age and gender groups
are compared to rates of the use of primary care office-based services.
This serves as a descriptive study to identify the utilization patterns,
payment amounts, and billed diagnoses in urgent care settings. It also
provides a descriptive review of the patient characteristics and the days
of presentation for service. The study attempts to identify trends and
shift in the source of treatment for minor acute injuries/complaints.

Background

The American Academy of Urgent Care Medicine (AAUCM) [1]
defines urgent care service as “the provision of immediate medical
service offering outpatient care for the treatment of acute and chronic
illness and injury”. Urgent care centers are delivery centers that provide
ambulatory urgent care services, generally on an unscheduled basis, for
injuries or illnesses that require immediate attention but are not severe
enough to require hospital-based or free-standing emergency care by
an emergency medicine specialist. Urgent care services are generally
provided by family medicine specialists with support from physician
extenders such as nurse practitioners and physician assistants.

According to the 2013 Benchmark Study from the Urgent Care
Association of America (the most recent available report), urgent
care centers see an average of 14,000 patient care visits in 2013, with
an average of 4 patient care visits per hour and 40 visits per day.
The centers report that only 63% of the urgent care patients report a
relationship with an external primary care provider (PCP). And, 15%
of the urgent care centers reporting in 2013 provided ongoing primary
care services as well as urgent care [2]. The Urgent Care Association of
America reports that there are currently more than 6,400 urgent care
centers in the United States’, while others report the number closer to
9,000 [4,5]. The number is increasing annually, at an annual growth
rate of 300-600 clinics per year, with a recent surge since 2010 [3].

The proliferation in urgent care centers is commonly attributed
to patient demand for shorter wait times, accessibility, and after
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hours availability [4]. The Urgent Care Association of American 2013
Benchmark Survey reported that 90% of the patients were seen by a
provider within 30 minutes or less (69% under 20 minutes) and 84%
completed the visit in 60 minutes or less. Among survey respondents,
97% of the urgent care centers were open 7 days a week, and urgent
care clinics offered services for an average of 4,100 hours per year [2].

Many patients visit Emergency Departments (ED) for non-
emergent conditions that could be treated by private providers in
clinics or urgent care centers. Many of these patients lack a primary
care provider, may be uninsured, and tend to be very young, i.e.,
brought to the ED by parents, or are age over 65. These visits may
involve long waits, but nonetheless offer round-the-clock access to
medical care. The overall cost of ED visits is high compared to other
care providers [6]. Weinick, et al reviewed data from emergency
department visits and concluded that between 13.7% and 27.1% of all
emergency department visits could be serviced by an urgent care center
or retail clinic, with a corresponding cost savings. Their conclusion
was related to the acuity level of the presenting conditions, with most
being minor illnesses, strains, and fractures [6]. They suggest that the
incentive for non-emergent use of the emergency department is related
to accessibility and convenience. A 2013 review of articles on the topic
of non-urgent emergency department use concluded that younger age
and convenience were factors that contributed to the choice of place of
service [7].

In addition to offering convenience, urgent care centers provide an
economic alternative to emergency departments, ranging between $228
- $414 less than a comparable hospital-based emergency department
visit [8]. Urgent care centers tend to operate in areas of high
population and higher income levels, with a concentration of people
with employer-sponsored coverage and rapid growth. Suburban areas
of large cities are common sites for urgent care centers, who target
employed adults with young families.

Primary Care

As the presence of urgent care centers increases, the nation is
confronting changes in the practice of primary care medicine. The
American Academy of Family Practice defines primary care as medical
services for persons with any undiagnosed sign, symptom, or health
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concern (the “undifferentiated” patient) not limited by problem origin
(biological, behavioral, or social), organ system, or diagnosis [9].
Specifically, primary care is generally the first point of contact care
for persons with any undiagnosed health concern. Primary care also
provides ongoing patient management for organ- or problem- specific
conditions, assuming the responsibility for referral to other health
services and specialists. Primary care services are considered a critical
component of the healthcare system.

The landscape of primary care practice has changed in recent years.
While demand for primary care services has grown, the supply of
primary care physicians is unable to keep up [10]. The Health Resources
and Services Administration - HRSA projects primary care demand to
increase 14% from 2010 to 2020 and primary care physician supply
to increase only 8% over the same time [10]. HRSA concludes that
changes to how primary care is delivered is inevitable. One effect of the
shortage is the increase in patient panel size - the number of patients
under the care of a single physician [11]. The concept of a patient panel
goes to the core of primary care: that general individual patient health
management is the responsibility of the PCP, requiring a relationship
between patient and physician. Patient health management involves
continuous, comprehensive and coordinated healthcare between the
patient and the physician which develops a shared knowledge of health
status and treatment plans [12].

Despite the principle role of the primary care physician, many
insured and uninsured persons do not recognize a “usual source
of care”. In terms of access, it is reported that nearly one in five
Americans lacks adequate access to primary care due to a shortage of
primary care physicians [13-15]. In terms of utilization, a recent report
using Medical Expenditure Panel Survey Data form 2012 found that
approximately 53.4 million Americans aged 18-64 do not report having
a usual source of care [16]. People aged between 18 - 34 were the most
likely to report lacking usual source of care (46.6% of men and 32.3%
of women) followed by those 35-44 (38.25 of men and 23.5 percent of
women). The uninsured were the group most likely to report lacking
usual care (65.8% of men and 49.2% of women), however those with
insurance still reported high rates of lack of usual source of care (over
26% and 16.6% of men and women respectively) [16].

Even among those with an identified PCP only 57% report having
access to same or next-day appointments with that physician and 63%
report difficulty getting access to care on nights, weekends or holidays
without going to the emergency room. Twenty percent (20%) of
adults waited six (6) days or more to see a doctor when they were
sick in 2010 [5].

Over the past decades factors both extrinsic and intrinsic to
medical practice have influenced new practice choices for primary
care physicians, stressing even more the availability of PCP care. The
traditional self-employed individual or small group, fee-for-service,
practice model, is undergoing transition to large group practices, often
hospital-owned and managed, with salaried physicians and bundled
or capitation payments as determined by the reimbursement body
[17]. The vulnerability of Medicare reimbursements continues to
threaten the traditional office visit-centric model which has been the
core of primary care practice [18,19]. In addition, the aging of the
US population and the increased number of insured, predominantly
under the Affordable Care Act, will increase the need of the already
inadequate number of primary care providers. Moreover, the overall
population is characterized by multiple comorbidities.
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Access and Convenience

There is evidence that lacking a usual source of care may drive
people to seek care from other more “accessible” places such as an
emergency department or urgent care center. However, some studies
have found that having a physician identified as a usual source of care
may not be enough to prevent emergency department utilization.
Rust et al analyzed data from the National Health Interview Survey
and found that individuals reporting barriers to timely access to care
were more likely to visit the emergency department. The answers to
the survey which were found to have a significant association with
emergency department visits included (1) not being able to get in touch
with doctor over the phone, (2) not being able to get an appointment
soon enough or (3) office not open convenient hours. Long waiting
times at doctor’s office was also found to be significantly associated
[20]. A study on Medicaid population had similar findings, and was
able to report that these timely access barriers were more common
among this population [21].

Weber and colleagues also concluded that the uninsured or those
lacking usual source of care could not explain the increasing rate of ED
utilization between 1996 and 2004 since the statistical test for trend
was not significant for these two groups. However, they identified that
the increase in ED service utilization could be tracked to an increase in
number of visits by those with a physician’s office identified as a usual
source of care and individuals above 400% of the poverty line [22].
These findings supported the results previously reported by Ragin and
colleagues who after surveying and analyzing clinical records of several
thousand ED users found that use of ED services was for most people
a choice often driven by convenience, a lack of access or dissatisfaction
with their other sources of care [23].

Many primary care services are for unscheduled, acute complaints.
Yet, it has been shown that there is a decrease in availability of PCPs
along with an increase in persons without a regular source of treatment,
and a perception of the inconvenience of standard office hours and wait
times. The appeal of urgent care centers focuses on convenience and
access. The urgent care centers are open extended hours and days, and
due to the walk-in strategy, no appointments are required. Wait time is
generally minimal. For these reasons urgent care becomes an attractive
alternative to delayed regular-hours appointments with primary care
physicians when illness or injury strikes un-expectantly.

Methodology

The retrospective study reviewed claims data from the Truven
Health MarketScan® Research Databases from 2011-2015. The
MarketScan® Research Databases are constructed from commercially
insured, paid medical and prescription drug claims. Collectively,
the databases incorporate data from almost 350 commercial payers
providing coverage for nearly 80% of commercially insured individuals
in the United States.

The data were filtered to identify urgent care visits in the outpatient
claims files by the use of the place of service code (STDPLC code 20).
Because urgent care visits are outpatient, with a duration of under 24
hours, and include all services on one bill, a single claim was deemed
to represent one visit. Urgent care visits that resulted in an inpatient
admission to the same provider, as indicated on the same claim, were
excluded. Primary care visits were identified by the use of the place
of service code that indicates office, (STDPLC code 11) and provider
specialty codes for Internal Medicine, Family Practice, and Geriatrician.
Although Obstetric/Gynecologists are often included as primary care,
they were excluded in this comparison.
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Utilization and price data were compared between urgent care visits
and primary care visits to assess variation and trends across regions
and across years. Regions were defined as follows: Northeast (9 states),
North Central (12 states), South (17 states) and West (13 states). Usual
source of care was assessed per urgent care patient to identify the ability
to access a primary care physician instead of using an urgent care
center. If an individual had evidence of at least one primary care visit
in the preceding 12 months, it was determined that he/she had access
to a PCP and thus had a usual source of care. Additionally, follow up
visits (same day, within one week and one month) post urgent care
services were assessed to determine if the urgent care patient was
treated by a primary care provider after the urgent care visit. Statistical
significance was measured using the two-proportion chi-square and
risk difference yield.

Results

The data yielded a total of 15,138,654 visits to urgent care centers
across 2011-2015. The year with the greatest number of UC visits
reported a total of 4,097. Primary care claims reflected a total of
294,376,160 visits across the same time period, with 69,079,869 as
the largest single year count. The total count of members seeking
urgent care services at least once in a year was 10,287,837, an average
of 2,057,567 per year. Primary care visits occurred for 93,338,214
members over four years, an average of 18,667,643 per year. The
count of total members in the data set fluctuated across years (due to
fluctuation in data contribution to Truven MarketScan®), thus rates of
visits per 1000 member years was used as a better reflection of trend
across years.

Table 1 shows the rates of visits in relation to the overall population,
comparing urgent care to primary care across 5 years and by region.
Primary care visits per 1000 members per year greatly exceed the rate
of urgent care visits. Yet, the increase in utilization of urgent care
services is evident in Figure 1, which illustrates the continuous annual
increase across years (up 44% in 2012, 36% in 2013, 18% in 2014, and
16% in 2015), whereas the rate of primary care utilization increased
only slightly (0% in 2012, 7% in 2013, 0% in 2014, and 1% in 2015).
Despite the lower trend in rate per 1000 for primary care, when viewed
as a mean count of visits per patient (patient who used primary care
services) primary care visits did not decrease over the years. The same
is true for the mean count of urgent care visits per urgent care patient.
In fact, the average number of visits per patient (users of primary care
services) remained relatively consistent at 3.21 visits per patient. The
average number of visits per patient for urgent care (users of urgent
care) also remained steady at 1.47.

Urgent Care Visits Per 1000 Member Years
160
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An obvious difference between the utilization of the two services
is made clear when reviewing the day of week for which services were
provided. Table 2 provides the percentage by day of the week for each
year, comparing visits to urgent care (UC) and primary care (PC). For
primary care, 96% of visits occur during weekdays, whereas for urgent
care, the percentage of visits are more evenly spread across all days of the
week, with 28%-29% occurring on weekend days. It was not possible,
in this data source, to evaluate the times of visits. However, use of
urgent care centers on weekend days is an indication of convenience
and access demand for unscheduled visits. The percent of visits in each
setting was also reviewed and it was found that overall, primary care
visits remained consistent across each of the 12 months of the year, but
some seasonality was shown for urgent care. The months of November,
December and January accounted for a higher percentage of visits than
other months in the urgent care setting (being 12%-43% more active
than other months).

We additionally assessed the pattern of utilization of urgent care
services to suggest convenience or access. We looked at the percentage
of urgent care utilizers who had evidence of a “usual source of care” by
searching for a documented primary care visit in the 12 months prior
to the urgent care visit. The percentage averaged 45%, and ranged
from 43% in 2013/2012 (persons with urgent care visit in 2013 who
had a primary care source in 12 months prior -2012-2013) to 47% in
2015/2014. This finding indicates that many urgent care utilizers had
a ‘usual source of care” but chose not to present to the primary care
provider. Table 3 reports the percentage of urgent care patients with
primary care visits both prior and post the urgent care visit in both a
one-week and a one-month time span. We found that over five years,
only 5% of urgent care visits were followed by a primary care visit
within one week, and 7% were followed up with a primary care visit
within 30 days, suggesting that the urgent care visit was regarded as
sufficient treatment.

In order to assess reasons for visits, we evaluated the primary
diagnoses on each urgent care claim and each primary care claim.
The five top billed diagnoses for urgent care visits were not related to
injury or emergency complaints,but were instead conditions of acute
distress such as acute sinusitis, acute pharyngitis, acute bronchitis,
acute upper respiratory infections, and urinary tract infection. Within
the remaining top ten reasons, urgent care reported streptococcal
sore throat, cough, fever, otitis media and sprain of ankle. The
top five billed diagnoses for primary care included general patient
management such as routine general medical exam, hypertension,
diabetes, and vaccinations. Within the top 10 reasons for a primary
care visit, similar acute diagnoses as seen in urgent care were noted
such as: acute pharyngitis, acute upper respiratory infection, and acute

Primary Care Visits Per 1000 Member Years
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Figure 1. Rate trends of urgent care and primary care visits across years and region.
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Table 1. Visits per 1000 Member Years.

VISITS PER 1000 Member Years: URGENT CARE

VISITS PER 1000 Member Years: PRIMARY CARE

North-east Cl\i‘r)l::'l;l South West Total North-east Cl\i (::};l South West Total
2011 33 40 47 57 45 2011 1,515 1,388 1,699 1,246 1,500
2012 67 48 67 77 64 2012 1,476 1,373 1,673 1,303 1,491
2013 51 68 108 103 87 2013 1,648 1,595 1,730 1,377 1,601
2014 103 71 119 122 103 2014 1,591 1,568 1,693 1,424 1,553
2015 119 82 135 123 119 2015 1,591 1,605 1,644 1,310 1,568
Table 2. Percentage of urgent care (UC) and primary care (PC) visits by day of the week.
2011 2011 2013 2014 2015
ucC PC ucC PC ucC PC ucC PC ucC PC
Monday 16.04 20.89 16.38 21.10 16.20 21.37 16.20 21.45 16.30 21.16
Tuesday 14.05 20.53 13.67 20.11 14.34 20.06 14.19 20.52 14.33 20.46
Wednesday 13.83 18.66 13.79 18.42 13.64 18.45 13.97 18.43 14.08 19.01
Thursday 13.17 18.84 13.26 18.91 13.23 18.44 12.97 18.45 13.49 18.46
Friday 13.90 17.39 13.88 17.58 13.89 17.49 13.79 17.15 13.70 16.87
Saturday 14.95 2.78 14.62 2.86 14.60 2.94 14.54 291 14.07 2.80
Sunday 14.06 0.90 14.40 1.02 14.11 1.24 14.34 1.09 14.03 1.24
Weekday 70.99 96.31 70.98 96.12 71.30 95.82 71.12 96.00 71.90 95.96
Weekend 29.01 3.69 29.02 3.88 28.71 4.18 28.88 4.00 28.10 4.04
Two proportion chi-square and risk difference yield significance for all at <0.001
Table 3. Consecutive Urgent Care (UC) and Primary Care (PC) Visits
UC patients with a PC visits within 1 week of each other
Total ?Cen\lll::l:s with PC visit 1 week before UC visit PC visit 1 week after UC visit PC-UC visit same day
(n) (%) (m) (%) (n) (%)
2011 1,410,633 41,017 291 80,031 5.67 17,169 1.22
2012 2,023,261 40,674 2.01 97,388 4.81 23,762 1.17
2013 2,117,921 45,111 2.13 93,000 439 23,307 1.10
2014 2,789,692 55,765 2.00 117,702 422 30,747 1.10
2015 1,946,330 46,224 2.37 103,338 5.31 23,350 1.20
UC patients with a PC visits within 1 month of each other
Total Il\;[ Ce""]li):i;s with PC visit 1 month before UC visit PC visit 1 month after UC visit
(m) (%) (n) (%)
2011 1,410,633 112,339 7.96 100,541 7.13
2012 2,023,261 144,004 7.12 143,000 7.07
2013 2,117,921 153,851 7.26 146,153 6.90
2014 2,789,692 196,048 7.03 158,176 5.67
2015 1,946,330 143,120 7.35 140,334 7.21

sinusitis. This finding confirmed that most urgent care visits were for
acute conditions that might be treated in primary care settings. This
again suggests that urgent care is a convenience and potentially used as
a substitute for primary care for select acute conditions, possibly due to
time, access, and lack of usual source of care.

We next explored if there were any price differences between urgent
care and primary care. To derive the median payment amounts by year,
we excluded claims that included an inpatient admission (generally
from a hospital-based urgent care center) which grossly inflated the
total cost of the claim. Payment is defined as allowed amount which
is the net paid amount inclusive of out-of-pocket payment. We also
excluded claims that had a 0 or negative allowed. The median payment
for an urgent care visit was consistently higher than that of primary
care (average 1.36 times) across years and across regions (p value
<0.001). Table 4 compares the median allowed amounts for urgent
care visits (average $126.98) and primary care visits (average $94.20).
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The trend across years was less for urgent care, which increased 14%
from 2011 to 2015, than for primary care, which increased 15% from
2011 to 2015. To insure consistency in services, we compared the two
provider types and concluded that similar procedures were conducted
for similar complaints based on billed procedural codes, and laboratory
charges were included in both claim sets. This finding suggests that
urgent care visits are much more costly than primary care visits, despite
serving similar complaints and including similar services.

Finally, because provider commercial payments vary based on
contracting, we reviewed the variance in median allowed amounts by
provider participation in-network or out-of-network. The data had
some claims with network status marked unknown and they are not
reported in Table 5. It was interesting to note that in some regions and
some years, the in-network median allowed amount was greater than
the out-of-network median amount. Overall, primary care median
allowed amounts for in-network providers were between 74% - 76% of
urgent care median allowed amounts [24-39].
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Table 4. Median allowed amount per claim (visit). Note: highlighted cells indicate in-network median is greater than out-of-network

MEDIAN ALLOWED AMOUNT: URGENT CARE
North

North-east Central South West Total
2011 138 100 127 110 118
2012 155 102 129 110 125
2013 160 108 132 114 128
2014 162 108 132 117 130
2015 150 112 132 130 134
MEDIAN ALLOWED AMOUNT: URGENT CARE
In Network
North-east CNe (:;:_l;l South West Total
2011 117 99 126 115 115
2012 125 102 128 110 119
2013 134 106 130 114 124
2014 165 108 131 116 130
2015 151 111 132 130 134
MEDIAN ALLOWED AMOUNT: URGENT CARE
Out of Network
North-east Cl\iz::'l:\l South ‘West Total
2011 145 98 130 99 102
2012 135 85 140 140 126
2013 144 89 142 144 133
2014 142 110 135 147 140
2015 145 121 140 155 145
Limitations

This study was limited to commercial claims data, thus use
of urgent care services for other populations such as Medicaid
and Medicare are not considered, and results may differ for those
consumers. Additionally, claims data are limited to services reported
for reimbursement purposes and clinical factors not recorded cannot
be considered. Furthermore, it is assumed from previous reports
that urgent care centers are most often located in metropolitan
areas, whereas primary care services are offered in all localities. This
geographic difference may contribute to the variations in reported
rates. Finally, the method for identifying usual source of care (claims
history) may not accurately reflect patient-provider relationships.

Conclusions

Urgent care services are increasing each year. Yet, the increase in
the rate of urgent care utilization does not impact the rate of primary
care visits. The convenient days of operation for urgent care providers
provides a convenience factor for persons seeking treatment of acute
conditions which may be effectively treated in a primary care setting.
Many of the patients reporting to an urgent care center have no “usual
source of care”, which may further prompt their use of urgent care.

Despite serving similar patient populations, and treating similar
acute complaints, urgent care visits are much more costly than primary
care. Some have suggested that urgent care services assist primary care
providers in deflecting the patients with unscheduled appointments,
with the hope that they will return to the primary care provider for
follow up. The follow up visits to a primary care provider occur only
in 7.95% of visits when allowing for 30 days. Therefore, it might be
concluded that urgent care is meeting a need for convenience, and
potentially replacing primary care for certain acute complaints. The
minimal degree of follow up could be reflective of patient failure to
comply with a referral or lack of referral from the urgent care provider
to coordinate with primary care follow up.

Fam Med Care, 2018 doi: 10.15761/FMC.1000102

MEDIAN ALLOWED AMOUNT: PRIMARY CARE
North

North-east Central South West Total
2011 79 83 88 97 86
2012 82 89 92 98 91
2013 87 90 92 100 92
2014 92 96 97 102 97
2015 89 100 98 118 99

MEDIAN ALLOWED AMOUNT: PRIMARY CARE
In Network

North-east Cl\i‘r):;:l;l South West Total
2011 76 83 88 101 86
2012 80 89 92 98 91
2013 83 91 93 101 95
2014 91 96 97 102 97
2015 88 100 98 117 99

MEDIAN ALLOWED AMOUNT: PRIMARY CARE

Out of Network

North-east Cl\i(:;?;l South West Total
2011 100 92 97 86 91
2012 106 83 100 117 102
2013 108 87 101 121 105
2014 108 84 105 125 106
2015 106 95 103 144 106
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