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Urgent Care Refers 1 Patient in 50
to the ED

Urgent Message: Urgent care sends roughly 1 patientin 5o to the emergency depart-
ment. Most of those referrals involve symptoms that call forimaging, laboratory testing,
or monitoring that the clinic cannot provide. Some are emergencies identified during
the visit for an ordinary complaint.
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online review after paying his co-pay and waiting at

an urgent care, only to have the clinician send him
to the emergency department (ED) instead—making
the patient feel as if his time and money were wasted.
The emergency physician then objects to receiving a
patient he believes urgent care should have handled.
Meanwhile, the urgent care clinician never learns what
happened to the patient in the ED. This disconnect can
be explained and possibly improved upon by leveraging
data.

An analysis of 14.2 million deidentified private urgent
care visit records from the Experity network from the
first half of 2026 found 218,585 visits ended in an ED
referral. The big-picture analysis helps answer 3 ques-
tions operators have never been able to answer with
their own data:

= How often does ED referral happen?

= What kind of patient experiences a referral?

® What did the urgent care do before the patient

was referred?

E onsider a scenario in which a patient writes a scathing
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Figure 1. Routine Complaints Among ED-Referred Patients and Recorded Diagnosis in Urgent Care
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Among referred patients, bars represent the share of patients with each complaint whose visit ended with each associated diagnosis recorded in the urgent care.

Source: Deidentified visit records from the Experity network, January 1-June 30, 2026, limited to private visits (excluding occupational medicine) rendered by ap-
proximately 13,000 providers. For referred visits, the dataset included all charge lines (Current Procedural Terminology and Healthcare Common Procedure Coding
System), all charted diagnosis codes, the chief complaint recorded at registration, and the rendering provider's National Provider Identifier and credential. Visits
billed under placeholder provider identifiers (roughly 158,000) were excluded. Service categories are not mutually exclusive; a referred visit may include more than

1 ancillary service.

How Often Does Urgent Care Refer Patients to the ED?
Between 1.5-2.6% of urgent care visits end with a re-
ferral to the ED, or roughly 1 patient in 50. The category
is expressed as a range because visit disposition is cap-
tured inconsistently in the documentation. According
to data from the analysis, about 40% of providers with
at least 500 visits recorded no referrals over 6 months,
which almost certainly means some referrals happened
but were not recorded.

In many clinics, the disposition field represents extra
documentation work in the EMR for the clinician. It is
not required to close the chart, and it competes with
other tasks that drive payment. Therefore, it may not
be completed even when a referral is made. Meanwhile,
a provider who sends a patient to the ED by phoning
the charge nurse, printing records, and walking the
family to their car on the way out has done the clinical
work. But whether that work shows up as a coded dis-
position depends on whether it was built into the clos-
ing workflow.

Among the subset of providers who do record their
ED referrals, the rate was found to be 2.56% of visits.
Common sense would suggest—based on the reality of
unrecorded referrals—that the true rate of ED referrals
in urgent care overall is likely closer to the 2.6% end of
the range.

Which Patients Are Referred and Why?
Most ED-referred patients leave with a symptom
recorded, not a diagnosis. Abdominal pain in its various
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forms, for example, accounts for roughly 1 in 6 referrals,
the largest symptom category, according to the analysis,
and unspecified chest pain was found to be the top in-
dividual symptom code at 7.6%. These 2 categories rep-
resent patients who often need something ruled out,
which may require, for example, computed tomography
(CT) imaging, serial cardiac enzymes, monitoring, or
surgical consultation, which are resources rarely avail-
able at an urgent care center.

Plotting the chief complaint recorded at registration
against the services billed and the final outcome allows
these visits to be sorted into 3 distinct groups, each
with a different story behind it:

u ED referral needed because a higher level of care
was evident at arrival. Chest pain or pressure,
shortness of breath, and palpitations together make
up about 11% of referrals. These patients look like
emergency cases from the moment they check in,
and the clinic is not deciding whether to send
them to the ED so much as documenting what is
happening before they go.

u ED referral needed because the urgent care clinic
could not treat the patient. These are patients
who are referred quickly with little testing. Among
ED-referred patients who came to urgent care with
a laceration, for example, only 25% had any test
or treatment recorded in urgent care beyond the
exam itself. Among those who came in with swell-
ing, only 21% had any test or treatment recorded.
The reasons for quick referral may include: wounds

www.jucm.com



URGENT CARE REFERS 1 PATIENT IN 50 TO THE ED

Table 1. Services Rendered in Urgent Care Before ED Referral

Service Category ﬁ':;igf;;;e"ed Visits Common CPT or HCPCS Codes
Urinalysis / pregnancy testing 17.3% 81003, 81025, 81002
Electrocardiogram 15.2% 93000

Rapid infectious testing 11.9% 87804, 87811, 87880
Radiography (all) 10.0% 71046 and other 7xxxx
Point-of-care glucose 5.8% 82962, 82947

Injectable medications 4.2% 96372, 1885, J2405
Nebulizer / respiratory 2.2% 94640, )7620

Evaluation only, no ancillary services 47.2% E/M codes alone

CPT = Current Procedural Terminology; HCPCS = Healthcare Common Procedure Coding System. Service categories are not mutually exclusive; a referred visit may
include more than 1 ancillary service.

beyond what the clinic can repair; injuries needing
a CT scan the urgent care isn’t able to offer; or in-
fections requiring intravenous antibiotics the ur-
gent care isn’t set up to administer.

u ED referral needed because the higher level of
care was identified as necessary during the ur-
gent care visit. The third group is the one that
should change how operators talk about referrals.
These are patients who walk in looking like they
could be treated within typical urgent care capabil-
ities but left with an emergency. Cough alone ac-
counts for 5.5% of the 218,585 ED referrals in the
dataset, roughly 12,000 visits, and 11% of those
patients turned out to have pneumonia with
another 4% showing low blood oxygen in the
record, thanks to testing in the urgent care (Figure
1). Sore throat ED referrals are rare, but when one
happens, the analysis found nearly a quarter of the
time, the patient had a throat abscess that needed
to be drained, which warranted the ED referral.

What Happens in Urgent Care Before an ED Referral?

Just over half of all referred visits (52.8%) included at
least 1 diagnostic or therapeutic service at the urgent
care beyond the evaluation itself. Examples of the more
common services provided in urgent care before ED re-
ferral are summarized in Table 1.

In the analysis, the remaining 47.2% of visits with
ED referrals showed no billed ancillary services. History,
physical examination, and medical decision making
instead served as the urgent care evaluation in these
cases, and the coding data indicate that clinical work
was substantial: 83.8% of those visits were billed at E/M
level 4 or 5, consistent with substantial medical deci-
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sion-making complexity. Most of these visits without
ancillary services involved head injuries or complex
wounds, and testing would have delayed necessary care.

Three-quarters of ED referrals with chest pain in-
cluded an electrocardiogram (ECG) at the urgent care,
which means one-quarter in the dataset did not.
Whether those decisions were clinically appropriate is
a question for medical directors rather than admin-
istrators, but it is a question an operator can only ask if
the data is being captured in the first place.

“Nurse practitioners, physician

assistants, and physicians refer

at nearly the same rates across
the board.”

Referral rates differ widely from one provider to the
next. Out of every 1,000 patients seen, the lowest-re-
ferring individual clinicians send 3 to the ED, while
the highest-referring clinicians send 56 patients to the
ED. The clinician’s credential explains almost none of
that difference. Nurse practitioners, physician assistants,
and physicians refer at nearly the same rates across the
board. What the data cannot conclude is the “right” or
“optimal” rate of ED referrals because the records ana-
lyzed here end at the urgent care clinic door and do
not include the ED outcome.

What the Data Means for Operators
Before urgent care operators can draw conclusions about
ED referrals, they have to clean up their workflows.
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“Operators who review their
own referral diagnoses each
quarter will find patterns worth
acting on,and most of the
solutions cost less than adding
a piece of equipment.”

There is no way to manage a referral rate that is not ac-
curately reported, and today about 40% of high-volume
providers (at least 500 visits) show no referrals at all in
their records. This is not because they never send
anyone to the ED, but because, as noted above, the
field that captures the referral was likely not completed.
Whether the disposition field can be made mandatory
in the record is often a logistical question, but whether
the field is completed by clinicians is a workflow ques-
tion within any operator’s control. A daily or weekly

audit of visits with no disposition recorded or a standing
expectation that the team confirms the disposition be-
fore the chart is closed can help to capture the data.

The referral patterns also reveal what is missing. A
center sending a steady stream of patients with abdom-
inal pain to the ED may realize something about its ca-
pabilities and resources. Solutions may include, for ex-
ample, adding a test the clinic already has the capability
to run, building a relationship with a nearby imaging
center that takes same-day walk-ins, or knowing which
specialists in the area will see a patient the next morning
so the ED is not the only option. Operators who review
their own referral diagnoses each quarter will find pat-
terns worth acting on, and most of the solutions cost
less than adding a piece of equipment.

Finally, the discovered emergencies are worth talking
about outside the clinic. A referral rate for pneumonia,
for example, shows urgent care is doing real diagnostic
work before the patient reaches the ED. That is the
story operators should bring to payer negotiations and
health system partnership discussions, backed by their
own data. W
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