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Every minute in the United States, an ambulance is turned away from a hospital because of a practice known as ambulance 

diversion.
1
 Diverting ambulances away from emergency departments (EDs) poses a serious threat to the health outcomes of both 

the insured and uninsured population. Ambulance diversions also indicate a struggling health system in need of comprehensive 

delivery system reforms. 
______________________________________________________________________________________________________________________________________________ 
 

WHAT IS AN AMBULANCE DIVERSION? 
 

 

An ambulance diversion occurs when a hospital ED cannot care for 

additional emergency patients. When a hospital is “on diversion” it redirects 

ambulances from their ED to another hospital or medical facility.
2
 

 

 

For example, consider a scenario where two hospitals—A and B—are 10 and 20 minutes away from an accident site 

respectively. If Hospital A is on divert status, the patient is taken to Hospital B, despite Hospital A’s proximity to the 

accident. As a result, the patient faces double the transport time.  
 

There is no standard criterion for when a hospital can divert ambulances from its ED. Each hospital, county, or state 

has it’s own set of measures for determining when a hospital may go on diversion, including: the number of staff on duty, bed 

capacity, and the number of walk-ins in the ED waiting room.  
 

Despite the lack of attention paid to diversion standards, ambulance diversion happens consistently in the United States. In 

2004, almost half of all hospitals and close to 70 percent of urban hospitals reported at least some time on diversion.
3
   

 

WHY DO DIVERSIONS MATTER? 
 

Ambulance diversions pose a health risk to anyone who needs immediate medical attention. Furthermore, ambulance 

diversions are an indication that individuals are using EDs for their primary care, and that hospitals have inadequate 

bed capacities, and/or are being poorly managed.  
 

Effects on Our Health: Ambulance diversions have an alarming effect on patient care. Anyone, regardless of insurance 

status, can be diverted from a hospital in an emergency. Ambulance diversions impact both emergency trips to the hospital and 

transports from one hospital to another.  

• Ambulance diversions hurt the quality of emergency care: A study from New York City boroughs found 

the mortality rate from heart attacks increased by 47 percent on days when hospitals were on diversion.
4
  

Additionally, patient care suffers when more than one hospital in a given area is on diversion. One study 

found that when more than 60 percent of area hospitals are on diversion, median treatment time for heart 

attacks increased by almost 10 minutes.
5
 

 

• Diversions affect the ability of patients to get needed care from another hospital: In Houston, the 

mortality rate of patients with severe injuries requiring inter-hospital transfer was more than 10 percent higher 

on “high-diversion” days—14 percent on low diversion days, and 25 percent on high diversion days.
6
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Causes of Diversion: There are several reasons why EDs put themselves on diversion, including: misuse of EDs for primary 

care and hospital bed capacity that is either insufficient or unstaffed. The number and designation of beds restricts patient 

movement from ambulance, to admission, to treatment. If hospitals could more efficiently and effectively manage patients and 

capacity, diversions could be reduced.  
 

• EDs have become a major source of primary care: Recent research by the New England Healthcare 

Institute found that roughly one-quarter of all emergency-room visits were non-urgent, and another quarter 

could have been addressed (or prevented) by a visit to a doctor’s office.
7
  In addition, the uninsured are twice 

as likely to visit an ED for a chronic condition that could be treated by a primary care physician.
8
  This misuse 

of EDs makes it more likely that a hospital will have to divert ambulances.  
 

• The number of patients that can be admitted to an ED is dictated by the number of staffed
9
 beds (beds 

attended to by hospital staff on duty) in a given hospital. Available hospital beds can only be utilized for 

new patients when the appropriate staff is available to monitor them. Hospitals will ask EMS providers to 

divert ambulances to other medical facilities if their emergency department staff is occupied and unable to 

promptly care for new arrivals.
10

  Lack of staffed beds is a particular problem in urban hospitals that handle a 

high volume of patients.  
 

• Inefficiencies in patient flow within a hospital often cause the hospital’s ED to go on diversion. 

According to the GAO, 50 percent of hospitals reported that the inability to transfer emergency patients from 

the ED to other inpatient beds within the hospital contributed to diversion. As the graph below shows, this 

inability to transfer patients efficiently was a major factor causing diversions 17 percent of the time.
11

 
 

Figure 1. Conditions Hospitals Reported as Contributing to Diversion, FY2001 
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Source: General Accounting Office, “Hospital Emergency Departments: Crowded Conditions Vary among Hospitals and Communities,” 

2003. 
 

WHAT CAN WE DO TO FIX THIS PROBLEM? 
 

There are two major possible policy solutions for ED diversion:  

• Standardizing Ambulance Diversion Criteria 

• Covering the Uninsured 
 

Standardizing Ambulance Diversion Criteria:  Standard criteria for when a hospital can put itself on diversion should be 

established and adopted by all hospitals. These criteria might include: percentage of hospital beds currently in use, the number 

of staff on duty, and, the number of people in the ED waiting room. Hospital accountability for reporting and abiding by 

diversion stipulations would be tied to a hospital’s receipt of federal funding. Failure to report diversion rates in a timely 

manner would jeopardize hospital funding. A comprehensive, national study to assess the actual state of hospital capacity 

nationwide, and the possible effects of capacity on ambulance diversion would provide a better understanding and possible 

solutions to the problem of ambulance diversions.  
 

Covering the Uninsured:  The large number of uninsured patients causes increased strain on already over-taxed emergency 

departments. Making sure all Americans have quality, affordable health coverage will help keep patients out of the hospital 

for non-emergent treatment and allow EDs to function at their highest level when patients need them the most. Ambulance 

diversions are further evidence that covering all Americans is a necessary step toward improving the overall quality of patient 

care in the U.S.
12
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