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SPECIAL INVESTIGATION 

 
America's Hospitals Are Approaching a Tipping 
Point 

 

An aging nation is creating more complex demand just as staffed beds, workforce supply, Medicare financing, and rural access become 
less reliable. 
 

BY KELLY EMRICK, DHSc, PhD, MBA, BSRT(ARRT)R 

 
The approaching crisis is not simply a shortage of buildings or licensed beds. It is a shortage of staffed, financially sustainable, operationally usable capacity. Original editorial image. 

THE CENTRAL FINDING 

The country is losing its capacity 
buffer 
A bed becomes capacity only when a hospital can staff 
it, support it with diagnostics and pharmacy, move 
patients through it safely, and discharge them into a 
functioning post-acute system. 

A 2025 JAMA Network Open analysis found that 
average national occupancy increased from 63.9% 
before the pandemic to 75.3% in 2024, driven largely by 
fewer staffed beds rather than an explosion in 
admissions. 

Without more staffed beds or fewer hospitalizations, 
adult-bed occupancy could reach 85% by 2032. At that 
level, hospitals lose the buffer needed for emergencies, 
seasonal surges, isolation, staff absences, and 
equipment failures. 

 

Aging changes intensity, not only 
volume 
The population aged 65 and older reached 61.2 million 
in 2024, up 13% since 2020. By 2030, every baby 
boomer will be at least 65. Older adults use emergency, 
inpatient, diagnostic, pharmacy, and post-acute services 
more intensively. 

Frailty, multimorbidity, polypharmacy, cognitive 
impairment, and limited caregiver support also make 
each admission and discharge more complex. Aging 
adds both volume and work to every occupied bed. 
REPORTING NOTE | The 85% occupancy level is a 
national planning benchmark, not a universal safety cutoff. 
Specialty mix, staffing, surge capability, and throughput 
reliability remain important. 

 

“The decisive question is not how 
many beds a hospital owns. It is 
how much safe, staffed, 
sustainable capacity it can 
reliably make available.” 

 

THE EVIDENCE 

Demand rises as usable supply 
narrows 
Leuchter and colleagues project that annual 
hospitalizations will increase from 36.2 million in 2025 
to 40.2 million in 2035 due to population aging, about 4 
million additional episodes each year. 

85% 

PROJECTED ADULT-BED OCCUPANCY BY 2032 

40.2M 

PROJECTED ANNUAL HOSPITALIZATIONS BY 2035 

417 

RURAL HOSPITALS VULNERABLE TO CLOSURE IN 
2026 

 

Medicare creates a demand-payment 
collision 
The same demographic wave shifts payer mix toward 
Medicare. MedPAC projected fee-for-service Medicare 
hospital margins near negative 10% in 2026. Positive 
total margins do not erase this payment-cost gap. 

The 2026 Medicare Trustees Report projects the 
Hospital Insurance Trust Fund will be depleted in the 
second quarter of 2033. Medicare would continue, but 
income would initially cover about 89% of scheduled 
benefits unless Congress acts. 

 

Rural communities may arrive first 
More than 40% of rural hospitals operate at a loss, and 
417 were vulnerable to closure in 2026. Hundreds have 
eliminated obstetric, surgical, or chemotherapy services. 
A building can remain open while essential care 
disappears. 
SOURCES | U.S. Census Bureau; CMS Medicare Trustees; 
MedPAC; HRSA; Chartis; Leuchter et al., JAMA Network Open, 
2025. Full references and methods appear in the underlying 
investigative report. 

THE HOSPITAL RESPONSE 

Do not begin with construction 
The reflexive response is to add beds. New rooms 
cannot solve the problem if hospitals cannot recruit 
nurses, run diagnostic services, or transfer medically 
ready patients to skilled nursing, home health, 
rehabilitation, and behavioral health care. 

The correct starting point is an effective-
capacity model: physical capacity multiplied by 
staffing, throughput reliability, downstream availability, 
and financial sustainability. One failed factor can 
neutralize the others. 

 

What should governing boards 
demand now? 

• Distinguish licensed, staffed, available, occupied, surge, and 
closed beds. 

• Quantify every unavailable bed-hour by staffing, infection-
control, equipment, environmental-services, or specialty-
support cause. 

• Measure avoidable inpatient days by discharge barrier and 
accountable owner. 

• Model 2030 demand by age, payer, service line, and referral 
geography. 

• Require every AI project to demonstrate hours removed, 
cycle time reduced, or capacity released. 

• Reject capital plans that lack a credible workforce and 
operating model. 

 

AI is a tool, not a rescue plan 
Predictive AI was integrated into the electronic records 
of 71% of hospitals in 2024. Ambient tools have reduced 
documentation burden. But reclaimed time creates no 
capacity unless it translates into greater access, a safer 
workload, a shorter turnaround, or stronger retention. 

INSIDE THE INVESTIGATION | Demography, staffed-bed 
supply, Medicare finance, rural access, workforce design, 
diagnostic capacity, AI governance, and a 30/60/90-day 
action plan. 

 


