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BACKGROUND: Previous work has demonstrated racial/
ethnic differences in emergency department (ED) utiliza-
tion, but less is known about racial/ethnic differences in
the experience of care received during an ED visit.
OBJECTIVE: To examine differences in self-reported
healthcare utilization and experiences with ED care by
patients’ race/ethnicity.
DESIGN: Adult ED patients discharged to community
(DTC) were surveyed (response rate: 20.25%) using the
Emergency Department Patient Experience of Care
(EDPEC) DTC Survey. Linear regression was used to esti-
mate case-mix-adjusted differences in patient experience
between racial/ethnic groups.
PARTICIPANTS: 3122 survey respondents who were
discharged from the EDs of 50 hospitals nationwide
January–March 2016.
MAIN MEASURES: Six measures: getting timely care,
doctor and nurse communication, communication about
medications, receipt of sufficient information about test
results, whether hospital staff discussed the patient’s
ability to receive follow-up care, and willingness to recom-
mend the ED.
KEY RESULTS: Black and Hispanic patients were signif-
icantly more likely than White patients to report visiting
the ED for an ongoing health condition (40% Black, 30%
Hispanic, 28% White, p<0.001), report having visited an
ED 3+ times in the last 6 months (26% Black, 25% His-
panic, 19%White, p<0.001), and report not having a usu-
al source of care (19% Black, 19% Hispanic, 8% White,
p<0.001). Compared with White patients, Hispanic pa-
tients more often reported that hospital staff talked with
them about their ability to receive needed follow-up care
(+7.2 percentile points, p=0.038) and recommended the
ED (+7.2 points, p=0.037); Hispanic and Black patients
reported better doctor and nurse communication (+6.4
points, p=0.008; +4 points, p=0.036, respectively).
CONCLUSIONS: Hispanic and Black ED patients report-
ed higher ED utilization, lacked a usual source of care,
and reported better experience with ED care than White
patients. Results may reflect differences in care delivery
by staff and/or different expectations of ED care among
Hispanic and Black patients.
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INTRODUCTION

There were over 145 million emergency department (ED)
visits in the United States (U.S.) in 2016, equivalent to 45.8
visits per 100 persons.1 Each year, nearly 20% of adults in the
U.S. visit an ED.2, 3 ED utilization, however, varies by
race/ethnicity. While non-HispanicWhite (hereafter, “White”)
patients represent the majority of ED visits, non-Hispanic
Black or African American (hereafter, “Black”) individuals
are twice as likely to visit an ED as Whites or Hispanics (80.4
vs. 43.5 and 40.4 visits per 100 persons per year).1, 4, 5 In
addition, Blacks and Hispanics are more likely than Whites to
report receiving routine healthcare in an ED and are less likely
to report having a primary care provider.4–7

Though these racial/ethnic differences in ED utilization are
well documented, less is known about racial/ethnic differences
in the experience of care during an ED visit. In non-ED
healthcare settings, researchers have found racial/ethnic dif-
ferences in care experiences, though not in a consistent direc-
tion. In the hospital inpatient setting, Goldstein et al.8 found
that Hispanics and Blacks reported better care experiences
than Whites within the same hospital, but typically received
care from poorer-quality hospitals than Whites. In the hospice
setting, caregivers of Hispanic and Black decedents reported
better care experiences than caregivers of White decedents for
five of seven measures but reported worse care experiences
with respect to getting emotional and spiritual support.9 In the
Medicare outpatient setting, Hispanic beneficiaries generally
reported poorer care experiences than White beneficiaries, but
Hispanic beneficiaries reported better care experiences in
health plans that had a higher proportion of Hispanics;10, 11

also in the Medicare outpatient setting, Black beneficiaries
reported poorer care experiences than White beneficiaries for
six of nine measures.12 While prior studies have examined ED
experiences generally,13, 14 those that have examined racial/
ethnic differences have been limited in scope (e.g., using only
a single hospital) or relied on a single overall rating rather than
multiple patient experience domains (e.g., communication,
timeliness).15, 16
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Higher ED utilization is not completely explained by lack of
access to care.7, 17–20 ED utilization may be driven by a
combination of ED experiences and access to care.15, 16 Al-
ternatively, prior ED utilization may shape a patient’s reported
experience in the ED if prior utilization informs their expec-
tations or self-efficacy within an ED setting. Understanding
potential racial/ethnic differences in patient experience of care
in the ED is an important step towards understanding the
complex relationship between experience of care, access to
care, and ED utilization. Potential racial/ethnic differences in
ED experiences may be attributable to outright differences in
care provided by nurses, doctors, and other ED staff, or
differences in patient’s expectations of care delivery in the
ED. In addition, similar to non-ED settings, it would be
important to assess whether differences in care experiences
exist within EDs (racial/ethnic groups reporting different ex-
periences within the same ED) versus between EDs (racial/
ethnic groups concentrating within and thus receiving care
from poorer/better quality EDs), or a combination of both.
The Centers for Medicare & Medicaid Services (CMS) has

developed the Emergency Department Patient Experience of
Care (EDPEC) Discharged to Community (DTC) survey to
measure patient experience in the ED among adult patients
discharged to home.21 In this study, we used data from a
nationwide administration of the EDPEC DTC Survey to (1)
examine racial/ethnic differences in self-reported reasons for
ED utilization, ED utilization in the past 6 months, and report-
ed sources of usual care; and (2) examine differences in
reported experience of care in the ED, including timeliness
of care, communication about medications, and follow-up
care. In addition, we investigated whether racial/ethnic differ-
ences in reported experiences remained after accounting for
differences in ED utilization.

STUDY DATA AND METHODS

Data Source

Hospital-based EDs with 14,000 or more annual ED visits were
eligible for the study. The 50 hospitals that were recruited for this
study were representative of all eligible hospitals with respect to
the number of annual ED visits and geographic region (see
Appendix and Appendix Table 1 in the Supplementary
Information for more details about ED recruitment).
Patient eligibility for this survey was the same as eligibility

for the Hospital Consumer Assessment of Healthcare Pro-
viders and Systems (HCAHPS) Survey with one exception:
ED patients admitted to the hospital following the ED visit
were ineligible (see Appendix in the Supplementary
Information).22, 23 A total of 16,006 eligible patients
discharged from the 50 hospitals January–March 2016 were
randomly sampled and randomized to one of three survey
modes: mail only, telephone only, or mixed mode (mail with
telephone follow-up); the survey was conducted in English.
The overall response rate was 20.25% (see Appendix in the

Supplementary Information); survey mode effects are de-
scribed elsewhere.24 In this study, we analyzed data from the
3122 eligible respondents. The 43-item EDPEC DTC survey
instrument used in this study (EDPEC Version 3.0) is avail-
able online.21 Subsequent to the completion of this study, the
survey was revised and in March 2020 received the Consumer
Assessment of Healthcare Providers and Systems (CAHPS®)
trademark; the survey is now known as the Emergency De-
partment Consumer Assessment of Healthcare Providers and
Systems, or ED CAHPS®, survey.21 This study was approved
by the Institutional Review Board at the RAND Corporation
(Approval Number 2015-1060).

Dependent Variables: Measures

We analyzed six measures: three composite measures regard-
ing getting timely care, doctor and nurse communication, and
communication about medications; and three single-itemmea-
sures that assessed receipt of sufficient information from doc-
tors and nurses about test results, discussions with hospital
staff about ability to receive follow-up care, and willingness to
recommend the ED. Table 1 lists the survey questions in each
measure (see Appendix Table 2 in the Supplementary
Information for more details). Measurement properties of the
composite measures are detailed elsewhere.25

Previous studies have found that responses to specific
health-related patient experience survey questions (“report”
type questions) can be compared fairly across Black, White,
and Hispanic racial/ethnic groups because these groups tend to
use these response scales in a similar manner.26, 27 In contrast,
other studies have found that the 0–10 response scale
employed for the overall rating of care is used differently by
different racial/ethnic groups.28, 29 Because comparisons of
this rating across racial/ethnic groups might reflect differences
in response propensity rather than true differences in experi-
ences, we excluded the overall rating of ED care in our
analysis.
We calculated measure scores as top-box scores, in which

the best or most positive response option was coded as 100
and all other response options were coded as 0 (see Table 1).
For example, for the question “During this emergency room
visit, did doctors and nurses give you as much information as
you wanted about the results of these tests?,” the response
“Yes, definitely”was coded as 100, while “Yes, somewhat” or
“No” were coded as 0 (see Appendix Table 3 in the
Supplementary Information for results from a sensitivity
analysis that utilized an alternative scoring method).
Composites were calculated for each patient by averaging

the non-missing top-box scored items within the composite.

Patient Characteristics

Our main independent variable was patients’ race/ethnicity,
categorized as non-Hispanic White, Hispanic, non-Hispanic
Black, and “Other,” based on the patient’s self-report (see
Appendix in the Supplementary Information for details).
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Patients with no reported race/ethnicity, or who reported as
multiple races, non-Hispanic Asian/Pacific Islander, or Amer-
ican Indian/Alaska Native were classified into a single “Other”
category; due to small sample sizes, we do not present results
for this heterogeneous group.
For case-mix adjustment, we used patient characteristics

that have been previously shown to be associated with re-
sponse patterns (see the Statistical Analysis section), including
patient’s age, education, primary language spoken at home,
self-reported overall health status, reason for the ED visit,
arrival by ambulance, self-reported importance of getting
timely care, whether a proxy helped in completing the survey,
and response percentile.24 Response percentile is defined as
the rank-ordered number of days between a respondent’s
discharge date and the date that data collection activities ended
for the respondent relative to all eligible patients within an ED
and survey mode, scaled from 0 to 1.30–32 Additional patient
characteristics used for descriptive purposes were as follows:
gender, number of ED visits in the past 6 months, having a
primary care doctor/usual source of care, number of visits to
this usual source of care in the past 6 months, self-reported
mental health status, and geocoded rural-urban commuting
area codes.

Statistical Analysis

First, we summarized the patients’ demographic characteris-
tics, health-related characteristics, and health care utilization
and tested for differences between racial/ethnic groups using

chi-squared tests. We then used multivariate linear regression
models both to examine whether ED care experiences differed
by race/ethnicity and to assess the extent to which observed
differences were due to the concentration of racial/ethnic
minorities in particular hospitals (“between-ED” differences)
versus differential care experiences within the same hospitals
(“within-ED” differences). To estimate overall differences, we
ran models using the measures as the dependent variables and
race/ethnicity as the independent variable, adjusting for mode
of survey administration and the case-mix adjusters listed
above. To estimate differences in experiences for each racial/
ethnic group within a given ED, we used the same model,
adding fixed effects for hospitals. We then estimated between-
ED experiences for each racial/ethnic group by calculating the
difference between overall and within-ED estimates—that is,
the amount of the overall difference attributable to Black and
Hispanic patients’ receiving care from EDs that are on average
better or worse than the average ED from which White pa-
tients received care.
Lastly, we investigated whether any observed difference in

ED care experiences could be explained by differences in self-
reported past ED utilization and/or differences in having a
usual source of care, which potentially reflects familiarity with
receiving care in the ED setting. Specifically, we conducted a
mediation analysis wherein we further adjusted our multivar-
iate regression models with fixed effects for hospitals by
including patients’ frequency of ED use in the past 6 months
(1, 2, or 3+ times) and having a usual source of care (yes or no)
and compared the coefficients for Blacks and Hispanics

Table 1 Emergency Department Patient Experience of Care Discharged to Community Survey Items that Compose Each Measure

Measure Survey items Top-box
response option

Composites
Getting timely care (Q3) When you first arrived at the emergency room, how long was it before

someone talked to you about the reason why you were there?
Less than 5
minutes

(Q4) During this emergency room visit, did you get care within 30 minutes
of getting to the emergency room?

Yes

Doctor and nurse communication (Q16) During this emergency room visit, how often did nurses treat you with
courtesy and respect?

Always

(Q17) During this emergency room visit, how often did nurses listen
carefully to you?

Always

(Q18) During this emergency room visit, how often did nurses explain things
in a way you could understand?

Always

(Q19) During this emergency room visit, how often did doctors treat you
with courtesy and respect?

Always

(Q20) During this emergency room visit, how often did doctors listen
carefully to you?

Always

(Q21) During this emergency room visit, how often did doctors explain
things in a way you could understand?

Always

Communication about medications (Q6) During this emergency room visit, did the doctors or nurses ask about
all of the medicines you were taking?

Yes, definitely

(Q8) Before giving you any new medicine, did the doctors or nurses tell you
what the medicine was for?

Yes, definitely

(Q9) Before giving you any new medicine, did the doctors or nurses describe
possible side effects to you in a way you could understand?

Yes, definitely

Single items
Receipt of sufficient information from doctors
and nurses about test results

(Q15) During this emergency room visit, did doctors and nurses give you as
much information as you wanted about the results of these tests?

Yes, definitely

Discussions with hospital staff about a patient’s
ability to receive follow-up care

(Q27) Before you left the emergency room, did someone ask if you would be
able to get this follow-up care?

Yes

Willingness to recommend the ED (Q31) Would you recommend this emergency room to your friends and
family?

Definitely yes
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between models with and without the hypothesized mediators.
If self-reported past ED utilization and/or differences in having
a usual source of care mediated the effects of race/ethnicity on
patient experience, then the regression coefficients for race/
ethnicity should be reduced when the potential mediators are
added to the model.

RESULTS

Demographic Characteristics of Patients

Of the 3122 respondents to the EDPEC DTC Survey, 65%
were White (n=2022), 12% were Black (n=372), 10% were
Hispanic (n=323), and the remaining 13% (n=405) were clas-
sified as “Other.” Overall, compared to Whites, Blacks and
Hispanics were more likely to respond to the telephone-only
and mixed-mode protocols, more likely to be younger (18–54
years old) and less educated (obtaining a high school degree or
less), and more likely to live in metropolitan areas (p<0.001
for all; see Table 2). Hispanics weremore likely than Blacks or

Whites to primarily speak Spanish at home (p<0.001) and
have proxy help while completing the survey (p=0.031).

Health and ED Utilization by Race/Ethnicity

Compared with White patients, Hispanic and Black patients
were more likely to visit the ED for an ongoing health condi-
tion (as opposed to an accident or a new health problem), more
likely to have visited an ED three or more times in the last 6
months, and less likely to have a usual source of care (p<0.001
for all; see Table 3). Black and Hispanic patients were also
more likely to report poorer mental health (p=0.038).

Overall Differences in Care Experience by
Race/Ethnicity

Overall, Black and Hispanic patients reported better doctor
and nurse communication than White patients (+4.0 percent-
age points, p=0.036, for Black patients, and +6.4 percentage
points, p=0.008, for Hispanic patients; see Table 4). Compared
with White patients, Hispanic patients reported better

Table 2 Demographic Characteristics of Emergency Department Patient Experience of Care Discharged to Community Survey Respondents,
by Race/Ethnicity of Patients (N=3122)

Overall White Hispanic Black

Total respondents 3122 (100.0%) 2022 (64.8%) 323 (10.3%) 372 (11.9%)

Survey mode ***
Mail only 901 (28.9%) 680 (33.6%) 75 (23.2%) 72 (19.4%)
Telephone only 1126 (36.1%) 653 (32.3%) 128 (39.6%) 162 (43.5%)
Mixed mode 1095 (35.1%) 689 (34.1%) 120 (37.2%) 138 (37.1%)
Age ***
18–34 781 (25.0%) 401 (19.8%) 143 (44.3%) 128 (34.4%)
35–54 811 (26.0%) 464 (22.9%) 98 (30.3%) 123 (33.1%)
55–74 983 (31.5%) 714 (35.3%) 52 (16.1%) 91 (24.5%)
75 + 533 (17.1%) 432 (21.4%) 28 (8.7%) 30 (8.1%)
Unknown 14 (0.4%) 11 (0.5%) 2 (0.6%) 0 (0.0%)
Gender
Female 1926 (61.7%) 1231 (60.9%) 203 (62.8%) 238 (64.0%)
Male 1196 (38.3%) 791 (39.1%) 120 (37.2%) 134 (36.0%)
What is the highest grade or level of school that you have completed? (Q37) ***
8th grade or less 112 (3.6%) 56 (2.8%) 27 (8.4%) 9 (2.4%)
Some high school 274 (8.8%) 142 (7.0%) 35 (10.8%) 60 (16.1%)
High school or GED 956 (30.6%) 592 (29.3%) 123 (38.1%) 136 (36.6%)
Some college or 2-year degree 984 (31.5%) 665 (32.9%) 102 (31.6%) 126 (33.9%)
4-year college graduate 357 (11.4%) 271 (13.4%) 16 (5.0%) 25 (6.7%)
More than 4-year college degree 344 (11.0%) 280 (13.8%) 15 (4.6%) 13 (3.5%)
Unknown 95 (3.0%) 16 (0.8%) 5 (1.5%) 3 (0.8%)
What language do you mainly speak at home? (Q40) ***
English 2845 (91.1%) 1987 (98.3%) 200 (61.9%) 362 (97.3%)
Spanish 109 (3.5%) 1 (0.0%) 105 (32.5%) 1 (0.3%)
Other 69 (2.2%) 23 (1.1%) 4 (1.2%) 7 (1.9%)
Unknown 99 (3.2%) 11 (0.5%) 14 (4.3%) 2 (0.5%)
Did someone help you complete this survey? (Q41) *
No 2941 (94.2%) 1908 (94.4%) 297 (92.0%) 359 (96.5%)
Yes 154 (4.9%) 109 (5.4%) 25 (7.7%) 12 (3.2%)
Unknown 27 (0.9%) 5 (0.2%) 1 (0.3%) 1 (0.3%)
Patient geocoded rural-urban commuting area (RUCA) codes ***
Metropolitan (RUCA: 1–3) 2631 (84.3%) 1630 (80.6%) 310 (96.0%) 347 (93.3%)
Micropolitan (RUCA: 4–6) 312 (10.0%) 244 (12.1%) 6 (1.9%) 18 (4.8%)
Small town (RUCA: 7–9) 75 (2.4%) 56 (2.8%) 4 (1.2%) 6 (1.6%)
Rural (RUCA: 10) 102 (3.3%) 91 (4.5%) 2 (0.6%) 1 (0.3%)
Unknown 2 (0.1%) 1 (0.0%) 1 (0.3%) 0 (0.0%)

Notes: Significance was calculated using chi-square tests to determine differences in the distributions between White, Hispanic, and Black of non-
missing/known responses categories; overall column includes all patients including those in the “Other” category
*0.01 ≦ p < 0.05
**0.001 ≦ p < 0.01
***p < 0.001
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experiences regarding discussions with hospital staff about
their ability to receive follow-up care (+7.2 percentage points,
p=0.038) and were more likely to be willing to recommend the
ED (+7.2 percentage points, p=0.037). All of these significant
differences were medium-to-large in magnitude.33

Within-ED Differences in Care Experience by
Race/Ethnicity

Table 4 shows that observed overall differences are largely
attributable to within-ED differences with respect to doctor
and nurse communication. Within a given ED, Black and

Hispanic patients reported better doctor and nurse communi-
cation than White patients (+4.8 percentage points, p=0.026
for Black patients; +7.5 percentage points, p=0.003, for His-
panic patients). In addition, Black patients reported better
communication about medications than White patients (+4.9
percentage points, p=0.043) within a given ED.

Between-ED Differences in Care Experience by
Race/Ethnicity

In our examination of the between-ED differences, we found
that Hispanic patients were significantly more likely than

Table 3 Health- and Utilization-Related Characteristics of Emergency Department Patient Experience of Care Discharged to Community
Survey Respondents, by Race/Ethnicity of Patients (N=3122)

Total respondents Overall White Hispanic Black

3122 (100.0%) 2022 (64.8%) 323 (10.3%) 372 (11.9%)

Thinking about this visit, what was the main reason why you went to the emergency room? (Q1) ***
Accident or injury 780 (25.0%) 519 (25.7%) 72 (22.3%) 83 (22.3%)
A new health problem 1331 (42.6%) 896 (44.3%) 148 (45.8%) 136 (36.6%)
An ongoing health condition or concern 945 (30.3%) 559 (27.6%) 98 (30.3%) 147 (39.5%)
Unknown 66 (2.1%) 48 (2.4%) 5 (1.5%) 6 (1.6%)
For this visit, did you go to the emergency room in an ambulance? (Q2)
No 2519 (80.7%) 1637 (81.0%) 263 (81.4%) 294 (79.0%)
Yes 587 (18.8%) 376 (18.6%) 60 (18.6%) 73 (19.6%)
Unknown 16 (0.5%) 9 (0.4%) 0 (0.0%) 5 (1.3%)
In the last 6 months, how many times have you visited any emergency room to get care for yourself? Please include the emergency room
visit you have been answering questions about in this survey. (Q32)

***

1 time 1691 (54.2%) 1163 (57.5%) 160 (49.5%) 180 (48.4%)
2 times 651 (20.9%) 405 (20.0%) 76 (23.5%) 84 (22.6%)
3 times 326 (10.4%) 196 (9.7%) 48 (14.9%) 35 (9.4%)
4 times 155 (5.0%) 91 (4.5%) 12 (3.7%) 31 (8.3%)
5–9 times 134 (4.3%) 76 (3.8%) 14 (4.3%) 21 (5.6%)
10 or more times 34 (1.1%) 17 (0.8%) 6 (1.9%) 8 (2.2%)
Unknown 131 (4.2%) 74 (3.7%) 7 (2.2%) 13 (3.5%)
Not counting the emergency room, is there a doctor’s office, clinic, or other place you usually go if you need a check-up, want advice
about a health problem, or get sick or hurt? (screener) (Q33)

***

No 364 (11.7%) 168 (8.3%) 62 (19.2%) 70 (18.8%)
Yes 2666 (85.4%) 1807 (89.4%) 256 (79.3%) 297 (79.8%)
Unknown 92 (2.9%) 47 (2.3%) 5 (1.5%) 5 (1.3%)
How many times in the last 6 months did you visit that doctor’s office, clinic, health center, or other place to get care or advice about your
health? (Q34)

**

None 229 (7.3%) 138 (6.8%) 29 (9.0%) 38 (10.2%)
1 time 550 (17.6%) 392 (19.4%) 43 (13.3%) 58 (15.6%)
2 times 632 (20.2%) 435 (21.5%) 56 (17.3%) 63 (16.9%)
3 times 396 (12.7%) 275 (13.6%) 27 (8.4%) 54 (14.5%)
4 times 266 (8.5%) 185 (9.1%) 31 (9.6%) 21 (5.6%)
5–9 times 368 (11.8%) 238 (11.8%) 48 (14.9%) 39 (10.5%)
10 or more times 158 (5.1%) 101 (5.0%) 20 (6.2%) 12 (3.2%)
Unknown 159 (5.1%) 90 (4.5%) 7 (2.2%) 17 (4.6%)
Screened out 364 (11.7%) 168 (8.3%) 62 (19.2%) 70 (18.8%)
In general, how would you rate your overall health? (Q35) *
Poor 221 (7.1%) 138 (6.8%) 25 (7.7%) 22 (5.9%)
Fair 648 (20.8%) 398 (19.7%) 70 (21.7%) 100 (26.9%)
Good 999 (32.0%) 673 (33.3%) 102 (31.6%) 128 (34.4%)
Very good 793 (25.4%) 557 (27.5%) 81 (25.1%) 71 (19.1%)
Excellent 383 (12.3%) 240 (11.9%) 42 (13.0%) 48 (12.9%)
Unknown 78 (2.5%) 16 (0.8%) 3 (0.9%) 3 (0.8%)
In general, how would you rate your overall mental or emotional health? (Q36) *
Poor 101 (3.2%) 62 (3.1%) 10 (3.1%) 15 (4.0%)
Fair 392 (12.6%) 244 (12.1%) 48 (14.9%) 52 (14.0%)
Good 795 (25.5%) 531 (26.3%) 76 (23.5%) 100 (26.9%)
Very good 856 (27.4%) 616 (30.5%) 81 (25.1%) 84 (22.6%)
Excellent 903 (28.9%) 558 (27.6%) 105 (32.5%) 118 (31.7%)
Unknown 75 (2.4%) 11 (0.5%) 3 (0.9%) 3 (0.8%)

Notes: Significance was calculated using chi-square tests to determine differences in the distributions between White, Hispanic, and Black of non-
missing/known responses categories; overall column includes all patients including those in the “Other” category
*0.01 ≦ p < 0.05
**0.001 ≦ p < 0.01
***p < 0.001
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Whites to receive care from EDs that offered poorer care
experiences on getting timely care (see Table 4). Compared
with Whites, Hispanic patients received care from EDs that
averaged 3.5 percentage points lower (p=0.013) on this mea-
sure, a medium difference.33 There were no other instances of
statistically significant between-ED racial/ethnic differences
in patient experiences.

Examination of Potential Mediation

In our examination of potential mediation of racial/ethnic
differences in patient experience by patients’ frequency of
ED use in the past 6 months and having a usual source of
care, there was no evidence of mediation. Specifically, in no
instance did a hypothesized mediator reduce racial/ethnic dif-
ferences in patient experience to a statistically significant
degree (results not shown).

DISCUSSION

Visits to the ED are common for many in the U.S. who need
medical assistance with an urgent condition, and ED utiliza-
tion is higher for Black and Hispanic patients, who may face
additional structural barriers to care, including insurance and
network coverage.1–3 We find that for some aspects of the ED
care experience, Blacks and Hispanics report better care than
Whites; the magnitude of these differences is medium-to-
large33 and substantially greater than those observed in hospi-
tal inpatient and hospice settings.8, 9

We offer two hypotheses for these observed differences.
First, given their comparatively greater use of and experience
with the ED, Black and Hispanic patients may be more likely

to expect challenging ED experiences, especially if they had
previously experienced poor treatment or interactions with ED
staff in the past.5, 6 If, based upon prior experience, a patient
expects to wait a substantial amount of time to be seen or to
have only cursory and limited communication with ED staff,
then a briefer than anticipated wait time and substantial com-
munication may exceed those expectations. As an alternative
hypothesis, patients with higher prior ED utilization or who
lack a usual source of care may be savvier with respect to
meeting their needs in an ED setting. Thus, better experience
in the EDmay be a result of their own focused efforts to get the
information they need. However, if this were the case, we
would have expected ED utilization to mediate the differences
in experience, which we did not observe. Possibly, our mea-
sure of utilization alone does not adequately capture differ-
ences in patient expectations or knowledge; other specific
measures assessing, e.g., patient expectations are needed to
test this hypothesis.
It is also possible that ED providers may be aware of patient

subgroups that are more likely to use the ED and to lack a
usual source of care and exert more effort to communicate
effectively with them. For example, ED staff may discuss
follow-up care more comprehensively with some patients to
help them understand where to go in the future and to avoid
clinically unnecessary use of EDs.While this hypothesis is not
testable with our data, it would be in line with past efforts to
increase cultural competence in the ED.16, 34

We also found that Hispanic patients were significantly
more likely than Whites to receive care from EDs that typi-
cally provide less timely care. This difference in access to EDs
that provide timely care is worrisome, especially as it is not
limited to the ED setting—prior work has shown that

Table 4 Measure Scores by Race/Ethnicity Of Patients

Measures Case-mix adjusted differences from Whites

Case-mix adjusted overall
scores

Overall Within-ED Between-ED

White Hispanic Black Hispanic Black Hispanic Black Hispanic Black

Composites
Getting timely care 70.5 66.6 67.7 −3.9 −2.9 −0.4 −0.4 −3.5* −2.5
Doctor and nurse communication 76.4 82.8** 80.4* 6.4** 4.0* 7.5** 4.8* −1.1 −0.8
Communication about medications 79.9 83.1 82.8 3.2 2.9 3.3 4.9* −0.1 −1.9
Single items
Receipt of sufficient information from doctors and
nurses about test results

69.2 75.9 72.6 6.7 3.4 4.7 4.0 1.9 −0.6

Discussions with hospital staff about a patient’s
ability to receive follow-up care

77.5 84.7* 81.4 7.2* 3.9 6.8 3.6 0.4 0.3

Willingness to recommend the ED 65.0 72.2* 69.1 7.2* 4.0 5.5 2.9 1.7 1.2

Notes: Survey items were scored using top-box scoring in which the best or most positive response option was coded as 100 and all other response
options were coded as 0. For example, for the question “During this emergency room visit, did doctors and nurses give you as much information as you
wanted about the results of these tests?,” the response “Yes, definitely” was coded as 100, while “Yes, somewhat” or “No” were coded as 0. Scores
were adjusted for case-mix and mode of survey administration (mail only, telephone only, or mixed mode—that is, mail with telephone follow-up).
Overall results are from fixed-effects models that estimated the difference between Black or Hispanic patients and White patients, with case-mix adjusted
for patient characteristics and mode of survey administration. Within-ED results are from models that added hospital fixed effects, thereby controlling
for hospital-based EDs. Between-ED effects were estimated as the difference between overall and within-ED effects. Significance refers to difference
from White. The “Other” race/ethnicity category was included in the models, but results are not shown
*0.01 ≦ p < 0.05
**0.001 ≦ p < 0.01
***p < 0.001
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minorities tend to receive care from poorer-quality hospitals
and hospices as well.8, 9 All patients should have access to
high-quality care and further efforts are needed to ensure
broader access to high-quality care.
Although Blacks and Hispanics report better care experi-

ences than Whites for some measures, there is still substantial
room for improvement for all groups. For example, Hispanics
have the highest score, 84.7, for the measure of whether there
was a discussion with hospital staff about the patient’s ability to
receive follow-up care, which indicates that 15.3% did not
report having such discussions. After-care discussions are im-
portant to ensure that patients knowwhat to dowhen discharged
and to reduce clinically unnecessary return visits to the ED. EDs
generally cannot provide continuity of care and usually cannot
access past medical care information, making appropriate treat-
ment of complex existing conditions difficult.35–38

Our study has limitations. First, the 50 EDs that participated
in this study were large, voluntarily agreed to participate, and
were hospital-based EDs (freestanding EDs were excluded
from recruitment; see Appendix in the Supplementary
Information); if these EDs and their patients substantially
differ from others nationwide, our results may not be general-
izable to all EDs. Second, our response rate was low and
results are limited to survey respondents only and thus may
not be representative of all EDDTC patients in these hospitals.
Third, we did not have any information about past experiences
with ED care, insurance information, staff race/ethnicity, or
language spoken by staff; racial/ethnic differences may be
partially explained by these unmeasured confounders. Lastly,
these data were collected in 2016 and thus do not reflect the
dramatic change in the ED environment that has occurred as a
result of COVID-19. EDs have had to make radical changes in
care delivery that will likely affect patient experience (e.g.,
patients not being able to bring a friend or relative with them
into the ED). Our study has notable strengths, such as the
inclusion of 50 diverse geographically dispersed EDs and the
ability to adjust for several potential confounders, including
the reason for the ED visit, arrival by ambulance, patients’
language, education, and self-reported health.
In summary, we found that Hispanic and Black ED patients

reported higher ED utilization, more often lacked a usual
source of care, and reported better experience with ED care
compared to White patients. Future work should investigate
other potential explanations of differences in ED care experi-
ence, ED utilization, and their relationship to one another that
could help EDs identify and target areas for quality
improvement.

Supplementary Information The online version contains supple-
mentary material available at https://doi.org/10.1007/s11606-021-
06738-0

Acknowledgments: The authors thank Laura Giordano and the
Health Services Advisory Group team, and Rosa-Elena Garcia and
other RAND Survey Research Group staff for their contributions to
hospital recruitment and data collection.

Corresponding Author: Layla Parast, PhD; RAND Corporation,
1776 Ma in S t re e t , San ta Mon i ca , CA 90401 , USA
(e-mail: parast@rand.org).

Funding This work was supported by the Centers for Medicare &
Medicaid Services, Department of Health and Human Services
[HHSM-500-2016-00093G and GS-10F-0275P/75FCMC18F0061].

Declarations:

Conflict of Interest: The authors declare that they do not have a
conflict of interest.

Disclaimer: The content of this publication neither necessarily reflects
the views or policies of the Department of Health and Human Services
nor does the mention of trade names, commercial products, or organi-
zations imply endorsement by the U.S. Government. The authors as-
sume full responsibility for the accuracy and completeness of the ideas
presented.

REFERENCES
1. National Hospital Ambulatory Medical Care Survey: 2016 Emergency

Department Summary Tables. https://www.cdc.gov/nchs/data/
nhamcs/web_tables/2016_ed_web_tables.pdf Accessed August 28, 2019

2. Gindi RM, Black LI, Cohen RA. Reasons for emergency room use among
US adults aged 18-64: National Health Interview Survey, 2013 and 2014.
Nat Health Stat Rep 2016(90):1-16.

3. National Center for Health Statistics. Health, United States, 2014: With
Special Feature on Adults Aged 55–64. Hyattsville, MD. Report No. 2015-
1232.

4. Liu T, Sayre MR, Carleton SC. Emergency medical care: types, trends,
and factors related to nonurgent visits. Acad Emerg Med
1999;6(11):1147-1152.

5. Doty MM, Holmgren AL. Health care disconnect: Gaps in coverage and
care for minority adults. Commonwealth Fund 2006;21:1-12.

6. Hong R, Baumann BM, Boudreaux ED. The emergency department for
routine healthcare: race/ethnicity, socioeconomic status, and perceptual
factors. J Emerg Med 2007;32(2):149-158.

7. Walls CA, Rhodes KV, Kennedy JJ. The emergency department as usual
source of medical care: estimates from the 1998 National Health
Interview Survey. Acad Emerg Med 2002;9(11):1140-1145.

8. Goldstein E, Elliott MN, Lehrman WG, Hambarsoomian K, Giordano
LA. Racial/ethnic differences in patients’ perceptions of inpatient care
using the HCAHPS survey. Med Care Res Rev 2010;67(1):74-92.

9. Price RA, Parast L, Haas A, Teno JM, Elliott MN. Black And Hispanic
Patients Receive Hospice Care Similar To That Of White Patients When In
The Same Hospices. Health Aff 2017;36(7):1283-1290.

10. Price RA, Haviland AM, Hambarsoomian K, et al. Do Experiences with
Medicare Managed Care Vary According to the Proportion of Same-Race/
Ethnicity/Language Individuals Enrolled in One’s Contract? Health Serv
Res 2015;50(5):1649-1687.

11. Weech-Maldonado R, Fongwa MN, Gutierrez P, Hays RD. Language
and regional differences in evaluations of Medicare managed care by
Hispanics. Health Serv Res 2008;43(2):552-568.

12. Fongwa MN, Cunningham W, Weech-Maldonado R, Gutierrez PR,
Hays RD. Reports and ratings of care: black and white Medicare
enrollees. J Health Care Poor Underserved 2008;19(4):1136-1147.

13. Sonis JD, Aaronson EL, Lee RY, Philpotts LL, White BA. Emergency
department patient experience: a systematic review of the literature. J
Patient Exp 2018;5(2):101-106.

14. Nairn S, Whotton E, Marshal C, Roberts M, Swann G. The patient
experience in emergency departments: a review of the literature. Accid
Emerg Nurs 2004;12(3):159-165.

15. Morgan MW, Salzman JG, LeFevere RC, Thomas AJ, Isenberger KM.
Demographic, operational, and healthcare utilization factors associated
with emergency department patient satisfaction. West J Emerg Med
2015;16(4):516.

16. Sun BC, Adams J, Orav EJ, Rucker DW, Brennan TA, Burstin HR.
Determinants of patient satisfaction and willingness to return with
emergency care. Ann Emerg Med 2000;35(5):426-434.

55Parast et al.: Differences in ED Utilization and ExperienceJGIM

https://doi.org/10.1007/s11606-021-06738-0
https://doi.org/10.1007/s11606-021-06738-0
http://dx.doi.org/https://www.cdc.gov/nchs/data/nhamcs/web_tables/2016_ed_web_tables.pdf
http://dx.doi.org/https://www.cdc.gov/nchs/data/nhamcs/web_tables/2016_ed_web_tables.pdf


17. Rust G, Ye J, Baltrus P, Daniels E, Adesunloye B, Fryer GE. Practical
barriers to timely primary care access: impact on adult use of emergency
department services. Arch Intern Med 2008;168(15):1705-1710.

18. Guttman N, Zimmerman DR, Nelson MS. The many faces of access:
reasons for medically nonurgent emergency department visits. J Health
Polit Policy Law 2003;28(6):1089-1120.

19. Ragin DF, Hwang U, Cydulka RK, et al. Reasons for using the
emergency department: results of the EMPATH Study. Acad Emerg Med
2005;12(12):1158-1166.

20. Weber EJ, Showstack JA, Hunt KA, et al. Are the uninsured
responsible for the increase in emergency department visits in the United
States? Ann Emerg Med. 2008;52(2):108-115. e101.

21. CMS. Emergency Department CAHPS (ED CAHPS) Survey. Centers for
Medicare & Medicaid Services (CMS). Baltimore, MD. https://www.cms.
gov/Research-Statistics-Data-and-Systems/Research/CAHPS/ed.html
Accessed November 10, 2020. 2020.

22. Giordano LA, Elliott MN, Goldstein E, Lehrman WG, Spencer PA.
Development, implementation, and public reporting of the HCAHPS
survey. Med Care Res Rev 2010;67(1):27-37.

23. HCAHPS. Hospital Consumer Assessment of Healthcare Providers and
Systems. http://www.hcahpsonline.org Centers for Medicare & Medicaid
Services, Baltimore, MD. Accessed January 30, 2020. 2020.

24. Parast L, Mathews M, Tolpadi A, Elliott M, Flow-Delwiche E, Becker
K. National Testing of the Emergency Department Patient Experience of
Care (EDPEC) Discharged to Community (DTC) Survey and Implications
for Adjustment in Scoring. Med Care 2019;57(1):42-48.

25. Weinick RM, Becker K, Parast L, et al. Emergency Department Patient
Experience of Care Survey: Development and Field Test. Santa Monica:
RAND Corporation;2014.

26. Weinick RM, Elliott MN, Volandes AE, Lopez L, Burkhart Q, Schle-
singer M. Using standardized encounters to understand reported racial/
ethnic disparities in patient experiences with care. Health Serv Res
2011;46(2):491-509.

27. Cleary PD, Lubalin J, Hays RD, Short PF, Edgman-Levitan S,
Sheridan S. Debating survey approaches. Health Aff 1998;17(1):265-
266.

28. Elliott MN, Haviland AM, Kanouse DE, Hambarsoomian K, Hays RD.
Adjusting for subgroup differences in extreme response tendency in
ratings of health care: impact on disparity estimates. Health Serv Res.
2009;44(2p1):542-561.

29. Weech-Maldonado R, Elliott MN, Oluwole A, Schiller KC, Hays RD.
Survey response style and differential use of CAHPS rating scales by
Hispanics. Med Care 2008;46(9):963.

30. Barron DN, West E, Reeves R, Hawkes D. It takes patience and
persistence to get negative feedback about patients’ experiences: a
secondary analysis of national inpatient survey data. BMC Health Serv
Res 2014;14(1):153

31. Elliott MN, Zaslavsky AM, Goldstein E, et al. Effects of survey mode,
patient mix, and nonresponse on CAHPS® hospital survey scores. Health
Serv Res. 2009;44(2p1):501-518

32. Zaslavsky AM, Zaborski LB, Cleary PD. Factors affecting response rates
to the Consumer Assessment of Health Plans Study survey. Med Care
2002;40:485-499.

33. Quigley DD, Elliott MN, Setodji CM, Hays RD. Quantifying Magnitude
of Group-Level Differences in Patient Experiences with Health Care.
Health Serv Res 2018;53(4):3027-3051.

34. Cone DC, Richardson LD, Todd KH, Betancourt JR, Lowe RA. Health
care disparities in emergency medicine. Acad Emerg Med
2003;10(11):1176-1183.

35. Frisse ME, Johnson KB, Nian H, et al. The financial impact of health
information exchange on emergency department care. J Am Med Inform
Assoc 2011;19(3):328-333.

36. Bodenheimer T. Coordinating care—a perilous journey through the
health care system. In. Vol 358. N Engl J Med 2008:1064-1071.

37. Poremski D, Harris DW, Kahan D, et al. Improving continuity of care for
frequent users of emergency departments: service user and provider
perspectives. Gen Hosp Psychiatry 2016;40:55-59.

38. Samal L, Dykes PC, Greenberg JO, et al. Care coordination gaps due to
lack of interoperability in the United States: a qualitative study and
literature review. BMC Health Serv Res 2016;16(1):143.

Publisher’s Note: Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

56 Parast et al.: Differences in ED Utilization and Experience JGIM

http://dx.doi.org/https://www.cms.gov/Research-Statistics-Data-and-Systems/Research/CAHPS/ed.html
http://dx.doi.org/https://www.cms.gov/Research-Statistics-Data-and-Systems/Research/CAHPS/ed.html
http://dx.doi.org/http://www.hcahpsonline.org

	This link is 10.1007/s11606-06738-,",
	Racial/Ethnic Differences in Emergency Department Utilization and Experience
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	INTRODUCTION
	STUDY DATA AND METHODS
	Data Source
	Dependent Variables: Measures
	Patient Characteristics
	Statistical Analysis

	RESULTS
	Demographic Characteristics of Patients
	Health and ED Utilization by Race/�Ethnicity
	Overall Differences in Care Experience by Race/�Ethnicity
	Within-ED Differences in Care Experience by Race/�Ethnicity
	Between-ED Differences in Care Experience by Race/�Ethnicity
	Examination of Potential Mediation

	DISCUSSION

	References


