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Abstract

Objectives—As Shared Decision-Making (SDM) has received increased attention as a method to 

improve the patient-centeredness of emergency department (ED) care, we sought to determine 

patients’ desired level of involvement in medical decisions and their perceptions of potential 

barriers and facilitators to SDM in the ED.

Methods—We surveyed a cross-sectional sample of adult ED patients at three academic medical 

centers across the United States. The survey included 32 items regarding patient involvement in 

medical decisions including a modified Control Preference Scale (CPS) and questions about 

barriers and facilitators to SDM in the ED. Items were developed and refined based on prior 

literature and qualitative interviews with ED patients. Research assistants administered the survey 

in person.

Results—Of 797 patients approached, 661 (83%) agreed to participate. Participants were 52% 

female, 45% white, and 30% Hispanic. The majority of respondents (85–92%, depending on 

decision type) expressed a desire for some degree of involvement in decision-making in the ED, 

while 8–15% preferred to leave decision-making to their physician alone. Ninety-eight percent 

wanted to be involved with decisions when “something serious is going on.” The majority of 

patients (94%) indicated that self-efficacy was not a barrier to SDM in the ED. However, most 

patients (55%) reported a tendency to defer to the physician’s decision-making during an ED visit, 

with about half reporting they would wait for a physician to ask them to be involved.

Conclusion—We found the majority of ED patients in our large, diverse sample wanted to be 

involved in medical decisions, especially in the case of a “serious” medical problem, and felt that 

they had the ability to do so. Nevertheless, many patients were unlikely to actively seek 

involvement and defaulted to allowing the physician to make decisions during the ED visit. After 

fully explaining the consequences of a decision, clinicians should make an effort to explicitly 

ascertain patients’ desired level of involvement in decision-making.

Keywords

shared decision-making; patients’ perspectives; patient-centered care; patient engagement

INTRODUCTION

Patient engagement and shared decision-making (SDM) have received increased attention 

from the emergency medicine community.1–5 SDM is defined as a collaborative deliberation 

whereby patients and clinicians consider the potential harms and benefits of various medical 

options to come to a mutual agreement on how to proceed, accounting for the patient’s 

values, goals, and preferences.6,7 Ideally, SDM consists of a genuine dialogue between a 

patient and clinician in which the clinician shares evidence and clinical expertise, and the 

patient shares his/her preferences, values, and past experience. Reported benefits of SDM 

include increased patient knowledge and satisfaction, decreased decisional conflict, and 

improved resource utilization.8–10

Emergency physicians’ (EP’s) perspectives on SDM have been evaluated by several surveys 

and qualitative studies.4,5,11 Although these studies did find that many EPs recognize the 
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benefits of SDM and report using it frequently, numerous barriers were identified.4,5,11 In a 

survey study by Kanzaria et al., physicians endorsed the following attitudes towards SDM in 

the emergency department (ED): 1) patients often preferred their doctors make decisions, 2) 

patients often opted for care deemed “more aggressive than needed” by physicians, 3) 

decisions were too complicated for patients, and 4) that SDM took too much time. Other 

research examining the views of non-ED physicians has resulted in similar conclusions 

regarding barriers to the use of SDM.4,12 Numerous studies from non-ED settings have 

examined patients’ perspectives and experiences, noting several barriers to SDM including 

time constraints, the power and knowledge imbalance between doctors/clinicians and 

patients, and the expectations that both doctors and patients have about their respective roles 

in decision-making.13 Some research suggests that when faced with a high acuity medical 

problem, such as chest pain, patients want less involvement with decisions; however, other 

studies have failed to confirm this idea.14,15 Additionally, research on patient preferences for 

involvement have shown clear secular trends: patients today report they want more 

involvement than patients surveyed a decade ago.16 A 1999 single-center survey 

demonstrated that most ED patients want as much information as possible regarding 

decisions made in the ED; however, SDM, as it is currently defined, was not assessed.15 To 

our knowledge, no surveys of ED patients’ perceptions or preferences regarding SDM have 

been published.

We sought to assess patients’ desired level of involvement in emergency care medical 

decisions. Additionally, we sought to identify potential barriers and facilitators to the use of 

SDM in the ED, from patients’ perspectives, in order to inform future implementation 

efforts.

MATERIALS AND METHODS

Study design and setting

We administered the survey to a cross-section of stable, alert adult patients during or 

immediately after their visit to three academic EDs in three U.S. states (MA, NY, and CA). 

Instrument design, development, and testing are described below. The study was approved 

by each hospital’s Institutional Review Board and designed to comply with suggested 

quality standards for survey reporting in medical literature.17,18 All three hospitals are 

urban, teaching, safety-net hospitals. The CA hospital is a county hospital and level 1 trauma 

center, and sees over 75,000 visits annually. The MA hospital is an academic tertiary care 

center and level 1 trauma center with over 115,000 visits annually. The NY hospital is an 

academic center with 100,000 visits annually.

Selection of Participants

Trained research assistants (RAs) consulted with ED clinical staff to screen ED patients for 

eligibility. Exclusion criteria were inability to read or speak English, altered mental status 

(e.g. intoxication or delirium), hemodynamic instability, acute psychiatric condition, 

dementia, hearing impairment, or other cognitive impairment. Admitted patients boarding in 

the ED for more than 4 hours were also excluded, in order to avoid oversampling admitted 

patients. After initial screening for eligibility, RAs approached eligible patients. If the 
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patient had not previously completed a survey, they attempted to obtain consent for 

participation. If a patient was unavailable due to clinical care (e.g. phlebotomy, imaging), all 

attempts were made to re-approach this patient at the end their ED visit in order to 

approximate a consecutive sample. We used verbal informed consent to maintain the 

anonymity of participants. RAs offered to administer the survey orally and record the 

participant’s verbal responses or offered the participant the option to read and record their 

own responses via a paper version or tablet device. Screening logs were maintained to record 

reasons for exclusion and patient refusals. Subjects were recruited 7 days a week primarily 

between 7 AM and 11:59 PM.

Methods and Measurements

We administered a 32-item instrument containing items developed or adapted from the 

existing literature (Appendix 1).4,11,13,14,16,19,20 The survey was grouped into 3 sections: 1) 

Modified Control Preferences Scale (3 items), 2) Attitudes regarding barriers and facilitators 

to SDM in the ED (15 items), and 3) Demographics including characteristics of this visit (14 

items). Each section is described in further detail below.

To measure desire for involvement in decision-making, we used a modified Control 

Preferences Scale (CPS).20 We adapted this validated scale to address three decision points 

common to emergency care: testing (e.g., computed tomography), treatment (e.g., 

medication), and disposition (e.g., hospital admission versus discharge). The CPS has been 

used widely in multiple and varied clinical settings and has been modified for different 

scenarios.20–25 While the CPS was designed to measure “the degree of control an individual 

wants to assume when decisions are being made about medical treatment,” and not 

specifically whether the individual wants “shared decision-making,” it has become a proxy 

for SDM. (Box 1) Although some consider the middle option (3) the only true endorsement 

of a “collaborative approach” to decision-making, options 2, 3 and 4 all imply a desire to be 

involved in a conversation about the decision – with each varying in who makes the final 

decision. For example, option 4 states “I prefer that my doctor makes the final decision 

about which tests I will have after hearing and considering my input and opinions.” A 

participant choosing this response has implied that they want to have a conversation where 

the doctor “hears and considers” their input and opinions, which we consider a central aspect 

of SDM.

Box 1

Modified Control Preferences Scale reproduced from survey (Example 
below is for Tests. Two other questions assessed Treatment and 
Disposition decisions.) The full survey is available in Appendix 1

In this example, the doctor has talked to you and examined you and believes there are two reasonable options 
regarding TESTS (like CT scans or ultrasounds) for you. There are potential harms and benefits to each option, 
like radiation to your body or how fast the test could be done. Your doctor can describe the potential harms and 
benefits of the options to you. What best describes your preference… (Check only one)

1 □ I prefer to make decisions about which tests I will have.

2 □ I prefer to make decisions about which tests I will have, after seriously considering my doctor’s 
opinion.
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3 □ I prefer that my doctor and I share responsibility for deciding which tests I will have.

4 □ I prefer that my doctor make the decisions about which tests I will have after hearing and 
considering my input and opinions.

5 □ I prefer to leave all decisions regarding tests to my doctor.

To assess patient perspectives regarding barriers and facilitators, the study team used 

existing qualitative data examining patient-described barriers and facilitators to the use of 

SDM, as well as an ED-specific qualitative inquiry carried out in two EDs with the goal of 

informing this survey.13,16,26 We initially identified 41 candidate statements expressing 

domains relevant to SDM in the ED. Via cognitive interviews27 with patients, we condensed 

the candidate statements into 15 final statements. Questions assessed the domains considered 

most relevant by patients and two previous systematic reviews.13,16,26 Each statement was 

revised and re-examined via additional cognitive interviews, utilizing the teach-back method 

to assess comprehension. Respondents rated final statements on a 5-point Likert scale 

(strongly agree to strongly disagree).

The final items on the survey assessed demographic information such as age, gender, race/

ethnicity, educational level, and insurance status. At the conclusion of the survey, RAs 

utilized the patient record to document visit-specific information such as Emergency 

Severity Index (ESI), time and day of patient arrival, and disposition, if known.

All three sections of the survey were subjected to serial cognitive interviews and were 

revised based on feedback received.27 The final survey was piloted in two EDs with a 

purposeful sample of patients: patients of varying ages and literacy levels were approached 

to assess comprehension of survey questions. Both oral and written versions of the survey 

were piloted.

Outcomes

Our primary outcome was the proportion of patients reporting a preference for some degree 

of involvement in decision-making in the ED as defined by options 2, 3 and 4 on the CPS 

scale (Box 1). Although each statement is different regarding who makes the final decision, 

the study team determined that all three statements indicate the desire for a two-way 

exchange of medical information and patient values and preferences, and thus meet a 

pragmatic definition of SDM. Our secondary outcomes were the proportions of patients who 

agreed with each barrier/facilitator statement.

Analysis

Survey data were compiled and coded in a Research Electronic Data Capture (REDCap) 

database. REDCap is a secure, web-based application designed to support data capture for 

research studies.28 All surveys with >50% completion were included in the final analysis. 

Sample size was calculated using the assumption that for a large (>10,000) study population, 

623 respondents would be needed to have 80% power to detect medium effect sizes 

(Cohen’s d; medium effect size = 0.5 SD, large effect size 0.8 SD) with a margin of error of 

5%, for the CPS outcome (categorical variable).29
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Descriptive statistics were expressed as means and proportions as appropriate. T-tests, chi-

squares and non-parametric tests were used to compare means and proportions as 

appropriate. Regarding agreement with proposed barriers and facilitators, factors were 

grouped by domain and degree of agreement. All analyses were performed with R version 

3.4 (R Foundation for Statistical Computing, Vienna, Austria).

RESULTS

Characteristics of Patients and their ED Visit

Table 1 shows respondent characteristics. Of the 797 patients approached, 661 agreed to 

complete the survey (response rate 83%). Mean age was 47 years, 52% were female, and 

45% self-identified as white. The majority had a previous ED visit in the past 12 months. 

Table 2 shows characteristics of the ED visits. Seventy-nine percent of patients presented 

with an ESI of 1, 2, or 3, and the majority of the patients surveyed (over 90%) arrived 

between 6 am and 11:59 pm. Participants were surveyed on all 7 days of the week, however 

the weekend respondents made up only 11.5% of the total. Of the 136 patients who refused 

participation, mean age was 54, 50% were female, and 83% had an ESI of 1, 2 or 3. Thirty-

eight percent specified that they were “too tired or too sick” while the majority gave no 

reason for refusal (Figure 1).

Patient Control Preferences

Figure 2 shows results from the Control Preferences Scale. In general, we found minimal 

variation across the stated scenarios, with the majority of patients preferring one of the three 

shared approaches to decision-making (responses 2, 3 or 4): 81.6% (95%CI: 78.7–84.6%), 

85.2% (95%CI: 82.2–87.8%), and 89.5% (95%CI: 87.0–91.8%) for disposition, testing, and 

treatment respectively. The proportion of patients who preferred to have any decision made 

by the “physician alone” ranged from 8% (scenario regarding treatments) to 15% (scenario 

regarding disposition), while a small minority of patients preferred to have an autonomous 

role in any of the decisions (2–3% for each scenario). (The distribution of scores across 

scenarios and sites can be seen in Appendix 2.)

Barriers and Facilitators

Figure 3 shows respondents’ agreement with the proposed barriers and facilitators to SDM 

in the ED. Almost all respondents (98%) endorsed the idea that a higher acuity medical 

problem would make them want to be involved: “If something serious is going on with my 

health, I want to be involved in decisions about my health care.” Ninety-seven percent of 

respondents indicated that they were comfortable asking the doctor to explain when they did 

not understand the plan. Moreover, the majority of patients (94%) concurred that “If given 

enough information, I am capable of participating in decisions about my medical care.”

Notably, the majority of patients did not view patient self-efficacy or patient empowerment 

as a barrier or significant issue in participating in decision making in the ED (Figure 3a). 

The majority of patients (92%) agreed that “I know enough about my health and my body to 

be involved in my medical decisions” while 88% of patients also agreed or strongly agreed 

that “I am comfortable telling the doctor if I disagree with their plan.” Additionally, 82% 
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agreed or strongly agreed that they had “experiences making decisions together with a 

doctor.” In contrast to high patient agreement with self-efficacy, over 40% of patients were 

either neutral (18%) or in agreement (23%) with the statement: “Usually, I don’t understand 

the medical issues enough to be involved in decision-making.” (Figure 3b)

Despite the above findings, respondents also commonly indicated deference to physicians 

during an ED visit (Figure 3b). For example, 55% agreed or strongly agreed that “Whatever 

the doctor decides to do is ok with me, because s/he is the expert,” and 44% agreed or 

strongly agreed that they “would wait for a doctor to ask me to be involved before I get 

involved with decisions.” Additionally, 31% agreed/strongly agreed and 21% were neutral 

when asked, “if you advocate for yourself or your loved one too much, the doctors might see 

you as difficult.” Figure 3b indicates the statements with the widest variability of responses, 

indicating a broad spectrum of opinions.

Patients also identified two possible facilitators for SDM (Figure 3c). Over two thirds of 

patients (71%) agreed that “having written information about my options” and/or the 

“presence of a friend or family member” (67%) would make it easier for them to be involved 

in medical decisions during an ED visit. A sizable minority of patients also endorsed three 

physician/encounter-related barriers related to communication - “doctor does not usually ask 

for input” (29% agreed), “there is not enough time to discuss options in an ED” (29% 

agreed), and “doctors often use words I do not understand” (31% agreed) (Figure 3b).

DISCUSSION

Despite recent attention to SDM in the ED, this is the first study to broadly assess ED 

patients’ desired level of involvement in medical decisions and their perceptions regarding 

the potential barriers and facilitators to SDM in the ED. Although ED physicians perceive 

that many patients prefer that the physician decides the course of action,4 we found that the 

large majority of ED patients surveyed wanted some degree of involvement in decision-

making. This has immediate relevance for clinical practice, as Hudak et al. found that 

physicians are not capable of reliably estimating how much involvement a patient wants 

based on a clinical conversation.29 In combination with our findings, this suggests that all 

patients should be offered the opportunity to participate in the decision-making process to 

the degree that they desire. In order to avoid a “misdiagnosis” regarding patient decision-

making preferences, physicians should avoid making assumptions about patient decision-

making preferences.31 Although research has suggested that younger and more educated 

patients are more likely to want SDM as opposed to physician-directed decision-making, we 

intentionally decided against analyzing subsets in order to avoid promoting the perception 

that we as physicians can tell by demographics and clinical interactions how much 

involvement a particular patient would like. Our data suggest that if clinical equipoise exists, 

nearly all ED patients would like to be aware of the options available to them.1

Our analysis of patient-perceived barriers and facilitators expands on previous work but 

suggests some issues that may be more specific to the setting of the ED. First, our patients 

appeared to disagree with the current literature suggesting that patients who are more acutely 

ill or facing an unfamiliar disease are less likely to want SDM.14,24,32,33 Also, despite high 
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agreement on positive self-efficacy statements, our results imply that for many patients, 

communication and comprehension are still barriers to participation in SDM. Further 

research could be conducted to understand whether SDM barriers specific to communication 

and comprehension are mitigated by the presence of a third party such as patient family 

member or friend.

In contrast with the views of physicians, the majority of respondents felt that there was 

enough time to perform SDM in the ED.4,13 This discrepancy likely reflects the differing 

perspective and realities of clinicians and patients, with clinicians perceiving time pressures 

and patients perceiving their own ample availability. This discordance may warrant further 

examination: if a non-clinician member of the care team could facilitate the SDM 

conversation, it might be more likely to happen.

Our findings support evidence both of patient self-efficacy and deference to physicians, 

warranting additional consideration. In a systematic review of patient-reported barriers and 

facilitators to SDM, Joseph-Williams et al. report that both knowledge and power are 

necessary for a successful SDM interaction (and that knowledge alone does not confer 

power).13 ED patients overwhelmingly endorsed that they had the knowledge and power 

(which we grouped as self-efficacy) to have SDM conversations. However, half of them 

agreed that they would wait for a doctor to involve them and that they would generally defer 

to the physician’s decision-making. This finding agrees with previous qualitative work 

suggesting that the knowledge and power need also be accompanied by an explicit invitation 

from the physician.26 This is not to imply that the patients are, by waiting for an invitation, 

not empowered (or “activated”); empowered patients could, for example, be totally unaware 

that decisions are occurring in which they could participate. This finding also sheds light on 

why physicians may believe that many patients do not want to be involved in medical 

decision-making in the ED4− patients may want involvement, but do not explicitly ask for it, 

and defer to physicians. Clinicians may see this deferral and assume the patient does not 

want involvement, and in turn, the patient remains unaware of the possibility, and continues 

to appear passive, despite a desire to be involved. In this way, a cycle of not involving 

patients is perpetuated by both the patient and the clinician. Efforts should be made to 

explicitly solicit each patient’s desired level of involvement and then actively support this 

degree of engagement in the context of ED care. However, our previous research suggests 

that there should be significant information exchange before a patient is asked about their 

desired level of involvement. Patients who do not understand their options or the 

consequences of the decision at hand may prematurely defer to their physician.26

Our findings support the current perception that written information facilitates SDM in the 

ED.34 Lastly, those looking to facilitate SDM in their clinical practice should consider how 

to best utilize friends and family as active participants, as most participants in our study felt 

these allies would be helpful.

LIMITATIONS

Our study has a few limitations. While we systematically and consecutively approached 

eligible patients on different days and times across three academic medical centers in three 
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states, rather than establishing a convenience sample, it is possible that patients who agreed 

to complete the survey could have different attitudes than non-responders or those we did 

not approach. From the data we collected from those who were excluded and those who 

declined to participate, we can see that these patients were slightly older in comparison to 

those who completed the survey (mean age 58 and 54, respectively, versus 47) and more 

likely to be triaged as ESI level 1 or 2 (54% and 38%, respectively versus 31%), and 

therefore may have been more ill. This “healthier-person” bias may have been introduced 

because only stable and alert patients were approached and sicker patients may have been 

more likely to refuse. While being alert is a pre-requisite for SDM, hemodynamically 

stability is not, if clinical equipoise exists and time allows.1 Furthermore, as this survey was 

clearly about SDM, it is possible that the same forces that encourage people to defer to 

physicians may also encourage them to agree with survey questions – our knowledge of the 

pitfalls of surveys suggest that an “acquiescence effect” may account for 10% of agreement 

with positive statements.35

As noted in Table 2, our ability to survey patients who arrived late at night or on the 

weekend was limited, and these patients may have different responses. Additionally, our 

barriers and facilitators were developed based on current literature and our recent qualitative 

work, and other barriers and facilitators may exist. Our participants were all seen at urban 

centers, which may limit our external validity; our results may not be generalizable to non-

academic centers or rural EDs.

Lastly, we used an alternate interpretation of the CPS scale. While others have categorized 

participants who choose options 1 and 2 as “active,” 3 and “collaborative” and 4 and 5 as 

“passive,” we did not think this adequately described the preferences of these patients. 

Options 2 and 4, specifically, are overly simplified by this approach. We chose to present the 

raw data to allow clinicians to interpret these findings in light of their experience (Figure 2). 

We believe that patients endorsing options 2 and 4 are actually expressing at least some 

desire for SDM with their clinician, but may differ in how they would like to come to a final 

decision.

CONCLUSIONS

This is the largest study of ED patients’ perceptions of SDM to date. We found that the 

majority of alert, stable patients surveyed at three diverse sites preferred to be involved in 

decision-making when possible. Nearly all felt they were capable of having SDM 

conversations in the ED and reported they would want involvement in the case of a serious 

health problem. Despite high reported self-efficacy, many reported that they would not 

initiate a conversation requesting to be more involved in decision-making. Physicians should 

be aware that most patients would like to be involved with decisions, but that many are 

waiting for an explicit invitation.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Screened, approached, and surveyed patients and reasons for exclusion and refusal

*Participants were able to give multiple reasons for refusal
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Figure 2. 
Responses to modified Control Preferences Scale (CPS) items. The CPS was asked 

regarding three scenarios: admission versus discharge (dark blue), treatment decisions 

(grey), and testing decisions (light blue)
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Figure 3. 
Patient agreement concerning barriers and facilitators to Shared Decision-Making in the 

Emergency Department. Figure 3a. Domains not perceived as barriers by most respondents; 

Figure 3b. Domains perceived as barriers by some respondents; Figure 3c. Domains 

perceived as facilitators by most respondents.
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Table 1

Patient Demographics and self-reported health

Characteristic Variable
Total

N = 661
MA

n = 355
NY

n = 156
CA

n = 150

Age - mean (SD) 46.9 (17.31) 49.7 (18.56) 40.9 (13.92) 46.7 (15.99)

Gender by self-report (%)

 Female 342 (51.7) 186 (52.4) 94 (60.3) 62 (41.3)

 Male 298 (45.1) 150 (42.3) 60 (38.5) 88 (58.7)

 Missing 21 (3.1) 19 (5.4) 2 (1.3) 0 (0.0)

Race/ethnicity by self-report (%)

 White/Caucasian 297 (44.9) 228 (64.2) 22 (14.1) 47 (31.3)

 Hispanic 196 (29.7) 92 (25.9) 71 (45.5) 33 (22.0)

 Black/African American 140 (21.2) 39 (11.0) 61 (39.1) 40 (26.7)

 Asian 22 (3.3) 0 (0.0) 5 (3.2) 17 (11.3)

 Other 173 (26.2) 68 (19.2) 62 (39.7) 43 (28.7)

 Multi-racial 9 (1.4) 3 (0.8) 3 (1.9) 3 (2.0)

 Missing 20 (3.0) 17 (4.8) 3 (1.9) 0 (0.0)

Primary Insurance (%)

 Commercial 246 (37.2) 159 (44.8) 63 (40.4) 24 (16.0)

 Medicaid 208 (31.5) 75 (21.1) 71 (45.5) 62 (41.3)

 Medicare 110 (16.6) 68 (19.2) 11 (7.1) 31 (20.7)

 None 21 (3.2) 0 (0.0) 6 (3.8) 15 (10.0)

 Other 58 (8.8) 40 (11.3) 2 (1.3) 16 (10.7)

 Missing 18 (2.7) 13 (3.7) 3 (1.9) 2 (1.3)

Primary Language (%)

 English 560 (84.7) 314 (88.5) 128 (82.1) 118 (78.7)

 Spanish 49 (7.4) 18 (5.1) 19 (12.2) 12 (8.0)

 Chinese 5 (0.8) 2 (0.6) 0 (0.0) 3 (2.0)

 Other 30 (4.5) 7 (2.0) 7 (4.5) 16 (10.7)

 Missing 17 (2.6) 14 (3.9) 2 (1.3) 1 (0.7)

Education (%)

 8th grade or less 18 (2.7) 9 (2.5) 2 (1.3) 7 (4.7)

 Some high school, did not graduate 70 (10.6) 37 (10.4) 20 (12.8) 13 (8.7)

 High school graduate or GED 194 (29.3) 100 (28.2) 49 (31.4) 45 (30.0)

 Some college or 2-year degree 193 (29.2) 114 (32.1) 36 (23.1) 43 (28.7)

 4-year college graduate 104 (15.7) 45 (12.7) 33 (21.2) 26 (17.3)

 More than 4-year college degree 65 (9.8) 37 (10.4) 14 (9.0) 14 (9.3)

 Missing 17 (2.6) 13 (3.7) 2 (1.3) 2 (1.3)

Number of previous ED visits in past 12 months (%)

 0 253 (38.3) 138 (38.9) 59 (37.8) 56 (37.3)
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Characteristic Variable
Total

N = 661
MA

n = 355
NY

n = 156
CA

n = 150

 1–2 242 (36.6) 125 (35.2) 64 (41.0) 53 (35.3)

 3–5 92 (13.9) 45 (12.7) 21 (13.5) 26 (17.3)

 6 or more 59 (8.9) 34 (9.6) 11 (7.1) 14 (9.3)

 Missing 15 (2.3) 13 (3.7) 1 (0.6) 1 (0.7)

Self-reported Overall Health (%)

 Excellent 67 (10.1) 29 (8.2) 15 (9.6) 23 (15.3)

 Very good 136 (20.6) 76 (21.4) 29 (18.6) 31 (20.7)

 Good 236 (35.7) 134 (37.7) 60 (38.5) 42 (28.0)

 Fair 161 (24.4) 80 (22.5) 39 (25.0) 42 (28.0)

 Poor 45 (6.8) 23 (6.5) 11 (7.1) 11 (7.3)

 Missing 16 (2.4) 13 (3.7) 2 (1.3) 1 (0.7)
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Table 2

Visit Characteristics

Visit Characteristic
Total

N = 661
MA

n = 355
NY

n = 156
CA

n = 150

Emergency Severity Index (%)

 1 14 (2.1) 6 (1.7) 0 (0.0) 8 (5.4)

 2 191 (29.2) 155 (44.3) 8 (5.2) 28 (18.8)

 3 311 (47.6) 151 (43.1) 106 (68.4) 54 (36.2)

 4 118 (18.0) 29 (8.3) 35 (22.6) 54 (36.2)

 5 9 (1.4) 0 (0.0) 4 (2.6) 5 (3.4)

 Missing 11 (1.7) 9 (2.6) 2 (1.3) 0 (0.0)

Time of arrival to ED (%)

 6 a.m. to 11:59 a.m. 317 (48.0) 175 (49.3) 50 (32.1) 92 (61.3)

 12 p.m. to 5:59 p.m. 213 (32.2) 79 (22.3) 93 (59.6) 41 (27.3)

 6 p.m. to 11:59 p.m. 73 (11.0) 61 (17.2) 7 (4.5) 5 (3.3)

 12 a.m. to 5:59 a.m. 46 (7.0) 32 (9.0) 5 (3.2) 9 (6.0)

 Missing 12 (1.8) 8 (2.3) 1 (0.6) 3 (2.0)

Day of arrival (%)

 Monday 87 (13.2) 49 (13.8) 38 (24.4) 0 (0.0)

 Tuesday 124 (18.8) 74 (20.8) 32 (20.5) 18 (12.0)

 Wednesday 94 (14.2) 41 (11.5) 27 (17.3) 26 (17.3)

 Thursday 107 (16.2) 62 (17.5) 32 (20.5) 13 (8.7)

 Friday 161 (24.4) 69 (19.4) 20 (12.8) 72 (48.0)

 Saturday 69 (10.4) 43 (12.1) 5 (3.2) 21 (14.0)

 Sunday 7 (1.1) 7 (2.0) 0 (0.0) 0 (0.0)

 Missing 12 (1.8) 10 (2.8) 2 (1.3) 0 (0.0)

Discharge Disposition (%)

 Being Admitted 144 (22.1) 94 (26.9) 10 (6.5) 40 (27.0)

 Being Discharged 303 (46.5) 127 (36.4) 68 (43.9) 108 (73.0)

 Observation status admission 21 (3.2) 5 (1.4) 16 (10.3) 0 (0.0)

 Other 12 (1.8) 12 (3.4) 0 (0.0) 0 (0.0)

 Missing 172 (26.4) 111 (31.8) 61 (39.4) 0 (0.0)

Self-reported reason for visit (%)

 An accident or injury 93 (14.1) 29 (8.2) 15 (9.6) 49 (32.7)

 A new health problem 237 (35.9) 131 (36.9) 59 (37.8) 47 (31.3)

 An existing health problem that got worse 277 (41.9) 155 (43.7) 75 (48.1) 47 (31.3)

 Other/Not Sure 36 (5.4) 26 (7.3) 5 (3.2) 5 (3.3)

 Missing 18 (2.7) 14 (3.9) 2 (1.3) 2 (1.3)
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