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Background: Equity-deserving groups (EDGs) have increased emergency department (ED) use, and often report negative ED care. Past studies have largely been qualitative and suffer from methodological bias and lack of comparison groups, thereby limiting their identification of interventions to ensure equitable care among equity-deserving populations. This study sought to better understand ED care experiences among EDGs in our local setting.

Materials and methods: We conducted a community-engaged, mixed-methods cross-sectional study using sensemaking methodology at the Kingston Health Sciences Centre's ED and Urgent Care Centre (Ontario, Canada), as well as at community partner organizations. From June-August 2021, eligible participants were invited to complete a survey about an ED care experience within the previous 24 months. Multiple-choice questions collected demographic/ED visit information including self-identification with up to three EDGs (Indigenous; having a disability; experiencing mental health concerns; persons who use substances (PWUS); 2SLGBTQ+; people who experience homelessness (PWEH); a visible minority; or having experienced violence). We evaluated differences in overall ED care experiences by EDG self-identification using chi-squared tests. Quantitative analysis of survey questions disaggregated by EDG status, and a thematic analysis of participant experiences are presented.

Results: Overall, 1,973 unique participants completed the survey (949 controls and 994 EDGs) sharing 2,114 ED care experiences in total. Participants who identified as PWUS, having mental health concerns, 2SLGBTQ+, PWEH, or having a disability, reported more negative overall experiences (p < 0.001). Compared with controls, each of the eight EDGs were statistically more likely to report feelings of judgement/disrespect, that there was too little attention paid to their needs (p < 0.001), and that it was more important to be treated with kindness/respect than to receive the best possible care (p < 0.001). Thematic analysis supported quantitative findings and identified four themes: stigma/judgement, poor staff communication, lack of compassionate care, and patients feeling unsupported.

Discussion: Negative ED care experiences were pervasive among EDGs including feelings of judgement/stigma and a perception that a better understanding of personal situation/identity/culture was needed to improve care. Qualitative findings identified the following future interventions: universal trauma-informed care, improved care for addiction/substance use, and improved access to mental health care resources.
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1 Introduction

The Emergency Department (ED) plays an essential role in healthcare provision, particularly in settings where primary care access is limited, and its 24/7 open-door policy makes the ED a critical safety net for injured, ill, and otherwise unwell patients (1–3). Equity-deserving groups (EDGs) are defined as those who face significant challenges participating in society due to attitudinal, historic, social, and environmental barriers based on age, ethnicity, disability, economic status, gender, race, and sexual orientation, among others (4). EDGs, including those who experience unstable housing, poverty, social isolation, and marginalization, are known to more frequently access and rely upon emergency care in comparison to other groups (1–3, 5).

Patients from a variety of EDGs have reported negative ED care experiences including judgement, stigma, racism, and provider misconceptions about reasons for accessing the ED (6, 7). For example, people who use substances (PWUS) have reported that their ED care is negatively impacted by a variety of factors including persistent stigma and miscommunication, leading to reduced treatment efficacy (8–14). Similarly, patients facing mental health issues experience discriminatory attitudes (15–19), poor communication from ED staff (15, 17, 19–21), and challenges with systemic factors, such as long wait times (22) and inadequate discharge procedures (15, 23). Likewise, the literature demonstrates that people who experience homelessness (PWEH) face many interpersonal and structural barriers to receiving quality care in the ED (1, 5, 15–27), including stigma and discrimination, dismissal of concerns, physician stereotyping, and barriers to communication. PWEH have also been shown to face other constraints, such as care-associated costs, wait times, and poorly coordinated care (26–31). Further, 2SLGBTQ+ patients have reported negative ED experiences due to insufficient health care provider knowledge concerning diverse identities and health issues (32–34) as well as a lack of culturally competent care (35), leading to discomfort and discrimination with negative impacts on care-seeking behavior and disclosure (36). Additionally, Indigenous patients have reported judgement by staff and feel their health issues are dismissed or diminished because they are “read” by providers as being poor and having addictions (7). In at least one well-publicized Canadian case, racism directly contributed to an Indigenous patient's death in the ED (37).

While some empirical evidence on ED care experiences among EDGs exists, it is largely confined to qualitative studies, which have methodological limitations including selection bias, small sample sizes, narrow generalizability, and the inability to assess causal associations due to a lack of comparison groups. Further, data collection in earlier studies often relied solely on focus groups or interviews, which are susceptible to self-reporting and interviewer biases. Thus, existing data may be limited in its ability to help identify needed interventions to ensure equitable and high-quality ED care among equity-deserving community members.

To address these knowledge gaps and design limitations, we conducted a community-engaged, mixed-methods study at the Kingston Health Sciences Centre (KHSC) to better understand the ED care experiences among those who identify as equity-deserving compared with those who do not. The quantitative findings from this work comparing all EDGs with controls have been published elsewhere (38). Quantitative data demonstrated that compared to controls, members of EDGs reported more negative experiences, expressed feelings of judgement and disrespect, and felt that staff paid too little attention to their needs. Further, EDGs overall felt that more attention needed to be paid to their personal situation/identity/culture and that it was more important to be treated with kindness and respect than to receive the best medical care (38). The objective for the current analysis was to present the quantitative results among each unique EDG contextualized with findings from the participants' qualitative data and community focus groups to identify targeted interventions for ED care quality improvement.



2 Materials and methods


2.1 Study design and time period

We conducted a community-engaged, mixed-methods cross-sectional study using “sensemaking” (SM) methodology, an innovative narrative capture approach that is founded on the premise that storytelling is an inherent method for conveying complex information, which individuals use to make sense of their experiences (39–42). A mixed-methods approach allowed us to collect rich quantitative and qualitative data grounded in the lived experiences of participants (43). SM, specifically, provides a comprehensive understanding of complex issues by using indirect prompting questions to elicit more revealing responses (39, 44). Compared to other qualitative methods, such as interviews, SM greatly reduces both social desirability bias, as no one response is more socially acceptable than another within any given question, and interpretation bias, because participants, not researchers, interpret their own experiences. SM is also a highly efficient method for gathering hundreds of self-interpreted micronarratives.

Using a SM approach, between June to August 2021, participants were asked to audio-record an anonymous micronarrative in response to an open-ended prompt asking about an ED care experience within the previous 24 months, thereby generating the qualitative data. Participants then interpreted that experience by plotting their perspectives between three options (triads) or two options (sliders). SM then quantified each of the plotted points, providing the quantitative data backed up by the accompanying qualitative narratives (39). Multiple-choice questions collected demographic information and allowed patients to self-identify as a member of up to three EDGs. Participants could share more than one ED care experience from the previous 24 months, thus generating more survey responses than participants. Data was collected in English using the Spryng.io app on handheld tablets. Survey questions were informed and piloted by several community partners and their clients prior to data collection (see Appendix 1).



2.2 Study setting

Data were collected from participants attending the KHSC ED and urgent care center (UCC). KHSC provides care for over 120,000 ill and injured patients per year as both a regional trauma and tertiary care center. It also serves as the sole points of hospital-based emergency care provision in Kingston, Ontario, a city recognized for its income and quality of living disparities (45). A team of trained Research Assistants (RAs) were on site from 9 a.m.−9 p.m. Monday to Friday during the three months of data collection. In addition, data collection occurred at several Kingston-based community organizations that provide support to equity-deserving populations (see Appendix 2).



2.3 Population

Individuals aged 16 years or older with proficiency in English, who had attended the ED or UCC within the preceding 24 months were eligible for participation. Within the hospital, medically stable patients registering in the ED/UCC during study hours were invited to complete the survey. Clients accessing services through collaborating community partners were offered the same survey. Interviewing in the community supported the inclusion of equity-deserving individuals, and helped to reach those who may not be accessing ED care due to previous negative experiences. Equity-deserving individuals were defined as those who identified as (1) Indigenous; (2) having a disability; (3) experiencing mental health concerns; (4) persons who use substances (PWUS); (5) 2SLGBTQ+; (6) people who experience homelessness (PWEH); (7) a visible minority; and/or (8) having experienced violence.



2.4 Outcome measures

The primary outcome measure was a comparison of self-described ED/UCC care experiences (positive, negative, or mixed) among each of the eight primary EDGs as well as among those who did not identify as equity-deserving.



2.5 Data analysis

Descriptive statistics with chi-squared tests identified differences in participant and ED visit characteristics between each of the eight EDGs and the control group (IBM SPSS Statistics V.26.0.0.0). Results were considered statistically significant at p < 0.05 and do not include missing data (including prefer not to say/do not know responses).

Quantitative data were exported into Tableau (V.2020.4) where collective plots were visually inspected to identify patterns in the data (46). Triad and slider data were disaggregated based on self-identification into each of the eight primary EDGs as well as those who did not identify as equity-deserving (controls). For the triad data, geometric means for each subgroup were produced in R Scripts (R V.3.4.0) as were the generated 95% confidence intervals, which are presented graphically as 95% confidence ellipses (47, 48). Two geometric means were considered statistically significantly different if their 95% confidence ellipses did not overlap. Slider data were generated graphically as histograms and the collective areas under the bars for each subgroup was analyzed in SPSS (IBM SPSS Statistics V.26.0.0.0) using the Kruskal-Wallis H test and chi-squared tests to determine if the bar areas were statistically different between groups (p < 0.05 considered statistically significant) (49, 50). Violin plots present the distributions of responses for the slider questions, with an asterisk demarcating the overall mean for each sub-group.

Qualitative data in the form of shared micronarratives of ED care experiences were imported into NVivo (v.12.7.0) for thematic analysis. A master codebook based on current evidence and the study survey was developed and used as a framework for the thematic analysis while also allowing new codes to be added inductively based on the shared experiences. Qualitative data was reviewed by at least two independent reviewers with regular meetings to compare coding, establish inter-rater reliability, and reach consensus. Codes were then organized into emerging themes with selection of representative quotes to highlight findings.

As described by Creswell and Clark (51), we used triangulation to look at the quantitative and qualitative data, assigning an equal weight to both, to build a coherent pattern from the data. This approach provides the advantage of corroborating quantitative findings with more nuanced qualitative results, thereby ensuring that the research yields more well-substantiated conclusions.



2.6 Focus group discussions

Service providers at community partner organizations and clients identifying as equity-deserving with lived experience visiting the local ED/UCC were invited to participate in focus group discussions (FGDs). These discussions were intended to help interpret study results, advise on whether findings aligned with their experiences, and identify strategies to improve KHSC ED/UCC care. FGDs were audio-recorded (in all but the Indigenous sharing circle) with participants' permission and transcribed for analysis.



2.7 Ethical considerations

This study was approved by the Queen's University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board (6029400). Informed consent was obtained from all study participants prior to survey completion. No identifying information was collected; data were anonymous from the point of collection. Participants were offered a $5 coffee gift card in appreciation of their time. Participants in focus group discussions provided verbal consent and were each provided with a $10 coffee gift card in addition to light refreshments during the discussion. The project was led by OCAP (Ownership, Control, Access, and Possession) Principles and Indigenous partners were involved in the entire research process.




3 Results


3.1 Participant and ED visit characteristics

Overall, 1,973 unique participants completed the survey, including 994 individuals from EDGs and 949 controls, sharing a total of 2,114 ED care experiences. Those who identified as PWUS (p < 0.0001), having mental health concerns (p < 0.0001), 2SLGBTQ+ (p = 0.01), or PWEH (p < 0.0001) reported more negative overall experiences, whereas participants who identified as having a disability reported more mixed ED care experiences (p < 0.01). Participants who did not identify as equity-deserving were more likely to report positive experiences (p < 0.0001). Irrespective of EDG status, more negative experiences were reported by participants who identified as women or non-binary (p < 0.001), struggled more frequently to make ends meet (p < 0.0001), had more visits to the ED in the previous 24 months (p < 0.0001), and who experienced judgement/disrespect in the ED (p < 0.0001) (Table 1).


TABLE 1 Participant and ED visit characteristics by overall feelings of ED care experience.

[image: Table 1]

Compared with those who did not identify as equity-deserving, COVID-19 made it harder to access ED care for those who identified as PWUS (p < 0.01), having disabilities (p < 0.001), PWEH (p = 0.02), 2SLGBTQ+ (p = 0.04), or having mental health concerns (p < 0.001). Further, each of the eight EDGs were statistically more likely to report overall negative feelings about their ED visit, that their personal situation/identity/culture negatively affected care, and that they were treated without respect compared with controls (data not shown).

Participants were able to self-identify with up to three EDGs. Table 2 shows the intersectionality among study participants who identified as equity deserving, with more than half of each EDG identifying with two or more EDGs, except for those who identified as a visible minority.


TABLE 2 Participant self-identification with equity-deserving groups.
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3.2 Quantitative and qualitative findings

Quantitative findings were triangulated with the thematically analyzed qualitative micronarratives shared by EDGs and are presented in aggregate below to present a fulsome account of the participants' experiences. Four overall themes were identified and related to: stigma/judgement, poor staff communication, lack of compassionate care, and patients feeling unsupported.


3.2.1 Stigma and judgement
 
3.2.1.1 Quantitative results

Participants across all eight EDGs were statistically more likely to report feelings of judgement during their ED visit compared with controls. As an example, Figure 1 illustrates that participants with mental health concerns were more likely to feel judged in comparison to controls who did not identify as equity-deserving.


[image: Figure 1]
FIGURE 1
 Geometric means with surrounding 95% confidence ellipses are provided. Responses were statistically different between participants with mental health concerns compared to controls, with participants with mental health concerns more likely to feel judged in the ED.




3.2.1.2 Qualitative results

Participants shared ED care experiences about feelings of judgement based on clothing/appearance as well as past or presumed mental health or substance use. Participants also expressed concern over lack of appropriate symptom management, especially pain, due to assumptions about drug use/addiction.

As one man aged 26–45, who identified as having mental health concerns, Indigenous, and as a PWEH, stated,

“The security and nurses at triage judged me by my look assuming I am an addict when I was actually sober for couple months by then. […] Although I was in for an infection on my finger, they automatically assumed I was there for something else asking tons of questions related to my mental concerns and history of substance use.”

Further, as one Indigenous woman aged 46–65, who also identified as having mental health concerns and a PWUS, shared,

“They saw in my chart that I am a cannabis user […] and attributed my vomiting to cannabis use. […] The last time I went, the Dr did not even come in my room all the way, just stuck her head in and said its from using cannabis and we will give you meds. She never once asked me anything, or even made an attempt at an exam. This combined with rough treatment from a nurse when I was in a high anxiety state on the previous visit (her manor made it very clear she doesn't understand mental health issues, she was very dismissive) has made it not a safe spot for me to return to […] I am convinced that this treatment is in large part due to my Indigenous heritage and my use of cannabis, even though I am using with my Drs approval.”

In contrast to these negative ED care experiences, participants also shared positive experiences such as the below:

“… The doctors and nurses went above and beyond to help me and take the time to listen to me. They were patient and non-judgemental. It was one of the better experiences I've had because the doctor allowed my husband to call in and be a part of the conversation.”—woman with a disability, aged 26–45

Feelings of stigma and judgement strongly resonated with FGD participants. Disrespectful interactions with security based on identity was recurrently mentioned as a source of negative ED care experiences. Patients with disabilities and those who identified as visible minorities, on the other hand, shared less stigmatizing and judgemental ED care experiences.




3.2.2 Poor staff communication
 
3.2.2.1 Quantitative results

Participants who identified as Indigenous, having mental health concerns, or PWUS were more likely to indicate that the events in their shared micronarratives were about the ED staff (p < 0.001). Figure 2 provides one example comparing Indigenous participants with control participants.


[image: Figure 2]
FIGURE 2
 Violin plots with asterisks indicating the overall mean for each group are provided. Results highlight that participants who identified as Indigenous were more likely to indicate that their shared experiences were about the emergency room staff (p < 0.001).




3.2.2.2 Qualitative results

Complementary qualitative data analysis highlighted the ways in which emergency room staff (physicians, nurses, and other allied health care providers) impacted patient care experiences. Identified themes included a lack of understanding by staff, disrespectful communication, poor communication about their diagnosis or treatment, a lack of privacy, and a lack of patient involvement in decision-making.

As one man, aged 46–65, who identified as gender diverse shared,

“I was asked by the triage nurse if I had ever had any surgeries. There were quite a few people in the waiting area, all within ear shot of the triage area. I asked the nurse if I could wait to tell the doctor this information and continued to persist. […] I can't recall how many times she asked me about surgeries, perhaps three […] My eyes welled with tears until I could no longer hold them back. […] there must be other ways to ask this question in a trans sensitive manner or at least in a more private area.”

Another participant, aged 26–45, who accompanied a man with a disability and mental health concerns noted,

“…. Since he can't communicate at all for himself it was a pretty negative experience. He has a trach and they wanted to do suction but he wasn't there for that. There was a miscommunication because he had aspirated blood and didn't need it.”

In contrast to these negative ED care experiences, some participants described positive staff communication. For instance, a woman who identified as a PWEH, aged 26–45, shared the following micronarrative:

“And they were really nice to give me some supplies, you know to take back. And they asked me if everything is all right being homeless. And if there's anything that they can help with. And do you want me to contact any organization or anything to help me out. Do I have a place to stay at night? And they were very, very helpful.”

Community participants also felt poor/inadequate staff communication and a feeling of being “rushed out” was a common experience when they sought ED care. Individuals shared distressing experiences of insufficient privacy when discussing personal information, feeling uninformed/lacking regular updates particularly around wait times, concerns with communication between patients and staff and between staff, a lack of clear instructions, and language barriers impacting care. Others discussed leaving the ED before completing treatment due to a lack of communication. Participants also reported positive experiences when health care providers listened to their concerns, expressed empathy/care about their personal wellbeing, and presented treatment options in a respectful manner. Overall, participants felt staff communication about wait times, their care plan, and clear discharge instructions strongly influenced their ED care experiences.




3.2.3 Lack of compassionate care
 
3.2.3.1 Quantitative results

Participants across all eight EDGs were statistically more likely to indicate that future ED care would be improved by a better understanding of their personal situation/identity/culture compared with controls. This trend is illustrated in Figure 3A with PWEH participants as an example in comparison to control participants.


[image: Figure 3]
FIGURE 3
 (A) Geometric means with 95% confidence ellipses were statistically different between participants who identified as PWEH compared with controls, with PWEH indicating that future emergency care would be improved with a better understanding of one's personal situation/identity/culture; (B) Violin plots illustrate that participants who identified as visible minorities thought it was more important to be treated with kindness and respect than to receive the best possible care (p < 0.001).


Further, compared with controls, members of each of the eight EDGs indicated it was more important to be treated with kindness and respect than to receive the best possible care (p < 0.001). Figure 3B illustrates one example comparing participants who identified as visible minorities with control participants.



3.2.3.2 Qualitative results

Participants shared ED care experiences about their personal identities being dismissed, assumed, or not being taken into consideration by treating health care providers. Equity-deserving participants also reported concerns about security being called in absence of violent behavior contributing to feeling unsafe.

As one man aged 18–25 who identified as a PWUS, 2SLGBTQ+, and PWEH stated,

“And after I was sick, um, they kind of just kicked me out right away. They didn't really give me a chance to recover. So, then I was homeless at that time. So I was, I was forced to be on the street, and I was sick, and I had nowhere to go. And it was the middle of winter too.”

Another man, aged 18–25, who identified as 2SLGBTQ+ and having mental health concerns, and had recently had gender-affirming surgery shared the following,

“I […] ended up in the hospital due to lots of bruising and swelling no one wanted to call me by my preferred name or pronouns were very short for me […] I felt very uncomfortable and upset that the people working at KGH weren't compassionate or accepting of a transgender person or knew about transition surgeries”.

Compassionate care experiences, including feelings of kindness, understanding, and showing care were also shared by some participants, including the following:

“I arrived at the hospital. I didn't have any ID. They were extremely nice. I was really, really upset. I didn't know where I was going or nothing. They did everything for me. They got me a bus pass. They sent me to where I should go for help. And I just thought it was great. And I appreciate all of the help that they did for me.”—and Indigenous woman aged 46–65 who identified as a PWEH

Community participants emphasized that while the overall medical care received was good, there was a lack of personal care that was respectful and unrushed. Some participants shared that they avoided discussing their mental health history due to a fear of not receiving medical treatment for presenting physical complaints or for gender-affirming care. Participants valued when health care providers introduced themselves, advocated for their needs, recognized their culture/identity, and asked what they could do to make them feel more comfortable. Overall, kind and compassionate care was felt to be important in determining the best care plan and additionally reduced feelings of stigma and discrimination.




3.2.4 Patients feeling unsupported
 
3.2.4.1 Quantitative results

Participants who identified as Indigenous, having mental health concerns, PWUS, PWEH, having experienced violence, and/or 2SLGBTQ+ were statistically more likely than controls to report feeling unsupported in coping with their health concern when they left the ED. Figure 4A illustrates that PWUS were more likely to feel unsupported in comparison to controls.
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FIGURE 4
 (A) Geometric means with 95% confidence ellipses were statistically different between participants who identified as PWUS compared with controls, with PWUS reporting feeling unsupported in coping with their health concerns when they left the ED; (B) Violin plots illustrate that participants who identified as having a disability felt that they received too little attention to their needs during ED care (p < 0.001).


Members of each of the eight EDGs were more likely than controls to indicate that they received too little attention to their needs during ED care (p < 0.001). Figure 4B provides one example comparing participants who identified as having disabilities with control participants.



3.2.4.2 Qualitative results

Participants shared ED experiences about their health concerns not being taken seriously, that health care providers did not pay attention to their needs, and that they did not receive support in coping with health concerns. Further, EDG participants reported inadequate mental health care and staff knowledge in treating mental health problems in particular.

As one non-binary participant, who identified as 2SLGBTQ+, PWEH, and having mental health concerns, expressed,

“I've recently visited the [Kingston General Hospital], for suicidal ideation and actions. […] At the hospital I spent the majority of the time waiting, being moved around, and feeling my anxiety get worse and worse. I feel stupid and wasted and like I don't matter because of my status as a person, I don't feel important. I don't feel like I was heard in the hospital and I don't know if my own fault or if the hospital didn't understand me well enough.”

Another man, aged 26–45, who identified as having a disability, a PWUS, and having mental health concerns shared,

“But there was supposed to be a follow-up. So, I am quite distressed about the lack of concern for my safety and there, um, they didn't address it at all, the medication thing. And I remember specifically telling them that I want to see a psychiatrist and get that Prozac thing addressed. And they said no that will have to be done at a later date in the community. So, I feel just left. Lost with it.”

Some EDG participants also shared positive ED care experiences including feeling supported with their health concerns and being taken seriously.

As one woman who identified as a visible minority, aged under 18, shared,

“The doctor that was treating me was very calming and assuring, despite it being so late at night. He was very kind and explained everything that was going on and answered all the questions I had.”

Community participants also often felt unsupported in their ED care and discussed experiences of being discharged too fast and before they felt their health concerns were properly addressed. Further, participants recalled experiences of being discharged without referral to inpatient services, such as psychiatry, or community resources for further support. As one participant said, “discharge is the most problematic aspect of the ER…patients are discharged with nowhere to go or are referred to community resources they have little knowledge about.”






4 Discussion


4.1 Summary of findings

Negative ED care experiences were pervasive among the more than 950 surveys shared across the eight primary EDGs in our local setting. These included feelings of judgement/stigma, too little attention to needs, and a need for better understanding of personal situation/identity/culture to improve care. Participants from each EDG reported that it was more important to be treated with kindness and respect than to receive the best possible medical care. Thematic analysis of the qualitative data and FGDs with providers and clients with lived experience supported quantitative findings and identified four overall themes related to stigma/judgement, poor staff communication, lack of compassionate care, and patients feeling unsupported.



4.2 Comparison with other literature

That many EDGs report more negative ED care experiences is consistent with the literature, particularly among those who identify as a PWUS (16, 52–54), PWEH (31, 55, 56), experiencing mental health concerns (18, 57–59), having a disability (60, 61), and/or 2SLGBTQ+ (62–65). Smaller scale studies consistently demonstrate that people who face the greatest social and health inequities experience the most negative ED care experiences (15, 16, 31, 60, 63). This, in turn, has been shown to result in EDGs disproportionately leaving the ED before completing care, having no/limited follow-up care, and to overall care avoidance (31, 63, 66, 67).

At the level of patient-provider interactions, three identified themes are consistent with past research and highlight barriers to positive ED care experiences among EDGs including feelings of stigma/judgement (31, 52–56, 58, 62, 68–71), poor staff communication (52, 54, 58, 63, 72–75), and a lack of compassionate care (69, 76–79). Some studies have shown that unconscious bias, the often unrecognized association or attitudes that unknowingly alter one's perceptions of others, has been shown to be related to such patient-provider interactions, as well as treatment decisions, treatment adherence, and patient health outcomes (80).

Contrary to other findings (27, 31, 81, 82), we did not observe quantitative differences between EDG-identifying and non-identifying participants regarding perceived wait times. This may be more reflective of the waiting “culture” with ED services and overall negative patient perceptions regarding a lack of timely and adequate information about expected wait times that is not inherently unique to EDGs (83–86). In addition, and unlike other studies (7, 87–90), participants who identified as Indigenous, a visible minority, and/or having experienced violence did not quantitatively report more overall negative vs. positive ED care experiences in the current study. Shared micronarratives revealed more subtle rather than overt microaggressions, leaving participants feeling uncertain as to whether bias and stigma had played a role in their ED care, and this may have contributed to the discrepant quantitative findings. Participants who identified as Indigenous, a visible minority, and/or having experienced violence also shared more positive experiences about their ED care than other EDGs including kind and empathetic care, compassionate care, having their medical issues taken seriously, and being listened to and respected.

Taken together, results suggest that stigmatizing attitudes and behaviors are more prominently experienced by some EDGs who may be perceived as being responsible or blameworthy for their social circumstances (91, 92). Attribution theory holds that “observers make judgements about the cause and controllability of someone's circumstance/illness and assume how responsible the person is for their condition” (93, 94). Persons with mental health illness, PWEH, and PWUS have been shown to have an increase in “blameworthiness” that often results in discriminatory care and behavior. These differences in assumptions regarding the causes of an individual's problems or social conditions can lead to emotional reactions that can alter one's willingness or motivation to help (93, 94).

The additional theme identified, patients feeling unsupported, which included inadequate mental health care resources, may reflect broader limitations of our current health care system (57, 65, 95–97). For example, health care providers have reported low skill in managing mental health needs (58) as well as limited knowledge of and connections to community service providers, which acts as barriers to providing appropriate referrals (57). Conversely, the availability of mental health services has been associated with more positive care experiences for both patients and providers (58). Furthermore, data collection in the current study occurred during the COVID-19 pandemic which itself exacerbated many pre-existing health care inequities and had an enormous toll on our health care system, with unprecedented rates of burnout among frontline health care providers and systemic issues including staff shortages. Combined, this may result in burnout-associated detachment, depersonalization, and a sense of ineffectiveness among frontline providers which may contribute to negative patient experiences and disproportionately affect those who identify as equity-deserving (98–100).



4.3 Strengths and limitations

Our study findings should be interpreted in consideration of several limitations. Selection bias is a potential concern given that only individuals who were visiting the ED/UCC during study hours, had sufficient English proficiency, were medically stable, and had the capacity to consent were approached for participation. This systematically excludes EDGs who are non-English speaking and who are disproportionately racialized people within the Kingston area. Further, participants who may not have been actively seeking ED care due to prior negative experiences were not included, although this was mitigated through recruitment of EDGs at community partner organizations. There is a large amount of data missing at random from early in the data collection due to a failed software update on some of the tablets. However, study findings were presented to both service providers and community members who identified with each of the eight EDGs and no new themes were identified. Recall bias is also a possibility given that ED experiences could be shared from the previous two years, although the triangulation of quantitative with qualitative findings minimizes this concern. Lastly, this is a single study center with a convenience sample and the results consequently may not be widely generalizable.

Our study has several noteworthy strengths. This is the first large, mixed-methods study to include a diverse number of EDGs, analyzed by disaggregated groups, and a comparison group who did not identify as equity-deserving. The sensemaking tool reduces social desirability bias, given that all triads/slider response options are all positive, negative, or neutral. It also reduces interpretation bias, as participants interpret their own shared experiences. Lastly, this community-engaged research design included community partners and clients representing the cross section of EDGs from study conceptualization to survey design to results interpretation, thereby increasing the validity of study findings.



4.4 Recommendations and next steps

Study findings support the need for interventions at both the level of the health care provider and the health care system. At the level of the provider, education on the delivery of universal trauma-informed care that recognizes and responds to the signs/symptoms/risks of trauma and adversity would be useful to better support the health needs of patients, as would improved care for addiction/substance use. FGDs with EDGs also highlighted a desire for culturally competent care, improved staff communication regarding wait times and updates on care, and better discharge planning including ensuring patients have somewhere safe to go, referral to community organizations, and clear instructions on follow-up. At the level of the health care system, findings strongly supported the need for improved access to mental health care resources in the ED setting, privacy when disclosing personal information, and ED social supports including patient advocates or peer support persons.

This study supports the use of SM-produced quantitative data as specific outcome measures to direct quality improvement programs addressing the bias and stigma ingrained in institutional culture (101). At the patient level, research is needed to look more closely at intersectionality given the high prevalence of EDGs who self-identified as belonging to multiple EDGs, and ED care experiences to better meet patient needs (66, 102). At the provider level, cultural competence training (103) and universal trauma-informed care (104, 105) have been shown to improve knowledge, attitudes, and skills of health care workers and improve patient experiences. Lastly, the development of innovative medical education curricula and training on health advocacy and ways of addressing unconscious bias are needed. For instance, the Equipping Health Care for Equity (EQUIP) model, a multi-component, organizational-level intervention has demonstrated improved staff confidence and comfort in providing equity-oriented health care and improved patient outcomes. EQUIP includes a focus on staff education (i.e., trauma-informed care and harm reduction) and organizational integration/tailoring (i.e., shifts in funding, structures, and practices). Additional studies that include the perspectives of ED staff and implement/evaluate intervention models such as EQUIP are needed (106, 107).




5 Conclusion

EDGs face intrapersonal, interpersonal, and structural barriers to accessing equitable ED care, and their care experiences are negatively impacted by stigmatizing attitudes and behaviors. Findings suggest that future quality improvement strategies should focus on universal culturally competent and trauma-informed care, improved care for addiction/substance use, and improved education on and access to mental health care resources. Future studies that include the perspectives of ED staff including registration clerks, nurses, physicians, and security would help inform future intervention studies.
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Shared experience was about lack of respect and/or judgement
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Yes 396 (19%) 56 (6%) 29 (13%) 301 (43%)

Missing data 231 (11%) 44 (4%) 16 (7%) 85 (12%)
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*Differences between positive, mixed, and negative ED care experiences were calculated with chi-squared tests. Missing data, including responses ‘not sure/prefer not to say} were not included.
*171 surveys did not indicate whether the patient identified as being a member of an equity-deserving group or not and were therefore omitted from the analysis. These account for the
equity-deserving and non equity-deserving groups not summing to the total sample across the individual rows.

Participants could indicate that they self-identified as being members of up to three equity-deserving groups and therefore sums to greater than total number of individuals identifying
as equity-deserving.
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