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ABSTRACT

Study Objective: There is increasing policy interest to redirect patients with low-acuity health needs
away from the emergency department (ED) to potentially lower-cost alternatives such as urgent
care (UC) centers. Few data exist regarding the patient’s perspective when making these decisions.
We use a national public opinion survey to examine who uses the ED versus UC, their experiences
with care at each facility in terms of quality and cost, and self-reported choices for choosing the

ED versus an alternative among individuals with low-acuity health needs.

Methods: This probability-based sample telephone survey was conducted in 2015 and includes a
nationally-representative sample of 1,002 adults (age 18+) and a sample of 7,036 adults from seven
states. We examined ED and UC utilization as well as experiences with care at these facilities in
terms of quality and cost. We then focused on respondents who reported a low-acuity health need
and tested associations of ED versus UC use across a variety of demographic and policy-relevant
variables with a series of bivariate analyses and survey-weighted multivariable logistic regression
modeling for both the national sample and combined 7-state sample. Given the larger sample size,
we primarily report results from the combined 7-state sample and also summarize relevant

differences when they occur with the national sample.

Results: Approximately one-third of respondents in the combined 7-state sample reported using
either the ED (32%) or UC (26%) in the past two years. Over 7 in 10 of users at both facilities
reported satisfaction with the quality of care they received at those sites, but nearly 40% of ED
users reported the cost of their care as unreasonable (as compared to 23% of UC users). Of those

that used the ED, over half (54%) stated it was for a low-acuity health need. A plurality of low-



acuity ED users (33%) report not having access to alternative sites of care as their main reason for
using the ED. In the adjusted analysis, respondents who were unemployed, uninsured, and low-

income were more likely to turn to the ED for a low-acuity visit compared to UCs.

Conclusion: Americans commonly access both the ED and UC for self-reported low-acuity health
problems, but these choices differ by socioeconomic profile. Future work should evaluate the
barriers and facilitators to accessing potentially lower cost alternatives to the ED, particularly

among vulnerable populations.
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GLOSSARY

AAPOR American Association for Public Opinion Research
ACA Patient Protection and Affordable Care Act

ED Emergency Department

EDPEC Emergency Department Patient Experiences with Care

EMTALA Emergency Medicine Treatment and Active Labor Act
NEDS Nationwide Emergency Department Sample

UC Urgent Care



INTRODUCTION

The emergency department (ED) is a commonly utilized healthcare setting for many Americans
and a critical safety net for unexpected health challenges.(1) In 2006, there were approximately 120
million ED encounters, a number which has grown to over 144 million as of 2017.(2) This
increasing reliance on the ED is a byproduct of a fragmented health care system, where access to
timely care when unexpected health issues arise along with basic primary care is unevenly
distributed in the United States (US).(3,4) Though the ED has played a vital role in helping to fill
these gaps, this has not been without consequence; increased ED volumes have been associated
with overcrowding, long wait times, and safety concerns, all of which serve as proxies of poor

quality in the health care system.(5)

With this increasing demand for ED services, there have been efforts to identify what might be
“avoidable” ED visits, including those that are deemed to be low-acuity.(6) Prior estimates have
suggested that 13-27% of ED visits are for low-acuity complaints that could be treated in less
costly alternatives to the ED, such as urgent care (UC) centers or retail clinics.(7,8) Over the past
decade, these types of alternative sites of care to the ED for unexpected, low-acuity visits have
rapidly emerged in the market.(9—11) For UCs in particular, since 2013, there has been an
estimated 44% increase in the growth of UCs nationally, totaling to over 8700 facilities in

2018.(12)

Though various staffing models exist, UCs are presumed to be cost-efficient relative to EDs, with
some estimates showing an average reimbursement per patient to be comparable to that of a
primary care visit.(10) The reasons for the ED being the “most expensive site of care” out of these
various settings are multifaceted.(3) The overhead required to maintain a functional ED is

comparatively higher than its potential alternatives. Unlike other settings, the ED has a statutory



obligation to be appropriately staffed and resourced - 24 hours a day, 7 days a week, 365 days a
year - to provide a health screening and stabilizing care to each patient who arrives in accordance
with the 1986 Emergency Medicine Treatment and Active Labor Act (EMTALA).(3,13) It is in
this context — with the proposed dual benefits of reducing crowded EDs and reducing health care
costs — that interest among policymakers and payers has grown over time to redirect ED patients
with unexpected, low-acuity health problems towards less expensive and emerging

alternatives.(7,14)

Though enthusiasm exists for crafting policies to realize these proposed benefits, some efforts
have been controversial, especially those that penalize patients retrospectively after seeking ED
care for conditions later deemed to not be actual emergencies.(15) Further, evidence to date has
been mixed as to whether or not the introduction of UCs in proximity to EDs is associated with
decreasing rates of low-acuity ED visits.(16,17) A recent analysis by Allen et al. 2019 suggest that
the introduction of UCs has had this desired effect to reduce ED volumes within a particular
catchment area, but only among the privately-insured patient population.(18) Additionally,
multiple studies have suggested that the rise in UCs and other emerging alternatives have been
primarily concentrated in high-income areas, thereby complicating the picture of whether or not
these alternatives are equally available to everyone.(8,19) Missing from these prior analyses,
however, are user-reported opinions as to as to why they might opt for one site of care versus

anothet.

To address this gap, we leverage a unique 2015 public opinion survey of over 8,000 adults that
captured perspectives of care-seeking at EDs versus UCs and reasons for doing so. The primary
aims of this study are to: 1) characterize respondents who used the ED as compared to UCs and

their satisfaction with cost and quality at each site; 2) characterize respondents who use each site



of care for a self-reported low-acuity health need; 3) identify factors associated with the use of
EDs versus UCs for low-acuity health needs; and 4) summarize low-acuity ED users’ reasons for

choosing the ED versus an alternative such as a UC.

METHODS

Data

Data for this study come from the “Patients’ Perspectives on Health Care in the United States”
Survey, a randomized, probability-based telephone survey conducted by the Harvard T.H. Chan
School of Public Health, the Robert Wood Johnson Foundation, and National Public Radio, to
broadly examine patient experiences in health care.(20) The survey research firm SSRS fielded this
telephone survey for the Harvard Opinion Research Program from September 8—November 9,
2015, using a random-digit dialing method for cell phones and landlines. Interviews were
conducted among U.S. adults 18 years of age and older in both English and Spanish, where one
eligible respondent per household was randomly selected to participate in the survey. Non-white
minorities were oversampled along with those who came from households of with annual incomes
<$25,000. The survey methodology and summary findings has been published by the Robert
Wood Johnson Foundation, and the survey has served as the primary data source for prior
published work focusing on low-income users experiences with health care in the two years

following implementation of key provisions of the Affordable Care Act (ACA). (20,21)

This study contains eight subsamples, each with approximately 1,000 respondents: a national
sample (n=1,002), Florida (n=1,003), Kansas (n=1,005), New Jersey (n=1,003), Ohio (n=1,000),
Oregon (n=1,009), Texas (n=1,005), and Wisconsin (n=1,011), totaling to 8,038 respondents

(Figure 1). The margin of error is plus or minus (+) 3.8 percentage points for the national,



Kansas, and Ohio samples, +3.9 for the Florida, Texas, and Wisconsin samples, and +4.0 for both

the Oregon and New Jersey samples at the 95% confidence level (Table 1).

The seven states were selected for their geographic and demographic diversity, as well as the range
of each state’s health care policies in relation to implementing the ACA, notably the provision
related to Medicaid expansion.(22) The states that opted to expand Medicaid and had this benefit
in place at the time of this 2015 survey were New Jersey, Ohio, and Oregon, whereas the

remaining four did not (Table 1).

Data were weighted in two stages by the survey firm. First, data were weighted by the inverse of
their probability of selection using population weights, based on factors such as the number of
adults in the household and the number of cell phone and landline telephone numbers, using
National Health Interview Survey data. Second, data were weighted to known demographic
characteristics (sex, age, race or ethnicity, education, and household income) to reflect the general
population, using U.S. Census Bureau data. As data from this study were drawn from a probability
sample and employ best practices in polling methods for sampling and weighting practices, each
weighted subsample is expected to yield accurate results that reflect the demographic composition

of the non-institutionalized, adult population of that subsample.

We employed a separate process to collate the seven individual state subsamples, and re-weighted
the combined 7-state sample to reflect their proportion of the national population based on the
2014 U.S. Census American Community Survey as was done in prior work.(21) We primarily
describe results from this combined 7-state sample (n=70306) given both the larger sample size as

well as the lack of substantive differences in the characteristics of interest between it and the



smaller national sample. Findings from the smaller national sample, though less robust, are also

provided and contextualized throughout the results.

The response rate for the survey was 15% using the American Association for Public Opinion
Research (AAPOR) response rate definition #3.(23) Although this is lower than many longer-term
demographic surveys, it is comparable to response rates for telephone polling.(24) While response
rates to telephone surveys have declined in recent years, data from this study was drawn from a
probability sample and employed the best available sampling and weighting practices in polling
methods in order to optimize its ability to provide accurate results consistent with surveys with

higher response rates.(25-29)

Outcomes

The key outcomes of interest in this study were self-reported 1) utilization of EDs and/or UCs in
the past two years, 2) rating of cost and quality of care at each facility type, 3) health acuity when
going to an ED or UC, and 4) reason for choosing the ED over other alternatives for a low-acuity

complaint.

For self-reported utilization, respondents were asked: “In the past two years, have you received
health care [at an urgent care facility?] OR [in the emergency room of a hospital, or has this not
happened to you?]” Responses were coded as yes or no. Only these respondents were asked the
remaining questions relevant to their utilization of and experiences with either the ED or UC

facility.
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For quality ratings, respondents were asked: “Thinking about your most recent visit to an urgent
care facility” OR “Thinking about the most recent time you were a patient in the emergency room,
how would you rate the quality of health care you received?” on a 4-point scale (excellent, good,
fair, poor), which we dichotomized to excellent/good or fair/poor. Respondents that refused to

respond or reported “Don’t Know” were excluded from the analysis.

For cost ratings, respondents were asked, “What about the cost of the health care you received...
(during your most recent visit to an urgent care facility OR the most recent time you were a patient
in the emergency room)?” on a four-point scale (very reasonable, somewhat reasonable, somewhat
untreasonable, very unreasonable), when we dichotomized to reasonable (very/somewhat) or
unreasonable (very/somewhat). Of note, there was no specific prompt within the ED or UC cost
rating questions that clarified with respondents to focus their cost ratings on out-of-pocket costs
versus charges incurred or something else. However, all respondents had been exposed to
questions earlier in the survey asking them about overall health system cost evaluations, which
included a prompt that asked respondents to rate their feelings on what they “personally pay for
health care, including premiums, deductibles, copayments and prescription drugs.” Respondents

that refused to respond or reported “Don’t Know” were excluded from the analysis.

For self-rated health acuity when seeking care at EDs or UCs, respondents were asked: “What was
the main purpose of your most recent visit to an [emergency room| OR [urgent care center|?”
Response options included: “to get treatment for a major health problem (like a broken bone, cut
or high fever)”, “to get treatment for a minor health problem (like a sprain or toothache)”, or

“some other reason.” For UC users, they were also provided these additional options: “to get a

routine screening, test, exam or vaccination”, or “to get a prescription or treatment for a long-term
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health condition.” Respondents who selected anything other than “major” health problem were

coded as having a low-acuity visit at each facility.

For self-reported reason for choosing the ED versus other alternatives, all ED users were asked:
“What was the main reason you chose to receive health care in the emergency room instead of an
urgent care facility, doctor’s office, or community health center. Was it mainly because...” and

2 <<

options included: “you were brought to the emergency room by an ambulance”, “other facilities

) <C

were not open or you could not get an appointment”, “you felt other facilities did not have the

2 ¢

staff or equipment necessary to treat your health problem”, “you thought you might need to be

2 ¢

admitted to the hospital overnight”, “you felt the emergency room was the only place that would

<<

treat you”, “other facilities were too far away”, or “some other reason.”

Independent Variables
The main independent variables of interest to this study included self-reported household income,
measures of health care access, health insurance, self-reported health, having a chronic illness, and

whether or not respondents lived in a Medicaid expansion state.

For self-reported household income, each respondent was categorized into one of the following

levels based on their response to income questions: <$30,000, $30,000-$49,999, $50,000-$99,999,

>$100,000.

This study’s measure of health care access, which is denoted in all tables as “has regular provider”,

was captured by asking all respondents: “Do you have a regular doctor or health care professional
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that provides most of your health care when you are sick or have a health concern, or do you

not?” Respondents were coded as having a regular doctor if they responded “yes” to this question.

For insurance, respondents were asked if they were currently covered by any form of health
insurance or health plan, and if yes, they were asked about their main source of health insurance
Responses were coded as employer- or spouse’s-employer sponsored health insurance (ESHI),
Medicare, Medicaid, some other insurance (the combination of respondents who selected: a plan
putrchased yourself, some other government program (VA /Tricatre), some other insurance), or

uninsured.

For self-reported health, patients were asked to rate their health between excellent to poor, and
respondents were divided into two groups based on their responses to the question: “excellent to
very good to good” or “fair to poor”. For chronic illness, patients were asked “Has a doctor or
other health care professional ever told you that you have a chronic illness, such as heart disease,
lung disease, cancer, diabetes, high blood pressure, asthma, or a mental health conditions, or
haven’t they?” Respondents were coded as having a chronic illness if they responded “yes” to this

question.

For living in a Medicaid expansion state, this was considered only for the combined 7-state survey
responses (see Data Analysis). We used Kaiser Family Foundation data to assign Medicaid
expansion status as of 2015, the year that the survey was fielded; respondents living in Oregon,
Ohio, or New Jersey were coded as living in an expansion state whereas the remaining (Florida,

Kansas, Texas, and Wisconsin) were coded as non-expansion states.(30)
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We also included a range of covariates in our modeling that have been shown to be associated
with health care access and use, including respondents’ reported age (coded into these 4 groups:
18-29, 30-49, 50-64, 65+), gender (male/female), race/ethnicity (non-Hispanic white, black,
Hispanic, or none of the above), geographical area (urban, suburban, rural) employment status
(full-time, part-time, unemployed), and education (high school or less, college or more).(21,31)
Reference categories for dichotomous variables were set at zero, and set as the first group for
categorical variables with three or more levels (e.g., when including geographical area for
modeling, urban was set as 1 and served as the reference group, while suburban was coded as 2

and rural was coded as 3).

Data Analysis

For all analyses, we first analyzed the national sample of 1,002 respondents. We then collated the
state-level responses into a combined 7-state sample, which was analyzed separately. Given the
larger sample size, we primarily report results from the combined 7-state sample throughout the
manuscript, while also contextualizing how this compares to the smaller national sample (n=1002

respondents).

We used chi-squared tests to examine associations between using different sites of care (UC or
ED) and the following outcome variables of interest: 1) self-reported utilization of care facility, 2)
rating of cost and quality of care at each facility type, 3) health acuity when going to an ED or UC,
and 4) reason for choosing the ED over other alternatives for a low-acuity complaint. Any
respondent who answered Don’t Know or Refused regarding their utilization of both ED and UC,
their cost or quality ratings at the site, or reason for choosing a site, were excluded from the

analysis. We then performed multivariable logistic regression modeling to assess whether or not

14



any characteristics were associated with utilization of either facility type, reporting low ratings
related to cost and quality at each site, and using the ED versus UC for low-acuity health
complaints. Those respondents who volunteered responses of “Don’t Know” or refused to
answer any of the covariates (e.g., race, income) were included in bivariate analyses but coded as
missing data for all modeling. Statistical significance was established if two-sided p-values fell
below the 0.05 threshold. All analyses were conducted using Stata 14.0, StataCorp LP, College

Station, Texas.(32)

Sensitivity Analyses

Though respondents are described as being ED users versus UC users, a subset of respondents
(11% of the entire survey sample) reported using both sites of care within the two-year period. As
a sensitivity analysis, we restricted the sample to exclude users who reported using both sites of
care and found no substantive differences in outcomes. As such, respondents who reported using
the ED for a low-acuity health reason were included in the final analytic sample regardless of UC

use (data not shown).

Regarding self-reported health acuity, the survey structure differed in that UC users were provided
with more options that could qualify as “low-acuity” reasons, thereby providing more granularity
of responses relative to ED users. To ensure our classification of this variable did not affect our
findings, we restricted the UC sample to be an exact comparison to ED users (thereby including
only those who answered “minor reason” or “some other reason” among UC users and excluding
the remaining respondents). We found no substantive differences between our initial definition

and the restricted classification, and thus preserved the larger sample (i.e., anyone who reported
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using the ED or UC for anything other than a self-reported “major health problem” was coded as

a low-acuity user) to optimize the power to detect statistical differences between the groups.

E'thics

Investigators had access only to de-identified data for this secondary analysis. The study protocol
was exempted from review by the Harvard Office of Human Research Administration (IRB #

IRB19-0716).

RESULTS

Sample Characteristics

Table 2 summarizes the characteristics of all respondents included in the smaller national sample
(n=1,002) and those within the combined 7-state sample (n=7,036). Though there were slight
statistical differences between the two samples in terms of race, education, household income, and
household location (urban versus rural), the samples did not differ substantively as the general
composition and distribution across these variables were relatively similar. For instance, the
national sample contained 19% of respondents from a rural location versus 14% in the combined
7-state sample (p<<0.001); though this was statistically significant, it was not considered to reflect a

substantive difference between the composition of these samples (Table 2).

Self-reported utilization and characteristics of users by facility type
Nearly half of survey respondents (48%) in both the combined 7-state and national sample
reported accessing care at the ED and/or UC within the two years of being surveyed (p-val=

0.80). Table 3 summarizes the key demographic characteristics of U.S. adults who reported using
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either UCs or EDs across both samples (Table 3). Approximately one-third of adults reported
using EDs (32% (combined 7-state sample); 33% (national)), while 26% (combined 7-state
sample) and 27% (national) reported using UCs within that time period. Focusing on the
distribution of user characteristics within the combined 7-state sample, among both types of
facility users, the majority were female (55% UC, 56% ED), had health insurance (91% UC, 87%
ED), had a regular doctor (78% UC, 80% ED), and lived in urban areas (57% UC, 55% ED).
Relative to UCs, a greater proportion of ED users report having Medicaid, were lower-income,
self-reported being non-white, have lower ratings of self-reported health, and having a chronic
illness (Table 3). For instance, while the majority of facility users reported being in excellent to
good health, 35% of ED users reported fair to poor health status as compared to only 23% of the

UC users. User profile distributions were generally similar in the national sample (Table 3).

Within the combined 7-state sample, 31% of respondents lived in a state that had expanded
Medicaid as of 2015. Relative to those not living in a Medicaid expansion state, those respondents
residing in expansion states were slightly more likely to report accessing both sites of care within

the past two years (34% reported using both UCs and EDs).

Table 4 summarizes the results of our multivariable logistic regression analysis to examine patient
characteristics that are associated with utilization at each facility type. In adjusted models, health
status, income, and gender were associated with utilization at both types of facilities (Table 4). In
our combined 7-state adjusted analysis, we found that living in a Medicaid expansion state was
associated with higher odds of reporting secking care in the ED (OR 1.25 [95% CI: 1.04-1.49], p-
val<0.05) but not for UCs. Fair-to-poor health status (OR 1.63 [95% CI: 1.03, 2.57] (p-val

<0.001)) and having a chronic illness (OR 2.46 [95% CI: 1.62, 3.70] (p-val <0.001)) were both
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associated with higher odds of care-seeking at the EDs relative to those reporting good-to-
excellent health and not having a chronic illness, respectively. Higher-income adults had lower
odds of reporting seeking care at the ED relative to those with very low incomes; those reporting
incomes >$100,000 had 0.28 the odds (OR 0.28 [95% CI: 0.14-0.58], p-val <0.001) of using the
ED relative to those reporting incomes of less than $30,000 (Table 4). Though not true for the
combined 7-state sample, women had higher odds of using each type of facility relative to men in
the national sample (odds of utilization among female patients for UCs was 1.60 [95% CI: 1.08,
2.37] (p-val <0.05) and for EDs was 2.16 [95% CI: 1.46, 3.18] (p-val <0.001). Of note, there was a
higher proportion of women users for both facility types noted within the national sample as

compared to the combined 7-state sample.

Experiences with Care at EDs and UCs: Quality Ratings

The majority of patients rated the quality of care as either excellent or good in both settings.
Among the combined 7-state sample, 72% of ED users reported high quality ratings and 79% of
UC users did the same. The national sample was comparable (73% ED users and 75% of UC users

provided high quality ratings, p-values of 0.62 and 0.77, respectively) (Table 5).

Although only a minority of ED or UC users gave fair-to-poor quality ratings at either facility
types, we summarize the characteristics of those 20-30% of users who did so in Table 6. For ED
users in particular, the subgroups that were more likely to report low quality ratings were younger
(18-29 years), lower income (<$30k), uninsured, did not have a regular doctor, and had fair-to-
poor health. Though the distributions were similar, there were no statistically significant
differences detected in the smaller national sample with the exception of the fair-to-poor self-

reported health ratings (40% versus 21% of those who had good-to-excellent self-reported health
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(p-val <0.01) (Table 6). Among UC users, older adults (ages 65+) were less likely to give a low
quality rating with their UC use compared to younger respondents (12% versus 23% of 18-29 year
olds (p-val <0.01)) as well as full-time employed respondents compared to those who were
unemployed (18% versus unemployed 24%, p-val=0.03). Also, the uninsured were more likely to
give low quality ratings with their UC care relative to the insured (35% versus 20%, p-val=0.01) in
the combined 7-state sample bivariate analysis. No consistent, statistically significant differences
were detected in the very small national sample of UC users who reported poor quality

experiences (n=55).

Focusing on the larger combined 7-state sample, when controlling for other factors in our
multivariable regression modeling, we found self-reported health, chronic illness, and age persisted
as independent predictors for assigning a low ED quality rating (Table 7). For example, those
who reported having a chronic illness were 1.53 times the odds of reporting a poor quality rating
in the ED relative to their healthy counterparts (OR 1.53 [95% CI: 1.05, 2.23], p-val 0.03), as well
as those who had fair-to-poor self-reported health (OR 1.55 [95% CI: 1.04, 2.31], p-val 0.03)
compared to those who had higher self-reported health. Relative to young adults (ages 18-29),
those above the age of 65 had much lower odds (OR 0.23 [95% CI: 0.12, 0.43], p-val<0.001) of
assigning the ED a low-quality rating, even after controlling for other factors (Table 7). In terms
of predictors for low UC quality ratings, unemployment was the only factor that remained
significant after controlling for other factors, with those who are unemployed having 2.07 times
the odds of reporting a poor UC quality experience than their employed counterparts (OR 2.07
[95% CI: 1.16, 3.69], p-val=0.01). The models relying on the national sample are shown in Table 7

though not described due to poor model performance.
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Experiences with Care at EDs and UCs: Cost Ratings

Respondents were asked about how reasonable to unreasonable they felt the cost of the health
care they received at either an ED or UC. Nearly 40% of ED users reported the cost of ED care
as unreasonable as opposed to 24% of UC users did so in the combined 7-state sample, which was

comparable to the national sample (Table 5).

In Table 8, we summarize the results of our bivariate analysis that examined user characteristics
who rated the cost of care as somewhat to very unreasonable in either UCs or EDs (Table 8).
For ED users in the combined 7-state sample, the subgroups that were more likely to report
unreasonable costs were in the middle categories for both age ranges and income. For instance,
49% of those reporting household income levels of $30k-<$50k reported unreasonable ED costs
(versus 37% within the lowest-income range of <$30k, p-val<0.001). In addition, the following
subgroups appeared to assign the ED with an unreasonable cost rating: those who were full-time
employees (50% versus 32% of unemployed, p-val<0.001), uninsured (58% versus 38% of insured
respondents, p-val<0.001), and reported not having a regular doctor (49% versus 39% of those
who reported having a doctor, p-val=0.02) (Table 8). Though the differences were generally
similar, only employment and insurance type were statistically significant in the smaller national

sample of ED users who reported poor quality ratings (n=89).

Among the UC user group, relatively fewer rated the cost of UC care as unreasonable (24%) in the
combined 7-state sample. The subgroups that were more likely to rate UC care cost as
unreasonable in the combined 7-state sample were full- (27%) or part-time (29%) employees
(versus 17% of unemployed, p-val=0.01), those who reported having a chronic illness (26% versus

19% of their healthy counterparts, p-val<0.01), having spouse- or employer-sponsored health
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insurance (28%) or uninsured (27%) (versus public insurance options: Medicare 18%; Medicaid
16%, p-val<0.001). Lastly, among those living in a non-Medicaid expansion state, 26% reported
that the cost of UCs were unreasonable relative to only 19% of those who lived in an expansion
state (p-val=0.02). None of these factors were statistically significant within the smaller, national

sample of UC users who rated the cost of UC care as unreasonable (n=48) (Table 8).

In Table 9, we summarize results from our multivariable analysis of the combined 7-state sample
to assess characteristics that remained associated with an increased likelihood of assigning an
unreasonable cost rating to the ED after controlling for other factors. We found that those ED
users who were uninsured (OR 1.98 [95% CI: 1.11, 3.51], p-val=0.02) and those with higher
education levels (OR 1.53 [95% CI: 1.09, 2.14], p-val=0.01) were more likely to rate ED costs as
unreasonable, whereas those who were unemployed (OR 0.58 [95% CI: 0.38, 0.89], p-val=0.01) or
identified as black (OR 0.48 [95% CI: 0.30, 0.78], p-val=<0.01) were less likely to do so. These

associations were not detected in the modeling of the smaller national sample (Table 9).

With regards to UC users in the combined 7-state sample who rated the cost of UC care as
unreasonable, the adjusted analysis suggests that those living in an expansion state (OR 0.65 [95%
CI: 0.45, 0.95], p-val=0.03) and who self-identified as black (OR 0.38 [95% CI: 0.20, 0.73], p-
val<0.01) were less likely to report that UC costs were unreasonable as compared to their
reference groups, even after controlling for other factors. These associations were not detected in

the modeling of the smaller national sample (Table 9).
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Self-reported health acuity by facility type
More than half of ED users (54% in combined 7-state sample and 59% in national sample,
p=0.48) reported seeking ED care for a low-acuity health need over the past two years. The

majority of UC users (84% in both samples, p=0.09) were low-acuity health users (Table 5).

Characteristics of low-acuity users by facility type

Given policy interest around reducing low-acuity ED use(14), we conducted a subgroup analysis
on the population of respondents who reported seeking care in the ED for a low-acuity health
reason (i.e., those respondents that reported anything but having a “major” health problem when
seeking care). Among the combined 7-state sample, those who reported using the ED for a low-
acuity health need were more likely than low-acuity UC users to identify as non-white (44% ED vs
30% UC users, p<0.001), less likely to have a college degree (49% ED vs 65% UC users,
p<0.001), more likely to be very low-income (<$30k annual income) (46% ED vs 29% , p<0.001),
less likely to be privately insured (33% ED vs 51% UC users, p<0.001), and more likely to be
chronically ill (48% vs. 36%, p<<0.001) and have lower self-rated health (33% ED vs 20% UC
users, p<0.001). Utilization of EDs and UCs for low-acuity health needs was similar between
states that expanded Medicaid versus those that did not (34% for both, p=0.96) (Table 10). The
national sample distributions were generally similar, though differences were less often statistically

significant (Table 10).

The multivariable logistic regression analysis focused on low-acuity users suggested that a number
of characteristics independently predicted ED use versus UC use for low-acuity health reasons,
even when accounting for other factors. Specifically, ED use for low-acuity visits was associated

with being uninsured (OR 1.85 [95% CI: 1.04, 3.27], p-val=0.04), identifying as black (OR 1.78
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[95% CI: 1.11, 2.87], p-val=0.02), and being unemployed (OR 1.66 [95% CI: 1.12, 2.45], p-
val=0.01). There was also a notable income difference, with those within the highest income
bracket (>$100k) being far less likely to seek care in the ED versus the UC than lower income
respondents (<$30k) (OR 0.37 [95% CI: 0.23, 0.61], p-val<0.001) (Table 11). The adjusted
analysis of the smaller national sample had similar trends, though they did not reach statistical
significance. The exceptions were unemployment, with the national sample showing an opposite
finding that unemployed users with low-acuity complaints were less likely to seek care in the ED
versus UC, and that those with fair-to-poor health may be more likely to turn to the ED than UC

for low-acuity reasons (Table 11).

Reasons for opting for ED versus an alternative site of care

When asked why they chose the ED versus other alternatives such as UCs, a plurality of all ED
users (27%) reported access concerns (i.e., “other facilities were not open”, “too far away”, or they
were “unable to secure another appointment”) (Figure 2a). Approximately, one-third of low-
acuity ED users (33%) reported similar access concerns. In addition, approximately 14% of ED
users, regardless of acuity, felt that the ED was the only place they could be treated. Among the
low-acuity ED users, 11% were brought to the hospital by ambulance, 8% felt the ED had the
equipment or staff they needed, and 8% felt they might need hospital admission. The remainder

(27%) reported “some other reason” for why they opted for the ED versus an alternative for a

low-acuity reason. Similar trends were noted in the smaller national sample (Figure 2b).

DISCUSSION

This study represents the first-known effort to leverage a public opinion study to assess self-

reported low-acuity health usage of EDs versus alternatives and reasons for this care-seeking
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behavior. It has four main findings. First, nearly half of the U.S. adult population reports recently
using EDs and/or UCs and the populations who utilize these sites of care differ by a range of
socioeconomic factors. Second, user experiences with the cost and quality at EDs or UCs differ in
important ways, with the uninsured, chronically ill, or those with fair-to-poor self-reported health
being more likely to report poor quality experiences with the ED relative to others. Further, nearly
40% of ED users report the cost of the care they receive as unreasonable as opposed to 24% of
UC users, with the uninsured being disproportionately more likely to report concerns with the cost
of care in EDs. Third, a large segment of the population is self-reporting turning to the ED for a
low-acuity health complaint, despite increasing pressures from payers and policymakers to shunt
patients away from the ED for low-acuity health needs. Fourth, important demographic
differences exist between the populations relying on EDs and UCs for low-acuity health needs,
suggesting that the most vulnerable in society and those with the least resources (e.g., low-income,
unemployed, uninsured), are particulatly reliant on the ED for all types of care — regardless of

acuity.

The ED and UC are commonly used and experiences with cost and quality should
continue to be measured

The findings from this study are consistent with others who have shown the increasing
importance of EDs, UCs, and other alternatives in the healthcare system for meeting the needs of
Americans’ unexpected health concerns. As nearly half (48%) of Americans reported recent use
with at least one of these facilities, and it is known that UCs are continuing to increase in number
nationally(9), it is important for future work to systematically compare patient experiences across

these care settings.

24



This study suggested that approximately 7 in 10 of ED and UC users reported good-to-excellent
quality of care experiences at both sites, though the quality ratings were more favorable at UCs.
This is consistent with a nuanced Yelp-based analysis by Agarwal and colleagues that ascertained
differences in satisfaction between EDs and UCs, finding that individuals were more likely to
provide top satisfaction ratings for UCs relative to EDs.(33) However, in the current analysis,
though a minority of users reported poor quality ratings in both UCs and EDs, this sentiment was
not equally distributed across users. Those who were more likely to report low quality ratings were
those who may be particularly reliant on these types of facilities for access to care, including the

uninsured, the sick, and those who report not having a regular doctor.

In terms of cost, nearly 40% of ED users rated costs as unreasonable as compared to about 23%
of UC users. At least within the ED, those who were uninsured were nearly twice as likely to rate
the cost of care as unreasonable than their insured counterparts. These overall differences in
experiences with cost of care between UCs and EDs is most likely driven by the fact that more
uninsured patients — who were unhappier with costs — comprise a greater proportion of ED users
than UC users. This utilization discrepancy is consistent with other prior work demonstrating that
the uninsured are uniquely reliant on the ED as a safety net for care as other sites may opt to not
accept uninsured patients; however, this should not be confused with the commonly-held
misperception that the uninsured are more likely to use the ED relative to others as evidence of

ED utilization by insurance type suggests the contrary.(34-306)

Though this public opinion analysis did not permit for an in-depth analysis of the specific drivers
for cost dissatisfaction, the fact that 40% of ED users expressed concerns about ED costs is

important in light of recent media and policymaker attention to “surprise billing” in the ED
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(among other settings).(37,38) One study suggested that between 14-20% of ED users are subject
to receiving a “surprise bill”, an issue that has reached the public’s consciousness.(39) For
instance, one Kaiser Family Foundation health tracking poll showed how over 70% of the public
wishes to see Congress take action on surprise billing.(40) Given these concerns related to costs in
general, this merits further efforts that systematically capture end-user experiences with the cost of
care provided not only at EDs but also at UCs in the future. Overall, these differences in cost and
quality ratings by facility type and by user characteristic underscores the need for further equity-
focused analysis of UC and ED user experiences so that both cost and quality can be improved for

all patients, regardless of which site they access in times of need.

Are UCs substitutes for EDs for low-acuity complaints?

This public opinion study found that over half of ED users self-reported turning to the ED for a
low-acuity complaint. However, some studies have suggested that UCs have helped to reduce low-
acuity visits to the ED over time. For instance, Poon et al. 2018 demonstrated growth in
utilization rates of alternative sites of care, including UCs, retail clinics, and telemedicine, for a
subset of low-acuity health conditions (bronchitis, urinary tract infection, rash, and muscle strains)
from 2008-2015.(41) However, this study was focused only on a commercially-insured population,
which are known to have important differences in terms of access and health care agency relative
to the uninsured or non-elderly adults covered by Medicaid, which were included in our public
opinion study.(42) Similar to our study’s findings, they also identified that the lowest-income
quartile among that commercially-insured population were more likely to use the ED for low-
acuity complaints (31%) relative to higher-income insured enrollees (21%).(41) In addition, a
recent National Bureau of Economic Research working paper by Allen et al. showed that UCs

have been a substitute for the ED for low-acuity users, but these gains have only been seen among
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the privately-insured, which UCs are currently targeting.(18) Overall, these individual-level findings
from our public opinion study complement a growing evidence base that the availability of
alternatives to the ED for low-acuity visits are not evenly distributed in communities, with the

poorest areas being least likely to benefit from this emerging “alternative” market.(8,19)

Reasons for turning to the ED versus an alternative

This study captured perspectives on both the ED and UC and reasons for opting for one site of
care versus another, showing that approximately one-third of low-acuity users report access issues
as their primary reason for choosing the ED versus a UC or another alternative. This finding from
our cross-sectional analysis of 2015 user experiences and care-secking behavior complements
findings from the few existing national surveys that exist to evaluate reasons for ED utilization
over time. Of note, no such publicly available survey exists for UCs at this time. In particular, the
National Health Insurance Survey (NHIS) contains questions that specifically ask respondents why
they choose the ED for their care. In our study, we showed that low-income individuals were far
less likely to use UCs relative to EDs, a finding that complements a recent analysis that leveraged
the NHIS to examine reasons for ED use among a low-income population in particular before and
after Medicaid expansion. This comprehensive longitudinal analysis of the NHIS from 2006-2017
showed that approximately 31% of low-income adults (categorized as those with income levels
below 138% of the federal poverty line) reported utilizing the ED in the past year.(43) The
majority (74%) reported choosing the ED due to illness acuity, and the remaining options included
access barriers, alternatives unavailable, or some other reason. Though they did not show an
overall decrease in ED visits among low-income users following Medicaid expansion, the authors
reported that the proportion of low-income adults who reported outpatient care barriers as a

reason for seeking care in the ED declined following Medicaid expansion.(43) Neither this study
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nor the NHIS provides granular enough information regarding reasons for choosing the ED
versus another site of care, thereby adding to the reasons why the findings from our analysis is

important and should be studied over time, especially among low-acuity users.

Future work on this topic should utilize the categories as provided through a systematic review
that aimed to delineate why people may be choosing the ED and UC — regardless of health acuity
level — in both the United Kingdom and U.S,, finding six key reasons for doing so(44): limited
access to or confidence in primary care; patient perceived urgency; convenience; views of family,
friends, or other health professionals; and a belief that their condition required the resources and
facilities offered by a particular healthcare provider. This systematic review as well as studies
recently done in Turkey, highlights an important truth — the U.S. is not unique in its desire to
investigate why individuals are opting for the ED for low-acuity reasons, even when alternatives

exist.(45)

Related to the aforementioned reason of believing that a particular facility type was needed for
their care complaint, some reports suggest that individuals are not opting for the UC versus ED
for low-acuity conditions due to knowledge gaps.(46) In other words, if patients only knew what
UCs could do, then they would not turn to EDs for their low-acuity health concern. Supporting
this notion that users may not be savvy about what conditions could be treated in UCs versus the
ED is the fact that insurance companies have implemented hotlines to provide guidance to
patients on where to seek care, aiming to redirect them away from EDs and towards UCs or
telemedicine for low-acuity complaints.(47) While this belief may be warranted in certain cases, our
study suggests that even if user savvy of knowing when to access a UC versus ED was perfect, it is

also important to consider whether or not each user has equal access to the options.
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Limitations

Our findings should be interpreted considering several limitations. Possible sources of error in
public opinion surveys include non-response bias, ordering effects, and recall bias (such as for
health acuity, which may be influenced by the patient’s ultimate diagnosis as opposed to initial
reason for selecting one care facility versus another). Though imperfect, efforts were made to
compensate for known biases and variations in the probability of selection both within and across
households, including weighting the sample data by cell phone/landline use and demographics in
order to estimate the true 7-state aggregate population or national population. Other techniques,
including random-digit dialing and systematic respondent selection within households, were used
to capture a representative sample, though some bias may remain related to the experiences

measured.

Though these efforts to link to federal population benchmarks aim to decrease the impact of non-
response bias for national public opinion surveys, which are prone to low response rates as was
true for this study, these corrections are imperfect. For instance, the proportion of Medicaid users
captured in the entire survey sample (9%) was lower than those reported nationally in 2015
(~20%).(48) Further, encounter-based analysis (which differs from individual-level analysis)
suggests that the majority of ED encounters are paid by Medicaid (NEDS reported 62% of
encounters with the primary payer as Medicaid in 2015)(49), and other state-level and national
studies have shown that Medicaid users are more likely to use the ED multiple times per year
relative to other patients, including more often during business hours.(49-51) Having fewer
Medicaid patients represented in this study’s sample therefore decreases our ability to detect
effects for this particularly relevant patient population, especially given the importance of Medicaid

expansion in the time period that this survey was conducted.
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Further, though the survey was conducted in both English and Spanish to broaden its scope in
capturing patient perspectives, not all languages were captured thereby excluding other needed
perspectives from those who simply could not participate due to language barriers. Further, no
specific adjustments were made to account for potential language translation bias among those
respondents opting to take the survey in Spanish, which prior work has suggested may be
important for certain variables, such as self-reported health, that were used in this study.(52)
However, since self-reported health was reconstructed into a binary variable for our analysis, this

may have helped to mitigate this potential bias.

Though the structure of this study makes it subject to recall bias, it was interesting to see that such
a large proportion of individuals were willing to self-report that they had a low-acuity health
complaint and still opted to seek care in the ED. The proportion of ED users reporting low-acuity
health complaints found in this study was higher than some estimates provided elsewhere.
However, these other studies are also imperfect as they rely on only a subset of conditions and
algorithms based on presenting complaint or discharge reasons.(53) This public opinion study is
unique in that it has users self-specify what they believe was the acuity of their health reason after
seeking care and using these self-reported reasons to inform the policy objectives to try to improve

quality by promoting the principle of “right care, right place, right time”.(54)

Another important limitation of this study relates to question wording; this survey did not permit
respondents to expand upon the “some other reason” category when asked for their reason to opt
for an ED versus an alternative site. As shown in Figures 2a-2b, a sizable proportion of

respondents selected the response of “some other reason”, even after being provided a set of
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options that are often-stated reasons for why policymakers believe patients turn to the ED for a
low-acuity visit (e.g., unable to secure an appointment elsewhere).(44) This particular survey did
not capture qualitative comments that allowed users to expand upon their reasons for selecting
this choice, thereby limiting this study’s ability to provide more information regarding these
reasons. This gap underscores the need for further investigations as to why patients are opting for
a particular site of care versus another, especially for low-acuity visits, as policymakers continue to
look towards initiatives that will be more effective in redirecting low-acuity ED users to alternative
sites. Lastly, though this survey provides a unique opportunity to capture these perspectives, it was
completed in 2015, thereby making it important for future studies to further document the

prevalence of low-acuity visits across these care settings, and to track such measures over time.

Future Directions

The ED provides care for over 144 million encounters a year, yet there are relatively few
systematic efforts in place to capture reasons for seeking care at this site, availability of alternatives
for low-acuity complaints, and patient experiences at both EDs and the emerging alternatives that
were of interest in this study. In light of the quality of care ratings noted in this analysis, there are
promising developments underway to more systematically capture ED quality experiences by way
of the Emergency Department Patient Experience of Care (EDPEC) survey.(55) The EDPEC
survey leverages the commonly used patient-satisfaction framework as provided by the Consumer
Assessment of Healthcare Providers and Systems (CAHPS) system. Though this holds promise for
filling the aforementioned gap, EDPEC has been in development with the Centers for Medicare &
Medicaid Services since 2012 and is still considered to be a pilot initiative with no clear plans in
place for it to be launched nationally. An even more prominent gap, however, is any systematic

survey that captures experiences with alternative sites, including UCs as well as retail clinics. There
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has been growing interest among corporations in the supermarket and retail pharmacy industries —
ranging from Walgreens to Walmart — to develop “retail clinics”, which further help address gaps
in primary care by providing convenient, walk-in options for uncomplicated minor illnesses or
preventive care.(7,17,56) The survey used for this study technically included data on retail clinic
utilization, showing that 14% of respondents had used this site of care within the two years of the
survey being fielded in 2015.(20) Though beyond the scope of this particular analysis, which
focused on UCs — the most likely substitute for EDs for low-acuity visits — future research should
aim to capture patient perspectives on why they opt for care at any of these sites, including retail
clinics, and also assess the tradeoffs with introducing more complexity to the healthcare system in

terms of where patients “should” go when they have a health concern.

CONCLUSION

Neatly half of Americans have recently turned to the ED or UC for a health need, underscoring
their growing importance in the broader healthcare system. However, who is accessing each type
of facility varies by important socioeconomic profiles as do their experiences with cost and quality.
Lessons from this national survey of over 8000 U.S. adults should challenge policymakers to
turther scrutinize the growth of these facilities in the healthcare system, which adds choice
complexity to users who are facing unexpected health concerns, and examine if their benefits are

being felt equitably.

Looking ahead, it appears there will be sustained interest among policymakers and payers to

redirect patients with low-acuity needs away from the ED and to these lower-cost alternatives in

an effort to better optimize the perceived value of these healthcare settings. Findings from this
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study may motivate such efforts, as the majority of ED users reported having a low-acuity health
complaint when seeking this site of care. Further, it must be acknowledged that it is difficult to
identify what a low-acuity health complaint is as efforts to do it retrospectively based on discharge
diagnosis, prospectively based on triage level, or even self-reported acuity level (as was done here)
all have their challenges.(15) Caution should thus be exercised with any policy effort that equates
the terms nonurgent or low-acuity with “inappropriate” use of the ED, as this has the potential to
lead to controversial policies that put patients at financial risk for seeking care, even if they feel

they have no options.(57)

In this policy context, it is important to ensure that before patients are penalized for the decisions
they make when choosing between an ED and an alternative site of care for a low-acuity health
concern, that they functionally have access to such alternatives. Nonetheless, the solutions must
extend beyond only resolving access barriers, as only one-third of low-acuity ED reasons
considered this the primary reason for their choice. Future work is needed to evaluate the barriers
and facilitators to accessing these potentially lower cost alternatives to the ED, particularly among

vulnerable populations.
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SUMMARY

e The emergency department (ED) serves as a common touchpoint of the American healthcare
system, with over 144 million encounters in 2017, serving as a vital safety net for individuals
who have no other access to care. With this increasing volume of encounters and concerns of
ED crowding, there has been interest among policymakers and payers to redirect patients away
from EDs with conditions that could be treated in less resource-intensive settings, including
UCs.

e Over the past decade, the healthcare system has witnessed sizable growth in potential
alternatives to the ED for low-acuity visits, including UCs, retail clinics, and telemedicine.
Evidence, however, has been mixed to date on whether or not the introduction of these
alternatives is helping to reduce low-acuity ED visits for all patients.

e Though existing national surveys exist to capture patient perspectives as to why they use the
ED, this unique national public opinion survey of over 8,000 respondents permitted us to: 1)
explore the characteristics of all ED and UC users, 2) assess their experiences at these sites in
terms of both quality and cost of care, 3) examine which respondents self-report opting for the
ED versus other alternatives, including UCs, when having a low-acuity health complaint, and
4) summarize their reasons for doing so.

e Approximately one-third of respondents have used either the ED (32%) or UC (26%) in the
past two years.

e Over 7 in 10 of users at both facilities reported satisfaction with the quality of care they
received at those sites. However, there were important differences among the minority who

reported low quality of care experiences. For ED users in particular, those who were
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uninsured, had fair-to-poor self-reported health, and those without access to a regular doctor
were more likely to report low quality experiences in the ED.

Nearly 40% of ED users reported the cost of their care as unreasonable (as compared to 23%
of UC users), a finding likely driven by the differing distribution of users at each site with the
uninsured comprising a great proportion of ED users relative to UCs. Though only a minority
of ED users are uninsured, nearly 6 in 10 uninsured patients reported their experiences with
ED costs as somewhat to very unreasonable.

In terms of health acuity, over half (54%) of ED users stated they sought out care at the ED
for a low-acuity health need.

A plurality of low-acuity ED users (33%) report not having access to alternative sites of care as
their primary reason for turning to the ED versus an alternative, including UCs.

Low-acuity ED users were more likely to be unemployed, uninsured, and low-income relative
to low-acuity UC users.

Future research should aim to explore the implications of the growth of alternatives to the ED
for low-acuity complaints and whether or not the proposed benefits are being equitably
distributed among users. Further, a more systematic effort is needed to compare and contrast
patient experiences with these sites of care in relation to both quality and cost. In this future
work, it will be particularly important to capture vulnerable patient perspectives, including
those who are low-income, as to whether or not they are realistically able to access UCs and, if

so, why they may be opting for the ED for their low-acuity health complaints.
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TABLES AND FIGURES

Figure 1. List of Sample by State and Medicaid Expansion Status as of 2015

Created with mapchart.net &

Note: National (U.S.) survey (n=1002, MOE *3.8); State samples combined for analysis and re-weighted
using 2014 census data: Florida (FL) (n=1003, £3.9); Kansas (KS) (n=1005, £3.8); New Jersey (NJ)
(n=1003 £4.0); Ohio (OH) (n=1000; £3.8); Oregon (OR) (n=1009; £4.0); Texas (TX) (n=1005; +3.9;
Wisconsin (WI) (n=1011, £3.9).
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Figure 2a. Percent reported main reason for choosing emergency department (ED) versus
alternative among all ED users and low-acuity users, combined 7-state sample (n=2302) (%o)
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Notes: All respondents who reported using the ED (n=2302) in the combined-7 state sample (n=7036
respondents from Florida, Kansas, New Jersey, Ohio, Oregon, Texas, and Wisconsin) were asked the
question: “What was the main reason you chose to receive health care in the emergency room instead of an
urgent care facility, doctor’s office, or community health center. Was it mainly because...” and options

5 <¢

included: “you were brought to the emergency room by an ambulance”, “other facilities were not open or

LR INT3

you could not get an appointment”, “you felt other facilities did not have the staff or equipment necessary

2 <

to treat your health problem”, “you thought you might need to be admitted to the hospital overnight”,
“you felt the emergency room was the only place that would treat you”, “other facilities were too far away”,
or “some other reason.” We provide the distribution of responses by all ED users (n=2302) and among
the subgroup of ED users who reported having a non-major health reason when seeking this care
(n=1181). We combined the responses “other facilities were not open or you could not get an
appointment” and “other facilities were too far away” to reflect access issues. A similar distribution was
present in the national sample (n=1002 total respondents), though fewer report “some other reason” and
there is a greater proportion selecting the option that other facilities are not open (31% among all national

ED users (n=327)), and 38% among all ED users with a low-acuity health need (n=173). See Figure 2b.
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Figure 2b. Percent reported main reason for choosing emergency department (ED) versus
alternative among all ED users and low-acuity users, national sample (n=1002) (%)
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Notes: All respondents who reported using the ED (n=327) in the nationally-representative U.S. sample
(n=1,002) were asked the question: “What was the main reason you chose to receive health care in the
emergency room instead of an urgent care facility, doctor’s office, or community health center. Was it
mainly because...” and options included: “you were brought to the emergency room by an ambulance”,

LR I3

“other facilities were not open or you could not get an appointment”, “you felt other facilities did not have

PR INT3

the staff or equipment necessary to treat your health problem”, “you thought you might need to be

5 <¢

admitted to the hospital overnight”, “you felt the emergency room was the only place that would treat
you”, “other facilities were too far away”, or “some other reason.” We provide the distribution of
responses by all ED users (n=327) and among the subgroup of ED users who reported having a non-major
health reason when seeking this care (n=173). We combined the responses “other facilities were not open

or you could not get an appointment” and “other facilities were too far away” to reflect access issues.
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Table 1. Sample by National and 7 State Surveys and Medicaid Expansion Status

State Sample Size Margin of Etror State expanded
(n) (MOE +/-) Medicaid at time of
survey (2015)

National Survey (U.S.) 1,002 3.8 n/a
Florida 1,003 3.9 No
Kansas 1,005 3.8 No
New Jersey 1,003 4.0 Yes
Ohio 1,000 3.8 Yes
Oregon 1,009 4.0 Yes
Texas 1,005 3.9 No
Wisconsin 1,011 3.9 No

Notes: Margin of error provided by survey developers at SSRS.(20) Source for Medicaid expansion status as
of 2015 available through Kaiser Family Foundation: https://www.kff.org/health-reform/state-
indicator/state-activity-around-expanding-medicaid-under-the-affordable-care-act
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Table 2. Comparison of National versus Combined 7-State Sample, All Respondents

7-State Sample

National Sample

N=7036 N=1002 p-value
% %
Gender Male 48.6 48.4 0.90
Female 51.4 51.6
Race/Ethnicity White (non-Hispanic) 61.6 63.3 0.02
Black (non-Hispanic) 10.7 114
Hispanic 20.3 154
Other 54 7.7
Age (years) 18-29 20.5 21.1 0.98
3049 33.8 33.3
50-64 26.1 25.9
65+ 19.1 19.3
Education High school or less 44.5 45.6 0.02"
Some college or more 54.9 54.3
Household <$30,000 37.3 30.7 0.01
Income $30,000-§49,999 14.4 16.1
$50,000-899,999 21.6 23.7
>$£100,000 15.8 15.6
Employment Full-time 45.3 46.1 0.44
Status Part-time 14.0 12.1
Not employed 40.5 41.3
Household Urban 55.4 50.0 0.00
Location Suburban 22.8 25.7
Rural 13.6 19.4
Insured Yes 84.7 85.6 0.42
No 14.9 13.7
Main Source of Employer/ Spouse Employer 39.3 40.9 0.50
Health Insurance  Medicare 17.8 17.6
Medicaid 8.0 9.3
Other Insurance 19.7 17.8
Uninsured 14.9 13.7
Has Regular Care Y,
Provider “ 73.8 74.4 0.61
No 25.7 24.8
Chronically 11l Yes 37.0 34.0 0.22
No 62.6 65.3
Self-reported .
HealthpStatus Exccellent to Good 77 753 0.46
Fair to Poor 22.6 24.3

Notes: Columns may not add to 100% as we Don’t Know/Refused is not shown in table, though these respondents
were included in the bivariate analysis. P-values generated by Pearson chi-squared test to assess for differences of
group characteristics between state and national samples. “Of note, education is no longer significant when excluding
the few Don’t Know/Refused respondents.
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Table 3. Distribution of Characteristics of Urgent Care and Emergency Department Users, by
Combined 7-State and National Samples

Urgent Care Use Emergency Department Use
7-State National 7-State National
Sample Sample Sample Sample
n=7036 n=1002 n=7036 n=1002
Visits Recezved care at site within the 26.4 27.2 32.3 33.1
past 2 years*
AMONG THOSE WITH ANY VISITS OVER PAST TWO
YEARS
Observations n=1836 n=249 n=2302 n=327
(%) (%) (%) (%)
Gender Male 454 40.9 44 .4 37.1
Female 54.6 59.1 55.7 62.9
Race/ White (NH 54.6 69.3 59.3 61.7
Ethnicity ite (N ' ' ' '
Black (NH) 11.6 7.5 14.9 14.3
Hispanic 17.4 16.6 18.6 15.7
Other 4.2 4.3 5.6 6.2
Age (years) 18-29 20.2 21.7 19.9 22.2
3049 38.3 37.6 33.6 32.9
50-64 25.3 24 24.9 24,7
65+ 16.1 15.7 21.1 19.8
Education High school or less 37.2 47.3 471 53
Some college or more 62.6 52.6 52.9 46.9
<$30,000 32.0 31.1 45.5 38.7
Household $30,00-§49,999 12.1 13.8 14.1 21.7
Income $50,000-$99,99 27.6 26.1 19.5 18.1
>$£100,000 20.0 18.1 11.2 7.9
Employment Full-time 48.3 50.0 37.8 42.6
Status Part-time 16.0 12.0 12.9 13.8
Unemployed 35.5 37.6 49.1 43.6
Household Urban 56.8 53.2 55.0 50.3
Location Suburban 26.2 28.2 24.9 24.5
Rural 11.8 15.6 14.0 23.5
Insured Yes 91.3 89.0 86.6 87.6
No 8.5 11.0 13.3 11.7
Maillﬁ source of - Employer/ Spouse Employer 48.4 443 32.6 333
Healt
Insurance Medijcare 15.5 14.0 21.6 19.5
Medicaid 7.3 8.5 12.0 15.0
Other Insurance 20.0 22.2 20.4 19.8
Uninsured 8.5 11.0 13.3 11.7
Has Regular
Care Provider Yes 77.7 73.7 79.1 80.7
No 22.0 26.3 20.1 19.0
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Usgent Care Use Emergency Department Use

7-State National 7-State National
Sample Sample Sample Sample
n=7036 n=1002 n=7036 n=1002
Visits Received care at site within the 26.4 27.2 32.3 33.1
past 2 years*
AMONG THOSE WITH ANY VISITS OVER PAST TWO
YEARS
Observations n=1836 n=249 n=2302 n=327
(%) (%) (%) (%)
Chronic Illness ~ Yes 38.1 31.7 52.2 48.7
No 61.3 67.6 47.6 50.8
Selfereported =y 1t 0 Good 77.0 77.7 65.1 66.3
Health Status
Fair to Poor 23.0 22.3 34.8 33.4
Lives in Yes 33.6 n/a 34.4 n/a
Medicaid
Expansion No 66.4 n/a 65.6 n/a
State

Notes: Columns percentages. Columns may not add to 100% as Don’t Know/Refused category (for each
characteristic) is not shown in the table, though these users were included in the bivariate analysis. Survey fielded in
2015 thus respondents asked to report on utilization experiences between 2014 and 2015 from the time of the survey.
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Table 4. Logistic Regression Results of Characteristics Predicting Use of Urgent Care (UC) and

Emergency Department (ED) Within the Past Two Years (2014-2015), Adjusted Odds Ratio [95%

Confidence Interval]

Variables

Urgent Care (UC) Use

Model 1
7-State Sample
N=5,777
Prof > F: <0.000

Model 2
National Sample
N=801
Prob > F: 0.4273

Emergency Department (ED) Use

Model 3
7-State Sample
N=5,781
Prof > F: <0.000

Model 4
National Sample
N=804
Prof > F: <0.000

Has Regular
Care
Provider

Main Source
of Health

Insurance

Chronically
1

Fair/Poor
Health

Gender

Race/
Ethnicity

Age (years)

Yes
No

ESHI
Medicare
Medicaid
Other

Insurance

Uninsured

No

Yes

Yes

Male

Female

White (NH)
Black (NH)
Hispanic

Other

18-29
3049
50-64
65+

0.9510.74, 1.23]

0.72 [0.50, 1.03]
0.61% [0.41, 0.92]

0.84 10.64, 1.11]

0.41%%* [0.28,
0.62]

1.18 [0.97, 1.45]

1.33* [1.04, 1.70]

1.16 [0.96, 1.40]

1.30 [0.94, 1.80]
0.97 [0.72, 1.31]
0.73 [0.50, 1.08]

1.13 [0.86, 1.50]
0.81 [0.61, 1.08]
0.71 [0.49, 1.04]

1.51 [0.88, 2.63]

0.75 [0.38, 1.45]
0.89 [0.40, 1.99]

0.90 [0.50, 1.63]

0.53 [0.24, 1.14]

1.14 [0.72, 1.80]

0.80 [0.47, 1.36]

1.60* [1.08, 2.37]

0.58 [0.30, 1.10]
0.76 [0.39, 1.48]
0.36* [0.15, 0.84]

1.24 0.62, 2.50]
0.77 [0.39, 1.48]
0.90 [0.43, 1.88]

49

0.71* [0.55, 0.92]

1.18 [0.85, 1.64]
1.43[0.98, 2.08]

1.25[0.95, 1.65]

1.120.79, 1.58]

2.00%%* [1.63,
2.45]

1.88%% [1.50,
2.36]

1.09 [0.91, 1.31]

1.72%* [1.25, 2.35]
0.95 [0.72, 1.26]
1.22 0.85, 1.74]

1.11 [0.84, 1.47]
0.74* [0.55, 0.98]
0.68* [0.48, 0.97]

0.60 [0.35, 1.01]

1.37[0.73, 2.57]
1.59 [0.76, 3.36]

1.80 [0.96, 3.38]

1.06 [0.49, 2.31]

2.46*%** [1.62, 3.76]

1.63* [1.03, 2.57]

2.16*** [1.46, 3.18]

0.94 [0.52, 1.71]
0.82 [0.43, 1.54]
0.67 [0.29, 1.58]

1.27 [0.66, 2.45]
0.73 [0.38, 1.38]
0.73 [0.36, 1.46]



Urgent Care (UC) Use

Emergency Department (ED) Use

Model 1 Model 2 Model 3 Model 4
7-State Sample National Sample 7-State Sample National Sample
N=5,777 N=801 N=5,781 N=804
Variables Prof > F: <0.000 Prob > F: 0.4273 Prof > F: <0.000 Prof > F: <0.000
. < High
Education Sohool -- -- -- --
Some college+  1.26% [1.02, 1.55] 0.84 [0.54, 1.32] 1.10 [0.90, 1.35] 0.92 [0.60, 1.41]
Bmploy- & Tme - - - -
ment
*k
Part-time 1'552 07[]1'16’ 0.99 [0.50, 1.97] 0.98 [0.73, 1.32] 0.84 [0.44, 1.59]
Unemployed 1.02[0.79, 1.32] 0.96 [0.55, 1.66] 1.20 [0.94, 1.55] 0.56* [0.33, 0.95]
<$30,000 - - - -
$30,000-
Household $49.999 0.92[0.70, 1.20] 0.61 [0.33,1.12] 0.89 [0.69, 1.15] 1.11 [0.63, 1.96]
Income ’
$50,000- 1.46** [1.11, "
599,99 1.92] 0.86 [0.47, 1.50] 0.83 [0.64, 1.07] 0.53* [0.29, 0.97]
>$700,000 1.34[0.98, 1.82] 0.85 [0.42, 1.70] 0.63** [0.47,0.85]  0.28%%* [0.14, 0.58]
Hous§hold Urban _ - - -
Location
Suburban 0.97 [0.77,1.21] 0.820.52, 1.29] 1.20 [0.96, 1.50] 0.86 [0.54, 1.39]
Rural 0.84 [0.65, 1.10] 0.66 [0.40, 1.10] 0.98 [0.77, 1.25] 1.26 [0.77, 2.06]
Lives in
Medicaid No - n/a - n/a
Expansion
State Yes 1.09 [0.92, 1.31] n/a 1.25* [1.04, 1.49] n/a

Notes: NH=non-Hispanic; ESHI=employer-sponsored health insurance. Reference groups (--), in order of categories:
Has a regular care provider; Employer/Spouse Employer Sponsored Health Insurance (ESHI), Not Chronically 111, In
Good/Excellent Health, Male, non-Hispanic White, Age 18-29, High school education or less, Employed full-time,
Household Income <$30,000, Urban household location, and for state-analysis: does not live in Medicaid expansion
state. Model is significant at p-value: *p<<0.05, **<0.01, ***<0.001.
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Table 5. Facility Use, Experiences, and Reasons for Care-Seeking by Combined 7-State and
National Samples

Combined 7-State National
Sample Sample
n=7036 n=1002 p-value
% %o
Used facility (ED and/ or UC) 48 48 0.80
Used ED 32 33 0.69
Used UC 26 27 0.66
Used both facilities (among all respondents) 11 12 0.46
Rates Cost as Somewhat to V'ery Unreasonable*
ED users 40 38 0.62
UC users 24 22 0.77
Rated Quality as Fair to Poor*
ED users 28 27 0.90
UC users 21 25 0.36
Reasons for Emergency Department Use
Major Problem 45 40 0.48
Low-Acuity Health Need (minor + some 54 59
other reason)
Minor Problem 23 23
Some Other Reason 31 36
Don’t Know/Refused 1 1
Reasons for Urgent Care Use
Major Problem 15 15 0.09
Low-Acuity Health Need (minor + routine 84 84
visit, etc. + some other reason)
Minor Problem 52 60
Routine visit, treatment of chronic 13 8
condition, vaccination
Other Reason 19 15
Don’t Know/Refused 1 2

Note: p-value comparison allows for evaluation of differences in outcomes by state and national samples. *For this
analysis, we excluded those tespondents who provided a Don’t Know/Refused response to these outcome questions
regarding cost or quality ratings (<1% of quality outcome, and <5% of cost outcome). When including them in overall
sample (including the DK/Refused categoties), the rates of giving low quality ratings wete as follows (ED: 28% state,
27% national | UC: 21% state, 25% national); and then for giving unreasonable cost ratings (ED: 38% state, 36%
national | UC: 23% state, 21% national).
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Table 6. Characteristics of Respondents who Rated Quality of Care as Poor/Fair, by Facility Type
(Row Percentages %)

Urgent Care Users Emergency Department Users
7-State National 7-State National
Sample Sample Sample Sample
Number of Facility Users n=1836 n=249 n=2302 n=327
Percentage Giving Low Quality 21.4% 24.7% 28.5% 27.2%
Rating*
AMONG THOSE WHO RATED QUALITY AS FAIR TO POOR
Observations n=355 n=>55 n=565 n=89
(Vo) p- (Vo) p- (Vo) p- (o) p-
value value value value
Gender Male 21.3 0.95 34.7 0.02 25.8 0.13 24.1 0.42
Female 21.5 17.8 30.6 29.0
White (NH) 20.4 0.18 23.5 0.84 26.6 0.07 25.1 0.64
Race/
Black (NH, 17.6 21.2 27.9 33.9
Ethnicity ack (NH)
Hispanic 26.2 31.9 34.4 32.6
Other 20.8 17.2 36.3 24.1
18-29 22.6 <0.01 30.8 0.65 41.3 <0.001 36.6 0.16
Age 3049 22.9 26.4 314 27.8
(years) 50-64 235 18.9 26.9 21.9
65+ 11.8 23.0 13.8 20.8
Zigb school or 242 0.030 249 0.89 31.1 0.12 294 053
Education  Some college or 19.5 247 26.2 247
more
<§30,000 26.1 0.18 28.5 0.76 34.6 <0.01 32.6 0.63
$30,00-
Houschold  §49,999 16.3 22.2 26.3 23.8
Income $50,000-
$99,99 21.0 29.1 23.8 25.8
>$100,000 18.4 18.8 18.3 14.9
| Full-time 18.0 0.03 22.9 0.29 27.8 0.10 26.5 0.87
Bmploy=, s fime 24.4 17.4 36.9 24.1
ment
Unemployed 243 28.8 26.8 28.8
Urban 22.5 0.62 29.7 0.44 29.5 0.70 22.5 0.34
Location Suburban 19.0 18.1 26.6 34.0
Rural 23.2 19.4 29.9 30.7
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Urgent Care Users Emergency Department Users

7-State National 7-State National
Sample Sample Sample Sample
Number of Facility Users n=1836 n=249 n=2302 n=327
Percentage Giving Low Quality 21.4% 24.7% 28.5% 27.2%
Rating*
AMONG THOSE WHO RATED QUALITY AS FAIR TO POOR
Observations n=355 n=55 n=565 n=89
(Vo) p- (Vo) p- (7o) p- (o) p-
value value value value
Insured Yes 20.1 0.01 24.3 0.77 25.9 <0.001 214 0.62
No 349 28.0 45.5 28.1
ESHI 20.9 0.03 21.8 0.57 249 <0.001 25.8 0.91
1S\/Ia1n c Medijcare 14.9 15.8 19.0 26.6
OWCC L NMedicaid 27.6 352 334 32.7
Health
Insurance  Other Insurance 19.5 30.5 29.9 29.7
Uninsured 349 28.0 45.5 214
Has Yes 19.4 0.02 21.9 0.21 25.5 <0.001 25.8 0.39
Regular
Care
Provider No 28.5 32.6 40.7 33.1
Yes 21.8 0.72 33.0 0.12 31.1 0.09 25.7 0.36
Chronic
Tllness No 21.2 21.1 25.8 28.2
Self-
reported oy 204 014 20 012 258 002 210 <001
Health
Status
Fair to Poor 24.7 34.4 33.6 39.5
Lives in Yes 22.6 0.20 n/a 28.1 0.69 n/a
Medicaid
Expansion  Npy 19.1 n/a 29.2 n/a
State

Notes: Row percentages are provided to summarize the percentage of individuals with a given characteristic who gave a
fair-to-poor quality rating to a given facility after they experienced care there so that it can be compared to the overall
sample response (see first row). *If a respondent selected Don’t Know/Refused for their UC or ED rating (<1% of
the sample), they were excluded, yet respondents with 2 Don’t Know/Refused response in theit charactetistic (e.g.
age, income) were included for purposes of chi-squared analysis as is consistent with prior tables. ~ Education is no
longer significant when excluding the Don’t Know/Refused respondents (p-value becomes 0.15).
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Table 7. Logistic Regression of Characteristics of Adults (18+) Predicting Fair-to-Poor (Low)
Quality Rating at Urgent Care Centers (UCs) or Emergency Departments (EDs), Adjusted Odds
Ratio [95% Confidence Interval]

Low Quality Rating UCs Low Quality Rating EDs
7-State Sample  National Sample ~ 7-State Sample ~ National Sample
N=1548 N=210 N=1938 N=272
. Prob > F: Prof > I:
Variables Prof > F: 0.0471 0.0573 <0.000 Prof > F: 0.8807
Has Regular
Care Provider Yes N - B -
No 1.470.89,2.41]  0.81]0.28,2.34] 1.42[0.89,2.27]  1.40[0.49, 4.01]

Main Source of
Health

Insurance

Chronically 11l

Fair/Poor
Health

Gender

Race/
Ethnicity

Age (years)

ESHI/ Spouse -

Medicare 0.59 [0.27, 1.31]
Medicaid 0.87 [0.36, 2.11]
Other Insurance 0.68 [0.38, 1.20]
Uninsured 1.30 [0.61, 2.78]
No --

Yes 1.00 [0.64, 1.57]
No --

Yes 1.13 0.64, 1.57]
Male --

Female 1.08 [0.71, 1.64]
White (NH) -

Black (NH) 0.51[0.23, 1.11]
Hispanic 1.10 [0.61, 2.01]
Other 0.75 [0.35, 1.60]
18-29 -

3049 1.10 [0.62, 1.98]
50-64 1.04 [0.57, 1.91]
65+ 0.52[0.22, 1.19]

0.67 [0.14, 3.07]

3.63 [0.67,
19.45]

2.47 [0.64, 9.54]
2.85[0.58, 14.1]

2.43[0.89, 6.62]

1.59 [0.54, 4.65]

0.23%* [0.09,
0.60]

0.70 [0.17, 2.96]
1.79 [0.53, 6.06]
0.66 [0.08, 5.52]

1.55 [0.44, 5.43]
0.340.10, 1.21]

1.07 [0.25, 4.59]

0.73 [0.41,1.30]
0.88 [0.47,1.63]

1.16 [0.69,1.94]
1.49 [0.82,2.70]

1.53% [1.05,
2.23]

1.55% [1.04,
2.31]

1.18 [0.84, 1.67]

0.96 [0.58, 1.58]
0.94 [0.56, 1.60]
1.30 [0.69, 2.47]

0.58% [0.37,
0.93]
0.37%%* [0.22,
0.63]
0.23%+* [0.12,
0.43]

1.03 [0.33, 3.23]
0.87 [0.24,3.17]

0.83 [0.24,2.95]
0.29 [0.64,1.36]

1.04 [0.41, 2.67]

2.58* [1.12,
5.97]

1.22 [0.60, 2.51]

1.01 [0.36, 2.87]
1.01 [0.35, 2.806]
1.22[0.27, 5.58]

0.54 [0.17, 1.78]
0.43 [0.11, 1.70]

0.28 [0.07, 1.20]
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Low Quality Rating UCs

7-State Sample
N=1548

National Sample

N=210

Low Quality Rating EDs

7-State Sample
N=1938

National Sample

N=272

Education

Employment

Household
Income

Household
Location

Lives in
Medicaid
Expansion State

< High School

Some college+

Full-Time

Part-time

Unemployed

<§30,000

$30,000-549,999
$50,000-§99,99
>§700,000

Urban
Suburban
Rural

No
Yes

0.83 [0.53, 1.31]

1.81 [0.96, 3.41]

2.07% [1.16,
3.69]

0.55 [0.29, 1.03]
0.83 [0.47, 1.48]
0.71 [0.36, 1.42]

0.75 [0.47, 1.21]

0.97 [0.55, 1.71]

0.90 [0.60, 1.33]

1.85 [0.70, 4.93]

0.67 [0.10, 4.57]

0.90 [0.29, 2.72]

0.87 [0.24, 3.19]
1.24 [0.36, 4.28]
0.49 [0.09, 2.63]

0.23* [0.07,
0.70]
0.49% [0.09,
2.63]

n/a

n/a

0.87 [0.60, 1.26]

1.32[0.79, 2.21]

1.23[0.78, 1.93]

0.80 [0.50, 1.27]
0.81 [0.50, 1.31]
0.65 [0.35, 1.20]

0.83 [0.57, 1.22]

0.98 [0.64, 1.50]

1.13 [0.82, 1.54]

0.8210.37, 1.81]

0.97 [0.30, 3.20]

0.95 [0.36, 2.51]

0.65 [0.26, 1.64]
1.10 [0.35, 3.50]
0.28 [0.04, 2.26]

2.01 [0.85, 4.73]

1.39 [0.61, 3.16]

n/a

n/a

Notes: NH=non-Hispanic; ESHI=employer-sponsored health insurance. Reference groups (--), in order of categories:
has a regular cate provider; Employer/Spouse Employer Sponsored Health Insurance (ESHI), Not Chronically 111,
self-reported Good/Excellent Health, Male, non-Hispanic White, Age 18-29, High school education or less,
Employed full-time, Household Income <$30,000, Urban household location, and for state-analysis: does not live in
Medicaid expansion state. Model is significant at P-value: *p<<0.05, **<0.01, ***<0.001.
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Table 8. Characteristics of Respondents who Rated Cost of Care as Somewhat/Very

Unreasonable, by Facility Type (Row Percentages %)

7-State National 7-State National
Sample Sample Sample Sample
Number of Facility Users n=1732 n=236 n=2023 n=304
Percentage Rating Cost as 23.6% 22.5% 40.5% 38.7%
Unreasonable
Observations n=365 n=48 n=801 n=104
(%) p- (%) p- (%) p-value (%) p-
value value value
Gender Male 26.1 0.15 17.8 0.23 42.7 0.15 37.3 0.76
Female 215 25.7 38.7 39.5
White (NH) 25.8 0.09 19.0 0.25 42.0 0.02 40.1 0.11
gafle./ _ Black (NH) 14.2 285 29.5 35.9
Y Hispanic 21.2 36.6 42.7 29.2
Other 224 15.3 44.0 69.6
18-29 222 0.01~ 202 0.55 38.4 0.00 33.6 0.07
Age 3049 26.7 28.4 473 437
(years) 50-64 24.8 16.2 46.0 49.7
65+ 14.3 19.6 24.0 23.1
Zigb school or 214 0.04 213 0.80 37.7 0.047 38.1 0.78
Education  Some college or 246 236 428 395
more
<$30,000 19.0 0.13 18.5 0.91 36.5 <0.001 37.6 0.18
$30,00- 29.0 24.4 49.3 37.6
Household  §49,999 ’ ’ ’ ’
Income $50,000-
$99.99 26.5 22.0 46.7 46.9
>87100,000 25.7 28.6 39.6 56.4
Bl Llktime 26.5 0.01 25.5 0.72 50.1 <0.001 485 0.02
mpt Y Purrtime 28.6 17.0 418 21.6
fmen Unemployed 16.7 202 31.9 34.1
Urban 26.4 0.18 247 0.34 38.3 0.16 37.0 0.88
Location Suburban 20.6 16.7 43.9 43.3
Rural 19.0 29.0 43.7 37.1
Insured Yes 23.4 0.50 22.7 0.84 38.1 <0.001 37.6 0.47
No 26.8 20.7 58.0 47.9
Main ESHI 28.1 0.03 25.5 0.89 47.9 <0.001 53.5 0.01
a ¢ Medicare 15.6 19.5 26.0 25.6
ioulrtche Y Medicaid 18.0 15.7 28.2 37.6
nea Other Insurance 19.4 21.5 39.6 23.5
INSULANCE 1y nsured 26.8 25.5 58.0 47.9
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7-State National 7-State National

Sample Sample Sample Sample
Number of Facility Users n=1732 n=236 n=2023 n=304
Percentage Rating Cost as 23.6% 22.5% 40.5% 38.7%
Unreasonable
Observations n=365 n=48 n=801 n=104
(%) p- (%0) p- (%) p-value %) p-
value value value
Has
Yes 22.7 0.19 23.9 0.53 38.6 0.02 38.9 0.91
Regular
Care No 26.4 18.8 488 377
Provider
. Yes 18.7 <0.01 28.6 0.09 38.2 0.09 36.2 0.56
Chronic
Illness No 26.3 19.3 42.9 41.2
Self-
reported gx”f{//e”’ & 251 004~ 205 027 399 0.20 374 0.62
Health o
Status Fair to Poor 183 29.5 41.5 41.4
Lives in Yes 19.1 0.02 n/a 40.3 0.20 n/a
Medicaid
Expansion  No 25.8 n/a 40.8 n/a
State

Notes: Row percentages are provided to summarize the percentage of individuals with a given characteristic who gave a
very-to-somewhat unreasonable cost rating to a given facility after they experienced care there so that it can be
compared to the overall sample response (see first row). *If a respondent selected Don’t Know/Refused for their UC
or ED rating (<5% of the sample), they were excluded, yet respondents with a Don’t Know/Refused response in their
characteristic (e.g. age, income) were included for purposes of chi-squared analysis as is consistent with ptior tables. "
No longer significant when excluding the Don’t Know/Refused respondents for those categories.
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Table 9. Logistic Regression of Characteristics of Adults (18+) Predicting Unreasonable Cost
Rating at Urgent Care Centers (UCs) or Emergency Departments (EDs), Adjusted Odds Ratio
[95% Confidence Interval]

Variables

Unreasonable Costs UC

7-State Sample

N=1482

Prof > F: 0.0208

National Sample
N=198

Prob > F: 0.3638

Unreasonable Costs ED

7-State Sample
N=1808

Prof > F: <0.000

National Sample
N=255

Prof > F: 0.0378

Has Regular
Care Provider

Main source of
Health

Insurance

Chronically 11l

Fair/Poor
Health

Gender

Race/

Ethnicity

Age (years)

Education

Yes

ESHI/ Spouse

Medicare
Medicaid

Other Insurance
Uninsured

No

Yes

No
Yes

Male

Female

White (NH)
Black (NH)
Hispanic

Other

18-29
3049
50-64
65+

< High School
Some college+

1.00 [0.62, 1.61]

0.83
0.80
0.58

0.88

0.39, 1.80]
0.33, 1.94]
0.32, 1.06]

0.39, 1.96]

—_ = —= =

0.78 [0.52, 1.17]

0.91 [0.53, 1.55]

0.82 [0.55, 1.22]

0.38%* [0.20,
0.73]

0.79 [0.42, 1.46]

0.87 [0.42, 1.79]

1.14 [0.69, 1.91]
1.17 [0.65, 2.09]
0.51 [0.21, 1.21]

1.04 [0.69, 1.57]

0.51 [0.15, 1.77]

3.04 [0.71, 13.08]
0.87 [0.12, 6.16]
2.82 [0.64, 12.53]

2.94 [0.42, 20.42]

4.11%%[1.43,
11.84]

0.72 [0.23, 2.29]

1.93 [0.84, 4.48]

2.61 [0.60, 11.34]

4.08% [1.12,
14.87]

0.28 [0.05, 1.51]

2.01 [0.46, 8.87]
0.70 [0.16, 2.96]
1.58 [0.30, 8.19]

1.87 [0.72, 4.84]
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1.07 [0.68, 1.68]

0.76 [0.46, 1.27]
0.63 [0.35, 1.14]
1.14[0.72, 1.82]

1.98% [1.11, 3.51]

0.93 [0.66, 1.32]

1.330.92, 1.93]

0.89 [0.65, 1.21]

0.48%* [0.30,
0.78]

1.05 [0.66, 1.68]

0.83 [0.45, 1.50]

1.03 [0.65, 1.65]
1.17[0.72, 1.89]
0.62 [0.35, 1.12]

1.53% [1.09, 2.14]

0.93 [0.35, 2.51]

0.38 [0.13, 1.16]
0.76 [0.22, 2.67]
0.29% [0.10, 0.86]
0.60 [0.17, 2.18]

0.53 [0.23, 1.21]

2.29 [1.00,5.20]

1.11 [0.52, 2.38]

0.62 [0.22, 1.75]

0.49 [0.14, 1.76]

5.63* [1.30,
24.49]

1.10 [0.37, 3.27]
1.54 [0.51, 4.66]
0.59 [0.17, 2.08]

0.84 [0.38, 1.88]



Variables

Unreasonable Costs UC

7-State Sample
N=1482

Prof > F: 0.0208

National Sample
N=198

Prob > F: 0.3638

Unreasonable Costs ED

7-State Sample
N=1808

Prof > F: <0.000

National Sample
N=255

Prof > F: 0.0378

Employment

Household
Income

Household
Location

Lives in
Medicaid
Expansion
State

Full-Time

Part-time

Unemployed

<§30,000

$30,000-
$49,999
$50,000-$99,99
>§100,000

Urban

Suburban
Rural

No

Yes

1.49 [0.86, 2.60]
0.93 [0.54, 1.58]

1.51 [0.83, 2.73]

1.10 [0.62, 1.95]
0.91 [0.47, 1.78]

0.68 [0.42, 1.09]
0.59 [0.33, 1.03]

0.65% [0.45,
0.95]

0.32 [0.05, 2.04]
0.23* [0.07,
0.76]

1.28 10.32, 5.10]

1.62 [0.42, 6.31]
2.34 [0.56, 9.69]

0.20 [0.04, 0.96]
0.92 [0.32, 2.64]

n/a

n/a

0.81 [0.50, 1.31]

0.58% [0.38,
0.89]

1.42[0.94, 2.17]

0.96 [0.62, 1.49]
0.63 [0.37, 1.07]

0.99 [0.70, 1.41]
1.08 [0.74, 1.59]

1.14 [0.85, 1.53]

0.27 [0.07, 1.08]
0.81 [0.27, 2.42]

0.94 [0.37, 2.37]

1.26 [0.39, 4.09]
1.28 [0.36, 4.55]

1.72 [0.69, 4.36]
0.93 [0.45, 1.94]

n/a

n/a

Notes: NH=non-Hispanic; ESHI=employer-sponsored health insurance. Reference groups (--), in order of categories:
has a regular cate provider; Employer/Spouse Employer Sponsored Health Insurance (ESHI), Not Chronically 111,
self-reported Good/Excellent Health, Male, non-Hispanic White, Age 18-29, High school education of less,
Employed full-time, Household Income <$30,000, Urban household location, and for state-analysis: does not live in
Medicaid expansion state. Model is significant at P-value: *p<<0.05, **<0.01, ***<0.001.
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Table 10. Characteristics of Individuals with Self-Reported Low-Acuity Health Need, by Facility
Type

7-State Sample National Sample

N=7036 N=1002
ucC ED p-value ucC ED p-value
User User User User
n=1168 n=1,181 n=157 n=173
% % % %
Gender Male 47 43 0.22 49 34 0.03%*
Female 53 57 51 66
Race/Ethnicity  White (non-Hispanic) 69 55 <0.001*** 73 54 0.07
Black (non-Hispanic) 10 20 8 16
Hispanic 16 18 13 19
Other 4 6 4 7
Age (years) 18-29 20 23 0.08 22 27 0.44
3049 37 33 39 36
50-64 27 24 24 21
65+ 16 19 14 16
Education High school or less 35 51 <0.007*** 45 54 0.22
Some college or more 65 49 55 55
Household <$30,000 29 46 <0.001%*** 27 38 0.02
Income $30,000-§49,999 11 16 14 19
$50,000-§99,999 28 18 30 17
>$£100,000 23 8 20 9
Employment Full-time 53 36 <0.0071%** 49 46 0.66
Status Part-time 16 13 10 14
Not employed 31 51 40 40
Household Urban 58 55 0.1 53 53 0.19
Location Suburban 27 24 28 24
Rural 12 14 14 22
Insured Yes 92 86 <0.001*** 87 89 0.4
No 8 14 13 9
Main source of  ESHI 51 33 <0.0071 %% 45 32 0.24
health )
insurance Medicare 15 21 12 17
Medicaid 5 12 10 16
Other Insurance 21 20 20 24
Uninsured 8 14 13 9
Has Regular - 79 75 0.02*% 70 81 0.12
Care Provider
No 21 24 30 19
Chronically Il Yes 36 48 <0.007*** 31 43 0.13
No 64 51 68 57
Selfexeported it 10 Good 80 67  <0.001%%* 84 67  <0.001%**
Health Status
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7-State Sample National Sample

N=7036 N=1002
ucC ED p-value ucC ED p-value
User User User User
n=1168 n=1,181 n=157 n=173
% % % %
Fair to Poor 20 33 16 32

Lives in Yes 34 34 0.96 n/a n/a -
Medicaid ’
Expansion No 66 66
State

Notes: Medicaid expansion state was only included in the combined 7-state sample analysis. ESHI = employer-
sponsored health insurance or spouse-ESHI. *p<0.05, **<0.01, ***<0.001.
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Table 11. Logistic Regression Results Predicting Emergency Department (ED) Use for Low-
Acuity Health Reason (versus Urgent Care) Within the Past Two Years (2014-2015), Adjusted
Odds Ratio [95% Confidence Interval]

7-State Sample
N=1,986

National Sample
N=271

Variables Prof > F: <0.000 Prof > F: 0.0061
. Yes -
Has Regular Care Provider ) 0.94 [0.62, 1.41] 0.26%* [0.11, 0.63]
. ESHI - -
11\42‘1“ Source of Health Medicare 1.31 [0.78, 2.20] 1.84 [0.58, 5.83]
nsurance Medicaid 1.49 [0.80, 2.76] 0.84 [0.27, 2.65]
Other Insurance 1.03 [0.67, 1.60] 2.19 [0.82, 5.86]
Uninsured 1.85% [1.04, 3.27] 1.54 [0.45, 5.34]
Chronically 11l No - -
Yes 1.29 [0.94, 1.78] 1.04 [0.47, 2.28]
Fair/Poor Health No - -
ar/roor Hea Yes 1.00 [0.69, 1.46] 3.71%* [1.49, 9.25]
Gender Male -- --
Female 1.00 [0.74, 1.34] 1.73 [0.90, 3.34]
Race/ White (NH) - -
Ethnicity Black (NH) 1.78* [1.11, 2.87] 1.68 [0.64, 4.39]
Hispanic 0.86 [0.55, 1.36] 1.27 [0.46, 3.49]
Other 1.51 [0.84, 2.72] 2.53[0.62, 10.36]
Age (years) 18-29 - -
3049 1.08 [0.69, 1.68] 0.74[0.27, 1.99]
50-64 0.88 [0.57, 1.37] 0.62[0.22, 1.76]
65+ 0.78 [0.43, 1.38] 0.59 [0.17, 2.04]
Education < High School - -
Some college+ 0.84 [0.61, 1.16] 0.83 [0.39, 1.75]
Employment Full-Time -- -
Part-time 0.92[0.57, 1.49] 0.74 [0.25, 2.18
Unemployed 1.66* [1.12. 2.45] 0.36* [0.15, 0.91]
<$30,000 - -
Household Income $30,000-§49,999 1.16 [0.79, 1.73] 0.95 [0.38, 2.42]
$50,000-$99,99 0.59* [0.39, 0.89] 0.60 [0.24, 1.53]
>$100,000 0.37%%% [0.23, 0.61] 0.38 [0.11, 1.30]
Household Location Urban - -
Suburban 1.14 [0.81, 1.62] 1.10 [0.52, 2.32]
Rural 1.19 [0.81, 1.74] 1.47 [0.62, 3.45]
Lives in Medicaid No - n/a
Expansion State Yes 1.01 [0.76, 1.34] n/a

Notes: NH=non-Hispanic; ESHI=employer-sponsored health insurance. Reference groups (--), in order of categories:
Has a regular care provider; Employer/Spouse Employer Sponsored Health Insurance (ESHI), Not Chronically 111, In
Good/Excellent Health, Male, non-Hispanic White, Age 18-29, High school education or less, Employed full-time,
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Household Income <$30,000, Urban household location, and for state-analysis: does not live in Medicaid expansion
state. Model is significant at P-value: *p<0.05, *¥<0.01, ***<0.001.
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