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ABSTRACT
Objective: e diversity, equity, and inclusion (DEI) climate of emergency departments
I
(EDs) can !form organizational change to provide equitable, inclusive, and high-quality care to their

diverse patj@ht pofulations. The purpose of this project was to investigate patient perspectives on the

climate of an urban ED.

Methods: Ma cross-sectional survey study conducted in the large-volume, urban ED in

Detroit, Michigan,iom November 2018 to January 2019. The survey was developed by an

experienceﬁl committee via an iterative process and broad consensus.

Results: During their care in the ED, 849 patients completed the anonymous survey about their

perspective periences of DEI in that ED. Overall, responses were favorable as most
respon that ED staff treated patients from all races equally (75.8%) and made patients

feel accept o). However, some respondents felt that the ED staff’s treatment of populations with

greater complexity, such as mentally ill (16.8%) or lower-income patients (14.3%), need the most

improvemi.

Conclusio @ DEI climate assessment survey of ED patients’ perspective revealed important

insights that uide strategic initiatives to advance DEI in the ED. This assessment may serve as
a mode iaous evaluation of DEI over time and in multiple healthcare settings to help guide
organiza ge efforts.

-
<C

This article is protected by copyright. All rights reserved. 3



w o
g 5
& =
i o
Iét

Emergency depagiiments (EDs) often function as “safety net” healthcare settings for diverse patients,

providing criti cess to healthcare regardless of patients’ insurance coverage or ability to pay.' ED
clinicians, w clinicians in other specialties and the general population, have implicit biases,
such as raci which can influence clinical decision making®, patients’ perception of care
quality,”® i e communication and treatment adherence for diverse patients.” Compared to

other spec!lties, ED clinicians in particular are expected to set aside their biases to care for all

patients, ye nd to face a greater cognitive load and environmental stress which are factors
that canin eir interpersonal interactions and clinical treatment as well as the overarching
climate '>” In the ED, cognitive stress may come from competing mental tasks such as
jugglin, iple patients, interruptions while writing orders, or interacting with patients of a minority

race; environmental factors such as overcrowding and insufficient staffing; and clinicians’ personal

needs suchhe, stress, or hunger.® Racial minority patients and those with other structural

Vulnerabiliso at increased risk of receiving fragmented and delayed care, and often have less

satisfaction with and greater mistrust of their clinicians, which can result in greater morbidity and

moﬂali@lations with persistent and concentrated health inequities such as Black,

Latino/a#us, and low-income patients,'° culturally sensitive, unbiased, and structurally

competent care is SSential for facilitating affirming patient-clinician cross-cultural relationships and

addressing structfl and interpersonal causes of health inequities.

Importance

The unique clinical environment of the ED also presents distinct challenges that may adversely affect

equitable and inclusive patient care compared to other care environments. Clinicians face significant

This article is protected by copyright. All rights reserved. 4
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environme , physiologic strain, and cognitive loading, which can inadvertently influence
patient-cli tions, quality of treatment, clinician wellness, and the overarching healthcare
I I

climate.® se stressors can cause ED clinicians to rely upon automatic cognitive processes such as
categorizati@h, st8ggotyping, and implicit biases, which can contribute to health inequities and disrupt
the patient-c n relationship.® Therefore, understanding patient perspectives of the diversity,

equity, anw (DEI) climate in the ED can inform organizational change strategies to promote

DEI in patiBwhich is also related to patient safety and healthcare quality.'"™"

C

Goals of Tmtigation
Despite leadihg Medical organizations’ more recent focus on DEIL such as the American College of

Emergency ans, the Society of Academic Emergency Medicine, and the American Medical

Associ ch on the highest yield strategies to improve the culture of DEI in healthcare has

11,15

remained sparse, particularly in the ED. Recognizing this gap, which may be due to historical

lack of fun cus, this study aimed to investigate patient perspectives of the DEI climate within
ina large—ban ED. This provides the foundation for future, repeat measurements to
iteratively modify, and assess the organizational DEI climate in this ED over time.

=

METHODS s

Study Desi etting

This cross-sectiona! survey was administered in the ED of a tertiary care teaching hospital in Detroit,
Michigan, between November 2018 and January 2019. This ED had 100,000 patient visits in 2018,
representing over 60,000 unique patients. We surveyed a convenience sample of the ED patient

population. This hospital’s Institutional Review Board approved this study.

This article is protected by copyright. All rights reserved. 5
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Survey Devélopmeht

The survey g@fflas eloped by members of the Department of Emergency Medicine DEI committee of

cr

this hospital; rised of approximately 40 interdisciplinary ED staff members including physicians,
nurses, sodigl Workers, etc., based on existing DEI literature, committee members’ expert
experiences, veral members’ survey development experiences.'® The survey was discussed

E

iteratively until consensus was obtained. The larger DEl committee reviewed the survey, and all

revisions i porated. The assessment was found to be at a Flesh-Kincaid Grade Level of 5.3

N

to ensure y. It was translated into Spanish by two authors of this work, one a native

Spanish speaker and member of the DEI committee, and then certified to be accurate by

ions.™ It consisted of 41 questions, largely organized into matrices and divided
are for Specific Patient Populations, Patient’s Care Experiences and Values, ED
Comparedg Other Hospital System Clinics and Departments, and Demographics (Appendix 1). We
intentionally combined positive and negative valence questions and a 5-point Likert-type scale

@ ze acquiesce bias. The survey collected demographics including race, age, gender,

responses
sexuality, 1 ®hationality, education, usual place of care, and the number of ED visits in the last
year. S collect unique patient identifiers, allowing patient anonymity. If a patient wished

to advance lo the next page without answering a question, they were prompted to, but not required to

respond to @stions.

<C

Participant Recruitment

Trained research assistants (RAs) collected surveys between 6 AM and 12 AM in 2 to 4 hours shifts
in the non-ICU areas of the ED. RAs screened patients using the electronic health record (EHR)

according to inclusion criteria before approaching them to further screen for exclusion criteria.

This article is protected by copyright. All rights reserved. 6
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Inclusiofl chitesiasifcluded the following: (1) respondent age 18 years or older (respondent may have
been the phn adult accompanying the patient if the patient was a minor or had significant

limitationsfland, (2) patient had an emergency severity index (ESI) of 2, 3, 4, or 5 to avoid disrupting

C

care for ovmcally ill patients. RAs excluded patients if patients (1) were physically or

emotionally distr€Ssed, (2) had an acute psychiatric issue or were intoxicated, (3) were in police

U

custody, (4) were umable to take the survey in English or Spanish, (5) were unavailable after three

recmitmenc, or (6) had previously taken the survey per their own disclosure. If a patient met

all these cri s would introduce the study verbally. They would also emphasize that the

patient’s pn and responses were anonymous and would not influence their care in the ED.

RAs utili ne translator services to screen and recruit Spanish-speaking patients. If the
patient %erest in participating, the RA would give them an electronic tablet upon which
they co nformed consent document and proceed with the survey. If patients declined
participation, RAs noted the reason why. To reduce interference with patient care, the patients with

the ED longest times were prioritized and RAs approached patients after their initial evaluation by

their ED cl s indicated on the EHR. The ED clinicians were not involved in the

adminisf survey and directed any questions back to the RA present in the ED at that time.

Data Collection

After in onsent was obtained, the survey was self-administered on an electronic tablet device
in English or ish via Qualtrics (Qualtrics, Provo, UT, USA). If an English-speaking participant
requested assistance with the survey because of vision or literacy limitations, the RA read the survey
verbatim and inputted the patient’s responses as stated without further guidance or interpretation to
minimize interviewer effects. This assistance was not offered to Spanish-speaking participants

because of low RA Spanish fluency, the logistical difficulty and possible errors of utilizing the

This article is protected by copyright. All rights reserved.



translator p @ read the survey, and the possible interference of patient care if the clinical team
required a (fafisIator plione. An adult companion could take the survey in lieu of a minor patient or an
I

adult patieg who requested assistance. The survey took approximately 10 minutes to complete, and
RAs left thgfpaticfig room while it was completed to provide privacy unless the respondent requested

assistance. inical team needed to speak or provide treatment to the patient, RAs were able to

pause the sw return the tablet to the respondent afterwards. RAs were also trained to

document rvations of patient and clinician interactions in the ED in their shift field notes,
regardless er the patient observed was a survey respondent.

Analysis m

Qualitative s collected in the form of RA observations, but was not coded or analyzed due to
lack of ization in qualitative data collection methodology. We analyzed the survey data using

SAS version 9.4 (Cary, NC, USA). We conducted descriptive statistics for all variables. We report

continuoushwans with standard deviations (SD) and categorical data as counts and

percentage gate consistency in the analysis and data presentation, responses with a negative
valence werggtli to positive and participant responses were reverse categorized accordingly. For
exampl to the question “This ER’s employees judge obese patients” were flipped to

L

correspo ER’s employees DO NOT judge obese patients.”

Measu

AU

Item responses were measured using a 5-point Likert type scale to minimize acquiescence bias. We
condensed agreement responses into three categories to characterize responses as favorable or not in
analysis: Strongly/Somewhat Agree, Strongly/Somewhat Disagree, and Neither Agree nor

Disagree/No Opinion/No Experience based on the primary valence (agree, disagree, or neutral) of the

This article is protected by copyright. All rights reserved. 8
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response gi categorized frequency responses into Never/Rarely, Some/Most/All of the Time,
and No Ex er Not to Answer. Demographics were self-reported. We did not impute any
I

demograpHi€ variables.

RESULT

SC

Of the 1,691 patiefits screened, 849 respondents were sampled (Table 1). The response rates for

Ui

participant-reported demographic variables of interest ranged from 60.9% to 86% while the response

[l

rates for re perspectives variables ranged from 90% to 95.5%. Of the surveys, 0.82% (n=7)

were comp, panish.

d

Chara cs of Study Subjects

M

Survey res$ndents’ demographics are displayed in Table 2. Response rates ranged from 46.2% to

87.2% for these questions. Most study participants were Black (72.6%), which is comparable to the

overall ED
(96.4%) a e survey in English (99.2%). Survey participants reported that they had sought
care in erage 3.4 times in the last 12 months (SD = 3.44, range = 1 to 25) and at this ED

2.3 times dlrinf the same time (SD 1.9). This was the first ED visit at that particular hospital in 12

ion (75%). The majority of participants had lived in the USA for most of their lives

months for 47.1% {h = 400) of survey respondents.

<C

Main Results

Respondent perspectives are presented in Table 3 and Figure 1. Response rates ranged from 86.6% to
95.5% to these questions. There was a large range (8.1% to 49.4%) of neutral responses to questions

regarding patient perspectives. Responses were classified as “favorable” if participants responded

This article is protected by copyright. All rights reserved. 9
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with agree atements regarding a positive DEI climate in the ED or with disagreement to
statements egative DEI climate. Correspondingly, responses were categorized
H I

“unfavorable” when participants disagreed and agreed with statements on a positive and negative DEI

climate, resgecti . The statements where most participants responded favorably were for ED staff’s

C

equal treatm patients of all races (75.8% Agree, N = 811) and for patients feeling accepted in the

ED (86% Agrge, 790). Questions that were responded to least favorably, where the least

>

participant ed favorably or the most participants responded unfavorably, included the

statement

U

whether ED staff are sensitive to the needs of transgender patients (32.1% Agree,

N = 808). Rarticipants disagreed most with statements about ED staff treating patients equitably

q

regardless or educational status (14.3% Disagree, N = 807) and ED staff judging those with

d

mental hea (16.8% Disagree, N = 809).

M

Notable to the environment of care in the ED, 16.8% of respondents reported that they had witnessed

discriminafon or harassment of ED staff by another patient, although fewer participants reported

[

experienci ination or harassment themselves by other patients (7.2%) or by ED staff (9.7%).

s,

Patients als ently reported observing discrimination by ED staff against other patients

(11.4%) orfother ED staff (8.6%).

g

{

U

In compari I climate of the ED to other clinical contexts, most respondents who had

experienc er clinics and departments in the same hospital felt that the ED had similar or greater

A

diversity (56. = 417), equity (65.2%, n = 482), and inclusion (58.3%, n = 429) comparatively.
Neutral opinions to this question, due to patients’ lack of experience with other departments within

the hospital or preferences not to answer, ranged from 29.8% to 38.0%.

This article is protected by copyright. All rights reserved. 10
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Limitatienssefathmssstudy include social desirability and sponsor bias, as patients were waiting for

health care while sharing their perspectives on the clinician providing that care; thus, it is possible that
S N

there is under-reporting of negative experiences. This bias may have contributed to our lower

response rate to individual prompts and a higher percentage of “neutral” responses. We attempted to

mitigate thMJS by making surveys anonymous, emphasizing that RAs were not a part of the

clinical team, seekilhg out participants after their care had been initiated, and stating that participants’

Ul

care Woulcﬁected by survey responses. Conversely, taking the survey during patient care

provided t ge of real-time evaluation of the ED DEI climate, minimizing recall bias on
relevant sufive s. The surveys were available in only English and Spanish, and Spanish speaking
patients were not offered reading assistance; thus, perspectives from speakers of other languages and
associzE\t populations could be underrepresented, and their unique insights were not
collect only a low number of Spanish speaking people completed the survey, so our data
is likely no! applicable to those who do not speak English. Our survey was not formally pilot tested or

validated prior to administration. Without cognitive interviewing of potential respondents, it’s

possible thstions were not interpreted in the manner that we intended.””*® However, RAs did
provide ro notes and the team will use field notes for continuous improvement and results
from th:&urvey to conduct future validity and reliability analyses. The survey was
developMmittee of volunteers who were all ED clinicians.'® Because this study was

performed in a sinie ED, the generalizability of the findings to other clinical environments, such as

non-urban or environments, is likely low. However, results are meant to illuminate local
climate, s tions of interest will need to be adapted to in other settings.
DISCUSSION

Our survey study of ED DEI climate showed that overall patient perspectives from a small subset of

the ED population at a single urban ED regarding DEI were generally favorable, while still

This article is protected by copyright. All rights reserved. 11



nities for improvement. Most participants felt that ED staff treat patients across
1S, ability, and education, and income statuses equally or well. A high proportion
of participe!ts also reported that ED staff made patients feel accepted, cared for the community
served, an luc$atients’ differences. However, the data also showed that there is still room for
improvem:ging DEI climate, more so in some areas than others. Information on the relative
areas of Dw can help inform creation of adaptable strategies and processes to address areas
that need t EI improvement. Notably, the response rates for questions on demographics

compared or questions assessing participants’ perspectives were different. Perspective

questions tgded to have higher response rates and a lower variance in response rates compared to

questions o ant demographics. This could be due to the fact that the demographic section of
m

the survey st section, and participants may have felt survey fatigue. In addition, the
diverge esponse rates could be attributable to participants' perception of the importance of
providi emographic data to our analyses compared to their perspective data. Finally,

participants could fear loss of anonymity by answering demographic questions, despite our RAs
Patients Idgtified as Requiring Improved Care

Patients phe cIve By our respondents to be immigrants or transgender, or with sexual health, mental

emphasizi €ys were anonymous.

health, and housingyproblems were noted to have the lowest scores for equitable and inclusive care.
These groups i ied by our patients, including immigrants,'” '* sexual minorities, *** and those
expeﬁe@ health, sexual health, or homelessness issues’' are documented to be subject to
implicit biases from healthcare clinicians. Moreover, these populations may face greater systemic
disparities that may precipitate more contact with, and bias within, the ED. This is particularly notable

as clinicians are most susceptible to acting on implicit biases, such as the ones they may have towards

these communities, when their work involves multitasking, limited information, high-pressure

This article is protected by copyright. All rights reserved. 12
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circumsta tive emotional states, or delivering care outside of an established patient-clinician
relationship — istics typical of ED care.”'""'” Consequently, it is important to implement
I

mechanism§to reduce bias and promote DEI in a climate that inherently exacerbated clinician biases

against po;@that may rely on the ED more heavily.
Improving :Wellness for Patient Wellness

Policies and ices that address operational issues may not only improve quality of care directly,
but may alsOpi e clinician wellness and the DEI climate since cognitive stressors posed by ED

phenomeng ercrowding which can then lead to clinician reliance on implicit biases in their

behavior and deciSion-making and perpetuate biases that inhibit high quality, equitable care.'"** ED

clinicians li e greater vulnerability to empathy fatigue and relying on biases when interacting
with th cause of the environmental and psychological stressors typically characteristic of
ED work.” " Potential system level solutions to this challenge include increasing ED social work

services, 0 chronic disease management integration within the ED, creating processes and

@

regularly e health system policies from a DEI lens.*>*® Thus, teams could consider co-

forums for and clinicians to anonymously express and collectively address concerns, and

measuri ate and clinician wellness as outcomes of quality improvement initiatives.

uth

Another compongag of poor clinician wellness that was identified in our survey was discrimination.

The mo sed form of discrimination reported in the survey was patient discrimination against

A

ED staff. Survey respondents likely witnessed this given curtained rooms, hallway care, and open
workspaces for clinicians. This observation may also reflect nuances in the expression of
discrimination, in that rude or unkind patient behavior may be seem as discriminatory, or clinician

behavior may be subtle. Given the aforementioned ED stressors, ensuring that staff wellness is

This article is protected by copyright. All rights reserved. 13
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prioritized is critical. Self-care among physicians is associated with better patient counseling and

screening.27 ellness increases their ability to handle the physical and emotional tolls
H

associated!ith treating high needs ED populations. Promoting clinical well-being is a complex task
that may require major changes in healthcare delivery. Organizational leadership should assess
physician well-being and identify areas that staff need support, and may start by facilitating access to
and providirﬁtime to use tools such as positive psychology exercises, mindfulness, narrative
-
medicine, work-hour limitations, and resources for maintaining a work-life balance to reduce the burn
out and stressors that they may experience in the ED, particularly if they are being discriminated
against.”” > It is vital to develop and enforce policies that protect ED staff and limit abusive patient
—
behavior while also protecting patients’ rights.*® Prior literature even suggests using physician
wellbeing as an indicator of the health of healthcare organizations.*® Although reports of ED staff
I

perpetuating discrimination were comparatively lower than for patients, organizations must continue

efforts to extingish any forms of discrimination within the ED.

L

Optimizing@Sensitivity

Many pIdicated that ED staff should learn about patients’ cultures. Improving the cross-

cultural g and communication of clinicians is associated with better patient outcomes and
may reduc@inequities in outcomes of and access to care.”' Increased cultural humility training can
also reduce the pr§ability of minority employees experiencing microaggressions and discrimination
at work, whi mprove job satisfaction and organizational performance, giving the healthcare
organizmetitive market advantage.’> Moreover, the relationship between cultural humility
and diversity has been well established: a more diverse staff allows for greater opportunities for
positive cross-cultural interactions, which can increase cultural awareness and knowledge, which help
to mitigate biases.” This is particularly relevant to emergency practices where clinician demographics

are unlikely to mirror those of the community, particularly since emergency physicians’ racial and

This article is protected by copyright. All rights reserved. 14
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ethnic dive behind other large specialties, such as family medicine with 18%
underrepre ities (URM), internal medicine (15% URM), and obstetrics and gynecology
I

(22% URMY.***°

Cr

This surveydeMonstrated that patients tended to perceive the ED DEI climate positively. More

S

importantl revealed areas of focus for improving the DEI aspects of patient care, patient-staff

U

interaction staff support. Through organizational change, particularly in regards to

leadership,finanagement, accountability, policies, and partnerships with other healthcare organizations

f

within the ecosystem, hospitals can facilitate equitable care for diverse patient populations.'® Despite

the broad ifapl ation of DEI initiatives within healthcare organizations, the publication of

a

outcom these programs is limited.*® Thus, data from surveys like this can add to the spare

literature a departmental strategic DEI priorities and ED staff understanding of how

V]

collective behaviors contribute to the overarching DEI climate in the ED. Moreover, organizational

leaders canse these data to explore, create, evaluate, and revise policies for improving the detection

[

and manag healthcare inequities and for reducing clinician, operational, and cultural factors

O

that impact ery of inclusive care. We encourage other organizations to implement similar

assessment§ in their EDs, utilizing our survey as a model to iteratively evaluate DEI climate and

h

changes.

{

AU
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Figure 1. P@of Agreement with Perspective Statements

This ER's Emplovees...

...treat patients of all races equally

...treat disabled patients well

..respect all religions and religious preferences

..-provide the same care to patients who do not speak English
...accommodate requests for preferred-gender providers
...treat patients with lower income and education the same
..DONOT judge obese patients®

..DO NOT treat homeless patients poorly®

..DO NOT treat patients with mental health problems poerly®
_..are sensitive to the needs of immigrant patients

...DO NOT judge people with sexual health problems®

...are sensitive to the needs of transgender patients

I feel accepted in this ER

...care about the pecple in the community they serve

Employee diversity is one of the strengths of this ER.

.respect and value people’s differences

...should leam about cultures other than their own

...have NOT had increasingly difficult cross-cultural mteractions*
...DO NOT need better training on DEI topics®

0% 10% 20% 30% 40% S50% 60%

W Strongly Agree

T0% B0% 90% 100%%

H Neutral

M Strongly disagree Somewhat disagree W Somewhat agree

Text of qugstion is abbreviated for clarity. Please see full survey (Appendix 1) for complete question.
The text aLes for questions marked with a * were flipped to align with the valence of the
entire surve he question "This ER's employees judge obese patients" was flipped to "DO NOT

judge obesglp " in this figure and "Disagree" responses were flipped with "Agree."

Aut
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Table 1. P,c::zt Recruitment Flow
Patients Screened for Patients Excluded

Reason for Exclusion from Participation
Pa?ti!m from Participation
1691 8 Did not meet all inclusion criteria (respondent of
Q adult age and non-acute ESI)

1683 20 Does not read and understand English or Spanish
Ww 123 In physical, mental or emotional distress

1540 : 5 Psychiatric or alcohol intoxication issue

1535 248 Unavailable after 3 attempts

1287 C 48 Had already taken the survey
Wm 38 Other reason for exclusion

1201 352 Declined participation

Final Sam

Author ‘V\
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Table 2.C tics of Survey Respondents
Sample Size
= Eristic Proportion, mean SS?:p: °ED Patient Proportion %
(SD) '
WO 38.4 (15.6) 517 43.6 (20.6)
ESI level 2.7 (0.5) 849 2.6 (0.9)
4@ Sample Size Sample a . .
Proportion, n (%) size, N ED Patient Proportion %
ED visits w st 12 months 570
1-3 visits 468 (82.2)
4+ visits 102 (17.8)
W/Ethn@ 739
539 (72.9) 75
75 (10.1) 12.3
Latino/a/x/Hispanic 32 (4.3) 5.4
Native AL—lon—Hispanic 25(3.4) 0.1
Asian/Pa @ der, non- 10 (1.3) 0.1
Hispanic
Wm Answer 58 (7.9) 5.7
Gender“ 728
Cisgende 452 (62.1) 53.8
Cisgende 234 (32.1) 46.2
23(3.2)
Other/Prefer Not%to Answer 19 (2.6)
Sexual Orientation 719
Heterosexual/Straight 512 (71.2)
LGBTQ+ 132 (18.4)

This article is protected by copyright. All rights reserved.
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Other/Pr o Answer 75 (10.4)
Practices a Religion 727
I
Yes s 394 (54.2)
No < > 243 (33.4)

Education 730
We or less 386 (52.9)
more 319 (43.7)

Prefer Not to Answer 25 (3.4)
Usual PIacQ 724
337 (46.6)
Inic 287 (39.6)
| do not haEual place 53(7.3)
Other o Answer 47 (6.5)

Abbreviations: ED, Emergency Department; ESI, emergency severity index

I

ED Patient Population data are from 2017 internal reports.

Autho
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Table 3. Pag @ Perception of the ED Staff Background, Training, and Treatment of Diverse

Population$y
W I Participant
s Participant Response Frequency, n (%) Response
Number, N
O Strongly / Neither / No Strongly /
Somewhat Opinion Somewhat
w Disagree P Agree
Q20: Plea ow much you agree or disagree with the following statements
about the s in this ER. This ER's employees...
T i fall
reat pa“egs ot atl races 62 (7.7) 134 (16.5) 615 (75.8) 811
equally
Are ?ensmgt.gmeds oF 16511 397 (49.4) 342 (42.5) 804
immigrant patie
R t all d
eopect at e g o1 39 (4.8) 226 (27.9) 546 (67.3) 811
religio ences
Try hard togagccommodate a
patient's rchroviders 61 (7.5) 294 (36.3) 454 (56.1) 809
ofa preferrﬁr
Provide the ality of care
to patients Who do not speak
46 (5. 2 . 4 .
English peaking 6 (5.7) 70 (33.5) 90 (60.8) 806
patients“
Treat disab;;; ;51 ts well 46 (5.7) 200 (24.8) 560 (69.5) 806
DO N atients with
136 (16. 22 (4 1434
mental health pEms poorly” 36.(16:8) 322 (40) 351434 809
D T homel
O NOT treat homeless 106 (13.1) 340 (42.1) 361 (44.7) 807
patients poorly
This article is protected by copyright. All rights reserved. 25
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Treat patie ower
income an € same

their own to best take care of
their patients

115 (14. 242 4 .
as patiems Wer income >(143) (30) S0(55.8) 807
and educatign
DO NOT j@e patients® | 90 (11.2) 341 (42.5) 372 (46.3) 803
DO NOT _]lﬁ aple with
reproducti al health 112 (13.9) 357 (44.3) 337 (41.8) 806
problems®
Are Sensmg © tEe needsof 1 55 (6.8) 494 (61.1) 259 (32.1) 808
transgende
Q21: Pleasg s ow much you agree or disagree with the following statements
based on the inte€ractions you have had or seen between employees and patients in
this E

St ly / St ly /

rongy Neither / No rongly

Somewhat Opinion Somewhat

Disagree P Agree
I feel accehs ER 47 (6) 64 (8.1) 679 (86) 790
The diversiQ people who
work in thi isenc of the 47 (6) 155 (19.7) 584 (74.3) 786
strengths ofthis ER
People wh!work in this ER
should come frontgimilar
backgroun atients 309 (39.2) 232 (29.4) 248 (31.4) 789
they serve
This ER's es should
learn about cultures other than 107 (13.5) 222 (28.1) 462 (58.4) 791
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My interact @ employees

from different cultural and

about groups of patients”

politicaﬂ)a s in this ER | 131 (16.7) 252 (32) 404 (51.3) 787
have NOT re difficult
over the yeb
This ER's respect

48 (6.1 155 (19.7 583 (74.2 786
and value m?fferences 6.1) ( ) ( )
This ER's emélo;; care about
the people 1n the community 41 (5.2) 154 (19.6) 591 (75.2) 786
they serve C
This ER's e s DO NOT
need betterpira on DEI 202 (25.6) 284 (36) 303 (38.4) 789
topics®
Q22: Please s ow often you have experienced or seen the following events in
this E

N
L Some, Most, E;)perience /
Never / Rarely o.r All of the Prefer Not to
time
O Answer

This ER's sgloyees DO NOT
have di tions with
patients“nt culture 312 (40.4) 143 (18.5) 318 (41.1) 773
than their :
Bias or prejudic ES NOT
affects t ssional

282 (36.4 1 21. 24 (41. 4
behavic 82 (36.4) 68 (21.7) 324 (41.9) 77
employees®
This ER's employees DO NOT
make insensitive comments 361 (46.6) 97 (12.5) 317 (41) 775

Abbreviations: ER, Emergency Room; DEI, Diversity, Equity, and Inclusion
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?Question affd Banse valency were flipped
w yeerer
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