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ABSTRACT
Objective ED visits have been rising year on year
worldwide. It has been suggested that some of these
visits could be avoided if low-acuity patients had better
primary care access. This study explored patients’ efforts
to avoid ED presentation and alternative care sought
prior to presentation.
Methods Consecutive adult patients presenting to
three urban EDs in Edmonton, Canada, completed a
questionnaire collecting demographics, actions attempted
to avoid presentation and reasons for presentation.
Survey data were cross-referenced to a minimal patient
dataset containing ED and demographic information.
Results A total of 1402 patients (66.5%) completed
the survey. Although 89.3% of the patients felt that the
ED was their best care option, the majority of patients
(60.1%) sought alternative care or advice prior to
presentation. Men, individuals who presented with injury
only, and individuals with less than a high school
education were all less likely to seek alternative care.
Alternative care actions included visiting a physician
(54.1%) or an alternative healthcare professional (eg,
chiropractor, physiotherapist, etc; 21.2%), calling
physician offices (47%) or the regional health
information line (13%). Of those who called their
physicians, the majority received advice to present to the
ED (67.5%).
Conclusions Most low-acuity patients attempt to avoid
ED presentation by seeking alternative care. This analysis
identifies groups of individuals in the study region who
are less likely to seek alternative care first and may
benefit from targeted interventions/education. Other
regions may wish to complete a similar profile to
determine which patients are less likely to seek
alternative care first.

INTRODUCTION
Patient presentations for emergency care are
increasing internationally.1 The high demand for
services often exceeds ED staffs’ abilities to provide
evidence-based and timely care, resulting in delays
to time-sensitive treatments, patient dissatisfaction
and overwhelming anxiety for staff.2 3 Low-acuity
presentations contribute to high ED input and
‘entry block’,4 leaving open the question of why
these patients do not use a less resource-intensive
place of care. In the UK, an estimated 10%–30% of
ED patients could be treated appropriately in the
primary care setting.5 6

In Canada, non-urgent patients have access to
care through family physicians, walk-in clinics,
urgent care centres or local EDs. Their care choices
have no financial ramifications. Availability of care
alternatives is province-dependent. In Edmonton,
Canada, a 2004 study on low-acuity patients’ care
choices identified that 61% of low-acuity patients
reported attempting alternative healthcare prior to
ED presentation.7 Since 2004, this region’s health
system has undergone substantial reform. A single
provincial healthcare delivery system—Alberta
Health Services (AHS)—has replaced multiple
regional health authorities. This has resulted in
many healthcare delivery changes, including a pro-
vincial medical help line (Health Link), implemen-
tation of strategies to reduce ED delays and the
display of real-time ED wait time estimates on the
AHS website. Significant efforts to increase provin-
cial residents’ access and attachment to a primary
care provider (eg, general practitioner, family phys-
ician) have accompanied these changes. Despite
these measures, claims by policymakers of

Key messages

What is already known on this subject?
▸ Low-acuity visits contribute to high ED input

and entry block.
▸ Some of these presentations may be avoidable

if patients had better access to primary care.
▸ To date, however, increasing primary care

access alone has had minimal impact on
reducing low-acuity presentations to the ED.

What this study adds?
▸ The majority of the 1402 low-acuity patients

presenting during weekday office hours to
three study EDs attempted alternative care prior
to ED presentation.

▸ They perceive the ED as their best care option
regardless of presentation severity.

▸ Men, individuals who presented with injury
only, and individuals with a high school
education or less were all less likely to seek
alternative care before coming to the ED.

▸ These factors may guide future targeted
education and intervention efforts but may still
need to be externally validated.
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‘inappropriate’ (ie, low-acuity) and/or convenience ED attend-
ance as a major input issue persist.

Given the significant efforts in this region to reduce non-
urgent presentations through the aforementioned strategies, an
up-to-date analysis of what care patients had attempted, if any,
prior to presentation is needed. Exploring patient actions and
rationales for ED presentation is important for developing a
‘whole system approach’ to sustainable interventions to reduce
non-urgent visits and potentially relieve some of the pressure of
high ED volumes and entry block experienced by EDs.

This study of non-urgent ED presentations identifies the
characteristics of patients who sought alternative care prior to
ED presentation and their knowledge and use of alternative
sources of healthcare such as the provincial helpline and the
wait time website.

METHODS
Study design
A cross-sectional survey of ED patients was undertaken over a
10-week period (May–July 2013) at the Royal Alexandra
Hospital (RAH), Northeast Community Health Centre
(NECHC) and the University of Alberta Hospital (UAH) in
Edmonton, Canada. Both the RAH and the UAH are major
referral centres for trauma. The NECHC is a community ED;
together, these three centres assessed and managed over
330 000 patient visits during the study year (AHS, 2013 data).
The three hospitals represent diverse patient populations, are
staffed by full-time emergency physicians and have various
levels of trainees.

Study participants
Patients aged ≥17 years presenting consecutively to the ED with
a Canadian Triage and Acuity Scale (CTAS)8 score of ≥3 (less
acute) were eligible for inclusion in the study as these have been
identified by Canadian policymakers as potentially ‘inappropri-
ate attenders’. CTAS is a valid and reliable five-level triage tool
used in EDs across Canada to determine the timing of patient
assessment based on severity. The scale does not account for the
comorbidities and/or complexity of patients at presentation.
Children were excluded from the study as one of the included
hospitals (UAH) has a separate paediatric ED, which is not
administratively linked with the adult ED and the reasons for
presentation are different for children. Patients were excluded
from the study if they were cognitively impaired, deemed too
unwell (eg, nausea, pain or intoxication) to participate, had
been previously enrolled, were direct consultations, presented to
the ED for imaging tests or a preset appointment or were under
police escort. If the patient’s ability to consent was unclear, the
attending physician or nurse provided final adjudication regard-
ing the patient’s ability. Patients who were unable to read or
communicate in English were also excluded, unless a friend or
family member was able to complete the survey on their behalf.

Survey methods
A non-stratified, cluster-based random sampling method was
used. Each week during the study period this was randomly
assigned, via a computerised random number generator, each
week during the study period, to one of three ED registration
periods: 07:00–13:00, 09:00–15:00 or 13:00–19:00.
Randomisation was balanced so that each of the three ED regis-
tration periods occurred at least once at each site. Patients pre-
senting later than 19:00, overnight and on weekends were not
included, as many alternative sources of care, such as primary
care physician (PCP) practices, are not available during these

hours. Within each registration period, randomisation assigned
patients a number based on their presentation time. This
number identified the order in which patients were approached.
The electronic Emergency Department Information System pro-
vided minimal patient information such as name, age, CTAS
triage score and time of arrival.

A 47-item questionnaire was developed based on a previously
validated survey,7 with some additional questions capturing
risky health practices. Patients completed the questionnaire,
which was available in both paper and computerised tablet
form, through either self-administration or interview based on
the patient’s preference. The questionnaire was completed
within 15–20 min and included questions on the reasons for ED
presentation as well as care sought prior to presentation.

Sample size
The sample size calculation method has been described else-
where.7 Briefly, based on estimates obtained from previous
research at the UAH and RAH, the proportion of ED patients
reporting no family physician in 2004 was 21%. In order to
obtain a precision of approximately 3% surrounding the point
estimate, a sample size of approximately 500 from each site was
required for an expected total recruitment of approximately
1500 patients. To obtain a more precise estimate (∼1%) would
have required more than 1000 patients per site, which was
beyond the resources available for this study.

Statistical analysis
Data were entered into a custom-built Microsoft Excel spread-
sheet (Microsoft, Redmond, Washington, USA). Thematic
content analysis was completed using patients’ qualitative
responses to understand the reasons why patients felt the ED
was (or was not) their best care option. Previous experience and
review of the literature informed the identification of themes.
Two independent research staff themed a subset of responses.
Inconsistencies in theming were resolved through discussion.

Quantitative analyses were conducted using the Statistical
Package for the Social Sciences (SPSS, V.13.0, Chicago, Illinois,
USA). Dichotomous variables were reported as proportions;
continuous variables were reported as means and SDs or
medians and IQRs, as appropriate. Patients who sought alterna-
tive care before ED presentation were compared with those who
did not using bivariate analyses of association (t-test or
Mann-Whitney U test for continuous variables and χ2 test or
Fisher’s exact test for categorical variables, as appropriate).
Seeking alternative care was defined as at least one of: visiting a
physician, visiting another healthcare professional, calling a phy-
sician’s office, calling the AHS Health Link line or seeking other
treatment or advice sought prior to presentation. A logistic
regression model was used to determine factors that were asso-
ciated with seeking alternative care prior to ED presentation
using backward Wald techniques (model entry set at p=0.2 and
model removal set at p=0.15). This model entry allows for all
variables to be entered and then each one eliminated in an itera-
tive process to arrive at the most parsimonious model. The
sample size was sufficient to avoid inflation of the standard
error concerns.9

Ethics
The study protocol and materials were approved by the Health
Research Ethics Board (Reference ID: Pro00039886) at the
University of Alberta, Edmonton, Alberta, Canada. Patients pro-
vided verbal consent to discuss the study with a research staff
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member and completion of the survey represented implied
consent.

RESULTS
Sampling
A total of 4269 patients were screened, of which 2107 were eli-
gible. Of the 2107 eligible patients, 503 patients declined to
participate and 196 were missed (ie, research assistants were
unable to locate the patient at the time of their selection for
participation). Overall, 1408 patients were enrolled and 1402
completed questionnaires were analysed (figure 1). Six partici-
pants were excluded from the analysis due to a failure to
respond to the five survey questions that distinguished partici-
pants who attempted to seek alternative care from those who
did not.

Participant characteristics
Characteristics of study participants are summarised in table 1.
Briefly, the mean age was 45.2 years (SD: 19.8), the majority
were women and most patients identified themselves as being
Caucasian. The majority of patients reported that their present-
ing problem was due to illness or injury; 4.0% presented due to
both. The majority of patients were triaged with a CTAS
score of 3.

Reasons for presentation: thematic content
Overall, 89.3% of the patients (n=1234/1382) felt the ED was
their best care option. Themes included: safety, effectiveness,
patient-centred, access and efficiency (figure 2 and table 2). For
patients who felt the ED was their best option, rationales
included: safety concerns (n=309), effectiveness of ED care
(n=284), patient-centredness of ED (n=277) and access to
healthcare professionals at the ED (n=204). For patients who
felt the ED was not their best option (n=148/1382 (10.7%)),
rationales included perceptions that access to health profes-
sionals outside the ED was preferable (n=39), patient-

centredness (particularly timeliness) was lacking in the ED
(n=26) and their health concern was not significant enough to
require ED care (n=18).

Sought alternative care before the ED visit
The majority of patients (n=842 (60.1%)) reported that they
attempted to access at least one source of alternative care before
presentation. Their baseline characteristics were similar to the
total patient sample (see table 1). The univariate analyses found
no statistically significant differences in sexual orientation,
employment status, living situation, residence, smoking status,
alcohol consumption, drug use, having had a influenza shot,
CTAS score or mode of arrival to ED between participants who
sought alternative care before presenting to the ED and those
who did not (p value >0.05).

Factors associated with seeking alternative care before the
ED visit
Regardless of statistical significance at the univariate level, some
variables were considered clinically important and were retained
in the multivariable analysis, including employment status, living
situation, residence, smoking status and having had a influenza
shot in the past year. The multivariable logistic regression identi-
fied that men, patients presenting because of injury only, and
having a high school education or less were all less likely to
attempt alternative care before ED presentation (table 3).

Alternatives selected
Of the 842 patients who attempted alternative care (table 4),
452 (54.1%) visited a physician and 176 (21.2%) visited
another healthcare professional. Less than half (n=394/833
(47.3%)) of these patients reported calling a physician’s office
prior to ED presentation. Of those who called, the majority
received advice to present to the ED (67.5%). Patients also
received advice to visit a family physician (5.7%) or another
healthcare professional (3.0%). A small percentage of patients
(1.4%) received reassurance only.

Among patients who sought an alternative, 68.4% (n=566/
828) were aware of the AHS Health Link line; although a
minority of patients used this resource (13.5%). A minority of
patients who sought alternative care were aware of the AHS
wait time website (n=204/826 (24.7%)). Of the 8% of patients
who checked the website prior to presentation, approximately
half (50.8%) reported that the wait time information influenced
where they presented.

DISCUSSION
In this multicentre study, many patients (60.1%) made efforts to
avoid ED presentation. Our study refutes the myth that
low-acuity presentations are ‘convenience visits’ as many
patients have attempted alternative care. Despite widespread
efforts focusing on mitigating ED volume (eg, Health Link, wait
time website, primary care attachment, etc), low-acuity presenta-
tions often result from patients experiencing difficulties acces-
sing or receiving adequate help at another source.

Patients attempting alternative care most frequently visited a
physician, specifically their family physician. This may indicate a
care preference for family physicians; further improving their
accessibility may support patients in seeking alternative care.
This notion is supported by many patients who reported access-
related rationales for their ED presentation. Alternatively,
attempting to seek care from their family physician and subse-
quently presenting to the ED may highlight a limited awareness
among patients of this region’s urgent care centres, their hours

Figure 1 Patient recruitment flow diagram. CTAS, Canadian Triage
and Acuity Scale
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Table 1 Demographic characteristics of patients who did and did not attempt to access alternative care prior to the emergency department
visit

Group; no. of patients (and %)*

Variable
Total participants;
n=1402*

Attempted alternative
care; n=842*

No alternative
attempted; n=560*

MD (95% CI) or OR†
(95% CI) p Value

Female sex n=1376 n=823 n=553 1.76 (1.41 to 2.18) <0.001
754 (54.8) 497 (60.4) 257 (46.5)

Mean age (SD), year n=1346 n=804 n=542 −0.18 (−2.36 to 1.99) 0.868
45.2 (19.8) 45.1 (19.7) 45.3 (20.1)

Marital status n=1362 n=812 n=550 1.26 (1.01 to 1.56) 0.039
Married/common-law 628 (46.1) 393 (48.4) 235 (42.7)
Not married‡ 734 (53.9) 419 (51.6) 315 (57.3)
Ethnic background n=1345 n=801 n=544 1.32 (1.04 to 1.68) 0.024

Caucasian/European
Caucasian/European 965 (71.8) 593 (74.0) 372 (68.4)

Non-Caucasian/European‡
Aboriginal 117 (8.7) 61 (7.6) 56 (10.3)
Asian 98 (7.3) 58 (7.2) 40 (7.4)
Black/Afro-Canadian 57 (4.2) 29 (3.6) 28 (5.2)
Latino 41 (3.1) 24 (3.0) 17 (3.1)
Middle Eastern 20 (1.5) 13 (1.6) 7 (1.3)
Mixed/other 47 (3.5) 23 (2.9) 24 (4.4)
Sexual orientation n=1242 n=750 n=492 0.79 (0.46 to 1.36) 0.397
Heterosexual 1181 (95.1) 710 (94.7) 471 (95.7)
Non-heterosexual‡ 61 (4.9) 40 (5.3) 21 (4.3)
Educational level n=1347 n=801 n=546 0.74 (0.59 to 0.92) 0.006
≤High school 627 (46.6) 348 (43.5) 279 (51.1)

> High school‡ 720 (53.5) 453 (56.6) 267 (48.9)
Employment status n=1356 n=810 n=546 0.95 (0.76 to 1.18) 0.640
Employed 752 (55.5) 445 (54.9) 307 (56.2)
Unemployed or other‡ 604 (44.5) 365 (45.1) 239 (43.8)
Living situation n=1364 n=818 n=546 1.06 (0.81 to 1.38) 0.687

Independent
Living alone 295 (21.6) 180 (22.0) 115 (21.1)

Non-independent or other‡
Living with someone 1030 (75.5) 618 (75.6) 412 (75.5)
Homeless/shelter/no fixed address 39 (2.9) 20 (2.4) 19 (3.5)
Residence n=1351 n=809 n=542 1.22 (0.79 to 1.88) 0.373

Non-assisted
Non-assisted living 1256 (93.0) 748 (92.5) 508 (93.7)

Assisted, shelter or other‡
Assisted living 23 (1.7) 13 (1.6) 10 (1.9)
Shelter/other 72 (5.3) 48 (5.9) 24 (4.4)
Consumes alcohol n=1375 n=827 n=548 1.02 (0.82 to 1.27) 0.836

780 (56.7) 471 (57.0) 309 (56.4)
Drug use other than alcohol n=1332 n=802 n=530 1.15 (0.82 to 1.62) 0.422

160 (12.0) 101 (12.6) 59 (11.1)
Current smoker n=1383 n=829 n=554 0.80 (0.64 to 1.01) 0.063

435 (31.5) 245 (29.6) 190 (34.3)
Has a family physician n=1396 n=839 n=557 1.60 (1.26 to 2.04) <0.001

1039 (74.4) 655 (78.1) 384 (68.9)
Had a influenza shot in the past year n=1373 n=807 n=532 1.26 (1.00 to 1.59) 0.054

454 (33.1) 290 (35.9) 164 (30.8)
Presentation§ n=1356 n=815 n=541 0.52 (0.42 to 0.66) <0.001
Illness‡ 568 (41.9) 374 (45.9) 194 (35.9)
Injury 464 (34.2) 231 (28.3) 233 (43.1)
Both/other‡ 324 (23.9) 210 (25.8) 114 (21.1)
Severity (CTAS score) n=1402 n=842 n=560 0.97 (0.78 to 1.20) 0.769

Urgent
CTAS score 3¶ 812 (57.9) 485 (57.6) 327 (58.4)

Non-urgent‡
CTAS score 4 509 (36.3) 311 (36.9) 198 (35.4)

Continued
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and their services. For example, several study participants
reported presenting to the ED for fracture imaging, setting and
casting, which is offered by urgent care centres. Including
urgent care centre information on family physician ‘out of
office’ voicemails and public education on which conditions/
symptoms can be effectively managed by urgent care centres
may assist those attempting alternative care to be more success-
ful in accessing the care they need outside the ED.

This study identified several factors associated with whether
or not alternative care prior to ED presentation was sought.
Men, individuals who presented with injury only, and indivi-
duals with a high school education or less were all less likely to
seek alternatives before presentation. The external validity of
these factors is yet to be determined; however, they could assist
in targeting public education on care alternatives.

This study also identified the limited use of two widely pro-
moted information points among patients who presented to the
ED: the regional health line and the ED wait time website.
While these findings could be confounded by limited awareness
and selection bias, further research on these services is required

to identify potential facilitators and barriers to use and to
examine the effectiveness of subsequent revisions of these
services.

Other literature
The proportion of patients who sought alternative care is higher
in this study than elsewhere,10 although previous work has not
focused solely on regular primary care clinic hours when
patients have the highest number and variety of non-ED care
options. This study supports previous research suggesting
patients perceive the ED as their best care option because they
perceive an urgency of health need, timeliness and access to
‘one-stop shop’ care, referral to the ED and accessibility to
care.11–13 Our findings support those reported by Masso et al11

which suggest that patients’ perception of urgent care needs
differs from clinicians. Recently, Beache and Guell13 highlighted
the role of social customs in presentation decisions by
low-acuity patients. Consequently, strategies for reducing
low-acuity ED visits may need to address factors other than
primary care access, such as public education addressing local

Table 1 Continued

Group; no. of patients (and %)*

Variable
Total participants;
n=1402*

Attempted alternative
care; n=842*

No alternative
attempted; n=560*

MD (95% CI) or OR†
(95% CI) p Value

CTAS score 5 81 (5.8) 46 (5.5) 35 (6.25)
Mode of arrival n=1398 n=840 n=558 1.11 (0.86 to 1.42) 0.424

Drove Self
Drove self 344 (24.6) 213 (25.4) 131 (23.5)

All other modes of arrival‡
Bus 98 (7.0) 60 (7.1) 38 (6.8)
Walked 82 (5.9) 44 (5.2) 38 (6.8)
Taxi 73 (5.2) 41 (4.9) 32 (5.7)
Driven by someone 629 (45.0) 409 (48.7) 220 (39.4)
Ambulance 148 (10.6) 59 (7.0) 89 (16.0)
Other 24 (1.7) 14 (1.7) 10 (1.8)

*Unless otherwise indicated.
†Unadjusted.
‡Reference group.
§Those presenting with illness, illness and injury (both) or ‘other’ comprised the reference group and were compared with those presenting with injury only.
¶One patient in this group was initially classified as a CTAS 2, but later reclassified as their symptoms resolved.
CTAS, Canadian Triage and Acuity Scale; CI, confidence interval; MD, mean difference; OR, odds ratio; SD, standard deviation.

Figure 2 Qualitative data flow diagram.

Table 2 Qualitative themes for patients’ self-reported feelings
about being at the Emergency department

ED is not best
option (n=87)
n (%) Qualitative theme

ED is best
option (n=934)
n (%)

18 (20.7) Safety (ie, perceived severity of health
problem)

309 (33.1)

9 (10.3) Effectiveness (ie, thoroughness of ED,
referral to ED)

284 (30.4)

26 (29.9) Patient-centred (ie, timeliness, ‘one-stop
shop’ care, trust in ED)

277 (29.7)

39 (44.8) Access (ie, access to MD/consultant/
specialist, MD not available outside ED)

204 (21.8)

2 (2.3) Efficiency (ie, cost-saving from the
patient perspective)

14 (1.5)

8 (9.2) Other 33 (3.5)

Note: percentages do not total to 100%, due to multiple responses.
MD, medical doctor.
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social customs and ensuring adequate health system capacity.14 15

In addition, with evidence suggesting ineffectiveness, primary
practices should be discouraged from performing annual phys-
ical examinations.16 Moreover, they should be encouraged to
(1) expand hours; (2) reserve a proportion (all) of physician
visits for same-day bookings and (3) provide alternative practi-
tioners to see some low-acuity patients.

Evidence for strategies to reduce non-urgent ED visits by
increasing primary care access is inconclusive.17–20 The large
proportion of patients in this study who unsuccessfully

attempted contact with a PCP before coming to the ED indi-
cates that strategies to reduce barriers to PCP access in Alberta,
Canada, have had minimal impact and may be compounded by
an undersupply of family physicians.21 Similar strategies are
being attempted globally (eg, expanded hours, urgent care
clinics, patient attachment, co-location of walk-in clinics with
EDs,19 20 etc). Given the results of this study and the wide array
of patient rationales for ED presentation, these strategies may
need to be enhanced to address the complexities of patient deci-
sions to visit the ED. Patient rationales for presentation need to
be understood before proposing multifaceted interventions.
Further research is required to determine the clinical character-
istics of non-urgent presentations and the clinical and economic
impact of non-urgent patients on the ED, thereby informing tai-
lored and evidence-based strategies to reduce non-urgent visits
and potentially reduce the impact of low-acuity presentations on
entry block, ED staff stress and improve ED resource use.

LIMITATIONS
This study contained several limitations. First, CTAS was used
as a proxy measure of the need for ED care. Triage scores are an
imperfect measure of ‘inappropriate attendance’ as they do not
account for patient comorbidities or complexity and not all
patients having CTAS score of 3–5 could be appropriately cared
for in primary care clinics; however, administrators often use
these scores to define visit appropriateness. Additionally, a
higher proportion of moderate acuity (CTAS 3) compared with
low-acuity patients (CTAS 4 or 5) were included in the study.
This is representative of ED presentations to study sites for the
study year; among patients having CTAS score of 3–5, patients
having a CTAS score of 3 were the largest group (66.1%) (AHS
data). Second, this study excluded children, who make up a
large proportion of ‘inappropriate’ ED attendances in some
regions.22 Third, this study was unable to collect data on
patients’ presenting complaint or discharge diagnoses. This
information would be useful in characterising frequent presenta-
tions to the ED that could be appropriately treated in primary
care. Identifying these conditions may assist in future efforts to
educate patients on what requires emergency care. Fourth, base-
line differences in patient characteristics suggest that variation in
ED use exists within these sites (a unique ‘signature’ for each
ED), limiting the generalisability of the results. Research in

Table 3 Factors associated with seeking alternative care prior to Emergency department visit; bivariate (unadjusted OR) and multivariable
regression (adjusted OR)

Variable Unadjusted OR (95% CI) p Value Adjusted OR (95% CI)* p Value

Female sex 1.76 (1.41 to 2.18) <0.001 1.49 (1.17 to 1.90) 0.001
Marital status (married vs not married) 1.26 (1.01 to 1.56) 0.039 NA –

Ethnic background (Caucasian/European vs non-Caucasian/European) 1.32 (1.04 to 1.68) 0.024 1.28 (0.98 to 1.68) 0.068
Education level (≤high school vs >high school) 0.74 (0.59 to 0.92) 0.006 0.74 (0.58 to 0.94) 0.012
Employment status (employed vs unemployed or other) 0.95 (0.76 to 1.18) 0.640 NA –

Living situation (living alone vs living with someone or other) 1.06 (0.81 to 1.38) 0.687 NA –

Residence (assisted vs independent or other) 1.22 (0.79 to 1.88) 0.373 NA –

Current smoker 0.80 (0.64 to 1.01) 0.063 NA –

Family physician (has primary care physician vs does not have primary care physician)† 1.60 (1.26 to 2.04) <0.001 NA –

Influenza shot 1.26 (1.00 to 1.59) 0.054 NA –

Injury presentation (injury vs illness/both/other) 0.52 (0.42 to 0.66) <0.001 0.54 (0.42 to 0.70) <0.001

Bold is significant.
*Adjusted ORs and their associated p values were obtained from the multivariable model.
†Patients self-reported their attachment to a primary care physician. This may not represent formal rostering.
NA, not applicable.

Table 4 Type of actions taken to get alternative care prior to the
Emergency department visit

Factor

No. of patients (%) who
attempted alternative care
access; n=842

Visited a physician (n=836) 452 (54.1)

n=446

Family doctor 198 (44.4)
Walk-in clinic doctor 161 (36.1)
Specialist 35 (7.8)
Other clinic doctor 52 (11.7)

Other healthcare professional (n=830) 176 (21.2)

n=176

Chiropractor 11 (6.3)
Physiotherapist 19 (10.8)
Nurse practitioner/midwife 15 (8.5)
Acupuncturist 3 (1.7)
Massage therapist 6 (3.4)
CAM specialist 5 (2.8)
Dentist 3 (1.7)
Other 99 (56.3)

Called a physician’s office (n=833) 394 (47.3)
Called AHS Health Link line (n=832) 112 (13.5)
Visited AHS ED wait time website (n=825) 66 (8.0)
Believed ED was the best option (n=806) 737 (91.4)

AHS, Alberta Health Services; CAM, complimentary/alternative medicine.
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other contexts may provide additional granularity. Fifth, the
qualitative analysis was limited to a few questions integrated
throughout the questionnaire. As is common among survey
work, this format may have resulted in a priming of participants
to their care-seeking decisions and social desirability bias may
have influenced the results. Finally, the study’s refusal rate and
participants’ responses may have been negatively influenced by
lengthy delays prior to being seen and a protracted length of
stay.

CONCLUSION
Patients using EDs in this region appear to make considerable
efforts to avoid the ED by seeking care elsewhere, despite the
high proportion of patients without regular physicians and the
barriers to accessing alternative care. This study identified
factors associated with not attempting to seek alternative care
which may guide targeted interventions and education;
however, the external validity of this socio-demographic and
clinical profile is yet to be determined. Most non-urgent patients
perceive the ED as a highly appropriate place for care and it
remains an important safety net within many healthcare systems
in developed countries. Finally, these results should stimulate
further epidemiological and clinical research into barriers faced
by patients in accessing care outside the ED.
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