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ABSTRACT

Objective: Tocompar eper ception of theneed for emer gency
careby emer gency department (ED) patientsvs. emer gency
physicians(EPs). Methods: Mailed survey to EPsand a
conveniencesampleof ED patients. Survey rated urgency
of acute sorethroat, ankleinjury, abdominal pain, and
hemiparesis, aswell asthebest definition of “ emer gency.”
Responses were compared with chi-square (p < .05).
Results: 119/140 (85%) of EPs and 1453 ED patients
responded. EPsweremorelikely tojudgeacuteabdominal
pain (79.8% vs. 43.4%, p < 0.001, oddsratio (OR) 5.16,
95% confidenceinterval (Cl) 3.19-8.40) and hemiparesis
(100% vs. 82.6%, p <0.001, OR 24.9,95% CI 3.75-94.4)

asan emergency. Similar proportionsof ED patientsand
EPsconsidered sorethroat (12.2% vs. 7.6%,p =0.18, OR
0.59, Cl 0.27-1.23) and ankleinjury (46.9% vs. 38.6%, p
=0.10,0OR 0.71, Cl 0.48-1.06) an emergency. EPs(35%)
and ED patients(40%) agreed toasimilar degreewiththe
“prudent layperson” definition, “ acondition that may result
in death, permanent disability, or severepain.” (p =.36,
OR 1.22,CIl 0.81-1.84). EPsweremorelikelytoadd, “the
condition prevented work,” (27% vs. 16%, p =0.003, OR
0.51, Cl 0.33-0.81). Patientsmor eoften added, “ occurred
outsidebusinesshours’ (15% vs. 4%, p = 0.002, OR 4.0,
Cl =1.5-11.3). Conclusion: For seriouscomplaints, ED
patients' thresholds for seeking care are higher than
judged appropriate by EPs. Sroke is not uniformly
recognized as an emergency. Absent consensusfor the
“correct” threshold, the prudent layper son standard is

appropriate.

Key WoORDS

EMTALA, prudent layperson, emergency physician,
emergency department

| NTRODUCTION

Thedefinitionof an“emergency” remainscontroversd
among hedth care providers, patients, and managed
careorganizations. TheEmergency Medicine Trander
and Labor Act (EMTALA), definesan emergency
medicd conditionas.

A medical condition manifestingitself
by acute symptoms of sufficient
severity (including severe pain,
psychiatric disturbances, or symptoms
of substance abuse) such that the
absence of immediate medical
attention could reasonably be
expected to result in A) placing the
health of the individual in serious
jeopardy; B) serious impairment of
bodily functions; or C) serious
dysfunction of any bodily organ or
part.t

METHODS
Approvd of theuniversty’sinditutiond Review Board

was obtained prior tothe study. Thestudy ED wasa
level | trauma center in auniversity hospital with
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45,000 annual visits, and a mixture of public and
private patients. ED patientswere of thefollowing
insurance categories. 45% Medicaid (mostly
managed), 25% salf-pay, 15% commercia managed
care, 10% Medicare, and 5% traditional indemnity.
Forty percent of ED patients spoke Spanish astheir
primary language, while an additional 10% spoke
Adanlanguages(modtly Viethamese). Twenty percent
of ED patientswere children (<14 yearsof age).

Research personnel surveyed aconveniencesample
of ED patientsinthreelanguages (English, Spanish
and Vietnamese) over athree-month periodin 2001,
between 8AM and 12 midnight, seven daysaweek.
A priori, we assessed demographic factors of
insurance, primary language, whether thepatient lived
in the county or reported having a primary care
physician, and patient age, sex and ethnicity (African
American, Hispanic, Caucasian, Vietnamese, other).
Wemailed anidentica survey to practicing EPswho
were members of the Society of Orange County
Emergency Physiciansand whowereboard certified
by the American Board (or Osteopathic Board) of
Emergency Medicine. Orange County, Cdiforniais
a mixture of urban and suburban areas, with a
population of 2.8 million persons. Patients and
physicians were both asked to rate the urgency of
evaluation of four clinical scenarioson afive-point
Likert scale (strongly agree, agree, undecided,
disagree, strongly disagree). Thesurvey scenarios
wereexactly asfollows:

1. A 36-year-old man with sore
throat for oneday. Mild cough but no
fever.

2. A 40-year-old man who walked
into the emergency room with a sore
ankle after twisting it while playing
football.

3. A 63-year-old female with
weakness and numbness of her left
arm and leg for two hours. No pain
or other complaints.

4. An 18-year-old woman with
stomach pains on and off for one day
and vomited oncetoday. No fever or
diarrhea.

Surveysalso asked the respondersto choosethe best
definition of “emergency.” Thefour optionswere:

1. A condition that may result in
death, permanent disability, or severe
pain.

2. A condition that may result in
death, permanent disability, or severe
pain, or occurred outside business
hours.

3. A condition that may result in
death, permanent disability, or severe
pain, or the condition prevented work.
4. Any condition at any time, as
determined by the patient.

Parents of ED patients< 16 years of age completed
thesurveys. Comparisons betweenthe EPand ED
patient responses used Pearson’schi-squaretest with
p < 0.05, and calculated odds ratios, combining
“agree’ and“ strongly agree” together, vs. “disagree”’

and“ grongly disagree.” For analysesof thethreshold
for seeking ED carevs. payer class, weassigned the
agreement categoriesto anumerical scalefrom 1
(strongly agree) to 5 (strongly disagree), and used a
Student’ st-test to compare the means.

We sent asecond survey to non-responding EPs. We
made no attempt to characterize non-responders, or
compare them to responders. Responses were
anonymous except as needed to re-mail thesurvey.
We used True Epistat (version 5.0, Richardson,
Texas) for chi-square comparisonsof categorica data
and SPSS, version 11.0 for two-samplet-testsand
Cochran’stest of linear trend.

REsuLTS

The EPresponserateto the mailed survey was 119/
140 (85%). We received 1453 surveys, or
approximately 18.4% of the 7875 dligible ED patients
during this period. Ninety-nine percent of those
surveyed (1437/1453) provided responsesto thecase
scenariosregarding theneed for emergency evauation,
asshowninTablel.

Therewereno significant differencesbetween patient
responsesto thefour clinical scenariosby ethnicity,
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Case Scenario  ED patients EPs

n = 1437 n =119
Sore Throat 12.2% 7.6 %
Twisted Ankle  46.9% 38.6 %
Hemiparesis 82.6% 100%
Abdominal Pain 43.4% 79.8 %

NS = not significant

Table 1. Percentage of respondentswho agreethat each caseisan emergency.

p-value Odds Ratio(95% CI)
0.18 (NS) 0.59(0.27-1.23)
0.10 (NS) 0.71(0.48-1.06)
<0.001 24.9(3.75-94.4)
<0.001 5.16(3.19-8.40)

primary language, age, county of residence, or access
toaprimary carephysician.

As shown in Table 2, an equal proportion of EPs
(35%) and ED patients (40%) agreed with the
standard EM TALA definition of an emergency, “a
conditionthat may result in desth, permanent disability,
or severepan,” themost restrictive of thefour choices
(p = 0.36, OR 1.22, ClI 0.81-1.84). A similar
proportion of respondersfrom each group agreed with
themogt indusivedefinition, “any conditiona any time,
as determined by the patient” (34% vs. 29%, p =
0.34, OR 0.81, CI 0.53-1.22). However, ED
patientsweremorelikely to expand thebasic definition
toinclude“occurred outside businesshours’ (15%
vS. 4% for EPs, p = 0.002, OR 4.0, CI 1.5-11.3),
while EPswere morelikely toincludethe modifier,
“the condition prevented work” (27% vs. 16% for
patients, p = 0.003, OR 0.51, CI 0.33-0.81).

Inthetwo scenariosjudged by the EPsasnot generaly
appropriatefor an ED visit (sorethroat and sprained
ankle), therewasasignificantly lower threshold for
seeking ED care among under-funded ED patients.
Thosewith Medicaid weremorelikely to seek care
for asorethroat (4.3 vs. 3.6 onthe 5-point agreement
scae) vs. thosewithindemnity insurance, and patients
with Medicaid werelikewisemorelikely to seek care
for asprained ankle (3.3 vs. 2.8) than were those
with managed careinsurance. Theother comparisons
between insurance status and threshold to seek care
did not meet satistica significance. Theeffect szein
thesetwo significant comparisonswasquitesmdl, and
may have occurred by chance. Medicaid patients,
however, arewell known in managed carecirclesas
being high utilizers of emergency services, and these
dataare consistent with thisobservation.”?

Table2. Comparison between ED patients and EPsregarding best definition of “ prudent layperson.”
Survey Definition Choices ED Patient EPs p-value OddsRatio

(n = 1453) (n=119) (95% Cl)
EM TALA Definition 40% 35% 0.36(NS) 1.22(0.81-1.84)
EMTALAplus 16% 2% 0003 0.51(0.33-0.81)
Condition that PreventsWork
EMTALA plusAny 15% 4% 0002 40(15113)
Condition Outside of BusinessHours
Any ConditionatAny Time 2% 3% 0.34(NS) .81(0.53-1.22)
Total 100% 100%
NS=not significant
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Discussion

Policy makersand clinicianshave debated therol e of
the ED asadlinicd safety net for dmost threedecades.
Patient-dumping to municipal hospitals received
widespread attention, and led to the passage of the
EMTALA statute in 1986. This statute, and its
subsequent interpretations, mandates a medical
screening examination for every patient who presents
toahospitd or ED and requestsone. Failureto screen
or stahilizeprior totransfer carriesacivil penalty of
$50,000 per occurrence.

Enforcement andfinesto hospita sand physcianshave
beenincreasing over the past decade, from atotal of
$130,000 nationwidein 1988 to morethan $1. million
infineseach of the past threeyears. A publiccitizen
watchdog group reported that 527 US hospitalsin
46 stateswerefined for violationsof the EMTALA
regulationsduring 1997-1999. Of those accused of
aviolation, the Health Care Finance Administration
(HCFA—now called Center for Medicare and
Medicaid Services) hashistorically assessed finesin
26.7% of cases, with the average fine of $29,671
and amaximum fineof $175,000.1

Onthephysician side, therewerethirteen physicians
who paid finesranging from $5,000 to $45,000 from
1997-2000. Thesefinesaregeneraly not covered
by professiond liability policies. Thedefinition of an
emergency medical condition, therefore, becomesof
paramount importance in determining the types of
patientsto whomthe EM TALA statute applies.’
The Clinton administration adopted aHCFA policy
in 2000 that mandated payment from federal
programsfor ED viststhat met a“ prudent |ayperson”
dandard. However, thisstandard remainsill-defined,
and, prior to thisstudy, had not been tested by either
thecriterion reference of board-certified EPs, nor by
any group of ED patients.

Therefore, increasing EM TALA enforcement, coupled
withthenotionthat an*emergency medical condition”
defineswhich patientsaresubject toEMTALA, has
led to significant anxiety among EPs and hospital
adminigrators. Thedefinitionitsdf isthegenesisfrom
whichal other discussionensues.

This paper is the first to quantitate ED patients

perceptionsregarding the emergent nature of specific
case scenarios. Onthe*over-triage” side, 12% of
surveyed ED patientsfeel an ED visitisappropriate
for a sore throat, while 47% feel an ED visit was
appropriatefor aminor sprained ankle (vs. 8%, p=
0.18, OR 0.59, CI 0.27-1.23, and 39%, p = 0.10,
OR0.71, ClI 0.48-1.06, respectively, of EPs). On
the" under-triage” sde, 43% of surveyed ED patients
reported that emergency careisappropriatefor acute
abdominal pain and 83% believe an ED visit is
appropriatefor acute stroke symptoms (vs. 80%, p
< 0.001, OR 5.16, Cl 3.19-8.40, and 100%, p <
0.001, OR 24.9, Cl 3.75-94.4, of EPs). This
suggests, at least inthissample, that ED patientsmay
lack sufficient education and judgment to determine
whento seek emergency care. Inparticular, theresults
highlight theneed for better patient educationregarding
stroke symptoms, and the need to seek immediate
care.

Tables3 and 4 comparethe current study toasimilar
one by Derlet in 1999 Table 3 compares our ED
patients to Derlet’slaypersons opinions, whileTable
4 comparesour EPsto Derlet’snon-ED hedth care
workers. 1 Wefound that EPsembraced the concept
of seeking careinthe ED for any reasona thepatient’s
discretion, asmuch asthe patientsdid (34% vs. 29%,
p=0.34,0R0.81, Cl 0.53-1.22). Onthecontrary,
Derlet’ ssurvey of shopping mall patronsand non-EP
hedlth careworkersfound that |aypersonsweremore
likely to seek care at any time for any reason than
hedlth careworkersthought appropriate. Themedica
practice climate in the county surveyed here may
explain this mindset. While inner city ED
overcrowding often reaches crisis proportions, the
EDs in this county, while busy, are not routinely
overwhemed. Thisinturncouldgiverisetoamindsst
that embracesall patientswho present for care.

Wefoundthat |ay respondersfrom both surveyschose
theofficid EMTALA definition, “acondition that may
resultin death, permanent disability, or severepain,”
most often over the other three choices. Shopping
mall patronswere, infact, morelikely to choosethis
officia definitionthan ED patients(48.6% vs. 40.0%,
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“emergency medica condition.”*°

Survey Definition Choices ED Patients
(Current Sudy)
(n=1453)

EMTALA Definition 40.0%

EMTALADplus 16.4%

Condition that PreventsWork

EMTALA plusAny 14.6%

Condition Outsideof BusinessHours

Any ConditionatAny Time 29.0%

Total 100%

NS = not significant

Table 3. Comparison between patientsin current study and Derlet’slaypeopl e regarding definitions of

Laypeople's p-value OddsRatio
Opinion (Der let?) (95% ClI)
n=1018)

48.6% <0.001 0.70(0.60-0.83)
31% <0.001 5.85(3.95-8.71)
16.6% 0.31(NS) 1.13(0.90-1.41)
316% 0.17(NS) 1.13(0.95-1.35)
100%

p <0.001, OR 0.70, CI 0.60-0.83). However, ED
patientswere morelikely than shopping mall patrons
to add a provision for “a condition that prevents
work.” Shopping mall respondersmay belesslikely
towork than apopulation of ED patients, and hence
may choosethisoption lessoften. Conversely, ED
patients may be more likely to respond that their
absencefromwork duringtheir ED vigit wasjudtified.
Responsesto other definitionswoul d not beexpected
tovary inany particular direction.

It isunderstandablewhy the Derlet study excluded
ED personnd becauseof “ conflict of interest.” Much

literature which highlights overcrowding hascome
fromthat very ED. Derlet suggests, however, that
ED workerswould bethemost quaified tojudgethe
urgency of apatient’scomplaint. Henceweusedjust
such acriterion reference, and extended it even fur-
ther to board-certified EPs. EPsweresignificantly
morelikely than non-ED hedth careworkerstoqudify
the generally accepted definition of an emergency
medical conditionto takework (27%vs. 0%) or time
of day (4% vs. 0%) into consideration. However,
the general proportion of responderswho believed
theconverse, that it isappropriateto seek or provide
ED careany timefor any reason, wassimilar (34%

medica condition.”*°

NS = not significant

Table4. Comparison of EPsvs. Derlet’snon-ED hedlth careworkersregarding definitionsof “ emergency

Survey Definition Choices EPs
(Current Sudy)
(n=119)
EMTALA Definition 3%
EMTALAplus 2%
Condition that PreventsWork
EMTALA plusAny %
Condition Outside of BusinessHours
Any Conditionat Any Time A%
Total 100%

Non-ED Hedlth p-value OddsRatio
CareWorkers (95% ClI)
(Derlet®®)(n = 126)

714% <0.001 4.58(2.58-8.16)
0% N/A N/A

0% N/A N/A

27.0% 0.32(NS) 0.73(0.41-1.31)
98.4%
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for EPsvs. 27% for non-ED hedlth careworkers, p
=.32, OR 0.73, Cl 0.41-1.31). In generdl, then,
approximately two-thirds of respondersto both sur-
veysendorsed the EMTALA concept, whileathird
rejecteditinfavor of tota patient choice.

Webelieveour brief case scenariosweresufficient to
giveboth EPsand ED patientsareasonable data set
upon which to determineurgency. Previousstudies,
which used only chief complaints, gavetheresponder
too littleinformation.**® Weincluded duration, se-
verity, and location of pain, aswell as associated
symptomsto better describe atheoretical patient. In
addition, thesurvey said specifically, “[p]leaseinter-
pret these scenarios as straightforward without any
intentionto hideinformation.” Thesurveyed ED pa-
tientswereafflicted with some sort of medical com-
plaint, acloser approximation of apatient’s state of
mind than previous studies of lay peoplewho were
not sick.

Thisstudy waslimited by convenience sampling of
ED patients. Patientswith moreacuteillnesseswere
likely excluded, and wedid not survey patientsat night.
The scenarioswere brief and may not have commu-
nicated nuances of presentation that might have af -
fected the judgment of the EPs and ED patients.
Regarding subject biases, just asshopping mall pa-
trons are not necessarily representative of ED pa-
tients, neither are ED patients necessarily representa
tiveof the population asawhole.

Given an 85% responsefor the EPs, wedid not sur-
vey non-responders, asthey had similar practice set-
tings. Wecould think of no reason why non-respond-
erswould havereplied differently.

Our five-point Likert scale had aneutral choicefor
both EPsand ED patients. Analysiswasconfinedto
those who declared a positive or negative opinion.
Hence, those undecided about the case scenarios
were omitted from the odds ratios calculations.
Patientswere morelikely to respond “ undecided’
(14.7%) than EPs (7.6%) (p = 0.044, OR 2.11, Cl
1.02-4.53). This would be expected based on the
EPs sophisticated experiencewith thesecomplaints.
Thereisaclear disconnect between the 15-year-old
federa mandateto seedl patientsand thelack of any

guarantee of reimbursement. No other specialty in
medicine, or other profession, is subject to this
discrepancy. Municipalitiesprovidefireand police
protection as a public right, but are funded by
taxpayers. Emergency medical careisinadequately
funded. For those covered by government programs,
reimbursement often does not cover costs, and the
47 millionuninsured providelittleor no reimbursement
for care. Becauseof this, ACEPadopted aresolution
calling emergency carean* essential public service’
in 2001.** Furthermore, the First Mediterranean
Emergency Medicine Congress adopted asimilar
resolution in 2001, which calls on member
governments to provide “unrestricted access to
diagnosis and treatment for emergency health
conditions’ as“ahumanright” todl their citizens™ A
more precise understanding of the attitudes of real,
prudent laypeople(i.e., ED patients) can help define
the optimum scope of access to this increasingly
recognized essentid public service.

Itisevident fromthisstudy thet patientsand physicians
agree neither on the definition of an emergency, nor
on the proper threshold to seek emergency care.
MCOs' assessments further cloud the picture.
Shesser determined that, for oneinner-city ED, EPs
agreed that 78.8% of vistsmet the prudent layperson
standard versus 53% of casesadjudicated by alocal
MCO.* Thisdiscrepancy highlightsthe subjective
nature of the decision to seek emergency care. In
our study, EPs disagreed with patientsfor the two
more seriouscomplaints. Clearly then, if patients,
EPs, andinsurerscannot agree on thisissue, wemust
fall back on what is safe. We believe the patient
should ultimately decidewhen to seek care. Thisis
theroot of the EM TAL A mandate that every patient
be evaluated. Absent consensus regarding the
“correct” threshold, the prudent |ayperson definition
standsasthebest, dbeit imperfect, standard.
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