JMIR MEDICAL INFORMATICS Rademacher et al

Original Paper

Use of Telemedicine to Screen Patients in the Emergency
Department: Matched Cohort Study Evaluating Efficiency and
Patient Safety of Telemedicine

Nicholas James Rademacher!, MD: Gai Cole?, MHA, MBA, DrPH; Kevin JPsoter®, PhD; Gabor Kelen*, MD; Jamie
Wei Zhi Fan®, MHA; Dennis Gordon®; Junaid Razzak*, MD, PhD, FACEP

1Department of Emergency Medicine, University of Michigan, Ann Arbor, MI, United States

2The Johns Hopkins School of Medicine, Johns Hopkins University, Baltimore, MD, United States

3Department of Pediatrics, The Johns Hopkins School of Medicine, Baltimore, MD, United States

4Department of Emergency Medicine, The Johns Hopkins School of Medicine, Baltimore, MD, United States

SCenter for Population Health I T, Bloomberg School of Public Health, Johns Hopkins University, Baltimore, MD, United States

Corresponding Author:

Junaid Razzak, MD, PhD, FACEP
Department of Emergency Medicine
The Johns Hopkins School of Medicine
5801 Smith Ave

Ste 3220

Baltimore, MD, 21209

United States

Phone: 1 4107356400

Fax: 14107356425

Email: junaid.razzak@jhu.edu

Abstract

Background: Early efforts to incorporate telemedicine into Emergency Medicine focused on connecting remote treatment
clinicsto larger emergency departments (EDs) and providing remote consultation servicesto EDs with limited resources. Owing
to continued ED overcrowding, some EDs have used telemedicine to increase the number of providers during surges of patient
visits and offer scheduled “home” face-to-face, on-screen encounters. In this study, we used remote on-screen telemedicine
providersin the “screening-in-triage” role.

Objective: This study aimed to compare the efficiency and patient safety of in-person screening and telescreening.

Methods: Thiscohort study, matched for daysand proximate hours, compared the performance of real-time remotetelescreening
and in-person screening at a single urban academic ED over 22 weeks in the spring and summer of 2016. The study involved 337
standard screening hours and 315 telescreening hours. The primary outcome measure was patients screened per hour. Additional
outcomes were rates of patients who left without being seen, rates of analgesia ordered by the screener, and proportion of patients
with chest pain receiving or prescribed a standard set of tests and medications.

Results: In-person screeners evaluated 1933 patients over 337 hours (5.7 patients per hour), whereas tel escreeners evaluated
1497 patients over 315 hours (4.9 patients per hour; difference=0.8; 95% CI 0.5-1.2). Split analysis revealed that for the final 3
weeks of the evaluation, the patient-per-hour rate differential was neither clinically relevant nor statistically discernable
(difference=0.2; 95% CI -0.7 to 1.2). There were fewer patients who left without being seen during in-person screening than
during telescreening (2.6% vs 3.8%; difference=—1.2; 95% Cl —2.4 to 0.0). However, compared to prior year-, date-, and
time-matched data on weekdays from 1 am to 3 am, a period previously void of provider screening, telescreening decreased the
rate of patients LWBS from 25.1% to 4.5% (difference=20.7%; 95% CIl 10.1-31.2). Analgesia was ordered more frequently by
telescreeners than by in-person screeners (51.2% vs 31.6%; difference=19.6%; 95% CI 12.1-27.1). There was no difference in
standard care received by patientswith chest pain between telescreening and in-person screening (29.4% vs 22.4%; difference=7.0%;
95% Cl —3.4 to 17.4).

Conclusions:  Although the efficiency of telescreening, as measured by the rate of patients seen per hour, was lower early in
the study period, tel escreening achieved the same level of efficiency asin-person screening by the end of the pilot study. Adding
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telescreening during 1-3 am on weekdays dramatically decreased the number of patients who left without being seen compared
to historic data. Telescreening was an effective and safe way for this ED to expand the hours in which patients were screened by

ahealth care provider in triage.

(IMIR Med Inform 2019;7(2):€11233) doi: 10.2196/11233
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Introduction

Over nearly three decades, the volume of emergency department
(ED) visitshas steadily grown [1-3]. Theinability to slow down
utilization has resulted in continued ED crowding and
considerable delays prior to ED evaluation and treatment with
the associated adverse effects on patient outcomes [4-9].

One solution to expedite emergency carein the face of growing
demand is to place a provider proximate to triage evaluation.
Apart from fulfilling requirements of the Emergency Medicine
Treatment and Labor Act, early provider evaluation assistswith
(2) identification of patients who may be critically ill but not
yet classified as such by the triage nurse, (2) identification of
patients who can be quickly discharged, (3) early initiation of
treatment, and (4) reduction in the number of patients who | eft
without being seen (LWBS) by a qualified medical provider
(typically aphysician, nurse practitioner, or physician assistant).
ED screening is particularly important for patient safety during
times of surge and during hours with reduced staffing, when
patient volume and crowding outpace an ED’s ability to provide
prompt evaluation [10,11].

The application of telemedicine to screening (“telescreening”)
isoneadditional solutionto addresstheincreased ED demands.
Through areal-time audio-visua interface between patientsand
remote care providers, telescreening optimizes providers' time,
potentially minimizes expensive staffing requirement, and may
increasethe pool of providersavailable during undesirabletimes
due to the ability to provide care from home or other remote
Settings.

Telemedicine in the ED has traditionally been used to connect
minor treatment clinicsto larger EDs and to facilitate specialty
consultation [12-19]. Additiona applications, such as adding
remote providers during times of patient volume surge [20],
and direct-to-consumer home visits [21] have recently shown
to be effective for and popular among patients.

In April 2016, our ED initiated a pilot telescreening program
to expand the hours in which screening by a provider in triage
took place. The objective of this evaluation wasto compare the
efficiency and patient safety metrics between ED remote
real-time telescreening and in-person screening encounters.

Methods

We conducted a matched cohort study to compare the
performance of remote real-time telescreening (hereafter referred
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to as telescreening) and in-person screening at a single urban
academic ED with 67,620 adult patient visitsin 2016. This ED
is part of aquaternary care, 900-bed, academic medical center
serving a mix of predominantly inner-city, suburban, and
international patients. At the time, triage was performed by
registered nurses using the Emergency Severity Index (ESI)
[22]. Patients with ESI levels 1 and 2 were triaged directly to
an ED bed, including hallway beds, for a full evaluation and
bypassed ED provider screening. Patients with ESI levels 3, 4,
and 5 were briefly evaluated or “ screened” by aphysician, nurse
practitioner, or physician assistant (Figure 1).

This analysis was conducted from April to August 2016. These
monthswere chosen becausetelescreening wasinitiated in April
2016 with aprocess similar to that used in in-person screening.
In early September 2016, the screening process changed, causing
the screening blocks to no longer serve as suitable controls for
the telescreening periods. Telemedicine was generally offered
during this period, from Tuesday to Friday, 1-3 am, and on
Saturdays and Sundays, 7-10 am. Additional hours were
included depending on provider availability and need. This
period was not previously covered by any screening activity.
Telescreening was contiguous with on-site screening, that is, it
naturally followed weekday on-site screening and was continued
on the weekends. Although these blocks of time were not
officially classified astimesof “surge,” patient volumetypically
outpaces the capacity of the loca ED system, resulting in
waiting for al, but the most critically ill patients, similar to
surge situations.

All adult patients during these times triaged to ESI levels 3
through 5 were offered telescreening. Since this was not an
established practice, written informed consent for tel escreening
was obtained by certified nursing assistants (CNAS). Patients
who did not consent were resigned to the usual protocol
available at the time. Non-English—speaking patients and those
deemed devoid of mental capacity, including those with an
altered mental status, were not eligible to receive telescreening
and were relegated to usual care. After registration and triage,
appropriate patients proceeded to ascreening (tele- or in-person
screening) evaluation, which aimed at attending to the patients
within 30 minutes of their arrival. The Institutional Review
Board exempted this project based on its quality improvement
classification. We did not charge professional fees for
telemedicine screening.
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Figurel. Processflow for patient intake to the emergency department. RN: registered nurse, ESI: Emergency Severity Index; EKG: electrocardiogram.
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Five providers from our institution—three physicians and two
physician assistants—who were accustomed to in-person
screening in the same ED, received technical training in the
telescreening procedures as well as mock standardized patient
encounters. These training sessions consisted of technical
training on how to use the Clearsteth stethoscope (Global M edia
Group, LLC, Scottsdale, AZ) and run the accompanying
software (Polycom, San Jose, CA). A set of five live patient
models were designed to allow providers to practice using the
telemedicine equipment as well as write notes and enter orders
during the exam. Training sessions were the same for each type
of provider and were supervised by one of the authors of this
manuscript (JR or NR) for proficiency. Screening was performed
by 27 providers (physicians, nurse practitioners, or physician
assistants).

We used the Globalmed (GlobalMedia Group, LLC) Clinical
Access Station. The customized device utilized two-way
high-quality audio and high-resolution cameras attached to a
Polycom codec, with pan and zoom controlled by the
telescreening provider or the CNAs trained to set up and
facilitate use of the Clinical Access Station. Our Clinical Access
Station had a personal computer, two monitors, a fiber optic
light source, and three peripherals: a high-resolution hand-held
camera, afiber optic otoscope, and a stethoscope. Multimedia
Appendix 1 showsour Clinical Access Station. The CNAswere
trained in the use and placement of the peripherals to optimize
information (images and auscultation) transmitted to the remote
hedlth care providers. Theremote health care provider connected
with the onsite system using a dual-monitor computer via
Polycom for video and Clearsteth for auscultation. Multimedia
Appendix 2 shows the interface from the perspective of both
the patient and the remote screener.

Software was available for use on an institutional license and
provided high-definition, HIPAA (Health Insurance Portability
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and Accountability Act)-secure, two-way communication
between the remote health care provider at their homes and the
exam room. All orders and telemedicine screening notes were
placed in the existing electronic medical record framework
(EPIC, Verona, WI).

Because the telescreening time represented incremental coverage
hours, there were no time-matched historical control time
periods; therefore, we matched these time periodsto equival ent
proximate hoursto control for day of the week and ED volume.
For example, if telescreening was conducted from 1 to 3 am,
we matched the time with the most proximate in-person
screening, which was 11 pm to 1 am. In addition, to evaluate
the effect of telescreening on rates of LWBS as compared to no
screening, each tel escreening and in-person screening hour was
matched to the corresponding day and time in the preceding
year (2015). Information on individual s entering the ED during
these hours was then abstracted from our EMR; thisinformation
included basic demographics, medications ordered, chief
complaint, and final disposition.

Scheduled telemedicine shifts that could not be fulfilled for
technical or assistant staff’s shortfalls were excluded from
analysis. However, given that matching was done based on the
expected tel escreening shifts, the asymmetrical number of hours
between the groups can be accounted for by canceled
telescreening hours. The matching approach was utilized to
control for day of the week and ED volume.

The primary outcome of interest was the number of patients
screened per hour. Secondary outcomes of interest included
LWBS rates, patients recelving analgesia (ibuprofen,
acetaminophen,  ketorolac, oxycodone,  hydrocodone,
hydromorphone, morphine, tramadol, naproxen, dicyclomine,
codeine, diclofenac, fentanyl, meloxicam, or methadone), and
the ordering of achest pain bundle.
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Patientswho LWBSincluded only patients physically presenting
during the eval uation period. For example, if screening occurred
from 1 amto 3 am, only patients registering during those times
were evaluated to determinethe LWBSrates. Rates of analgesia
administration were compared as a quality metric. Screeners
initiated plans of care; therefore, thetimefor which the patients
werein the waiting room was used to obtain results of [aboratory
and radiological tests. Similarly, screeners worked toward
achieving patient comfort by ordering oral analgesia while the
patients waited for a formal evaluation. As pain is one of the
most common complaints of patients presenting to the ED, our
ability to provide safe and effective palliation isaquality metric.
Given that screeners provide basic oral analgesia to those
returning to the waiting room to complete their care, it is
important that telescreeners provide this care at a similar rate.

As chest pain is a common chief complaint with a high-risk
profile, initiation of evaluation of patients with this presenting
complaint was used to compare safety and quality between the
two modes of screening. The chest pain bundle, which was
considered to represent standard orders by health care providers
on the research team prior to analysis, included the following
items: compl ete blood count, comprehensive or basic metabolic
panel, troponin | levels, electrocardiogram, chest x-ray, and
aspirin. If components of the bundle were performed prior to
evaluation by the screener, that component was counted as
successfully being provided. In some cases, ordering providers
placed their orders through an order set designed for patients
presenting with chest pain. Manual review of charts of patients
presenting with chest pain was performed by one
physician-author (NR).

Immediately after atelescreening encounter, patientswere given
asix-question Likert scale questionnaire to complete. Thefocus
of the questionnaire was patient satisfaction. As such, the
guestionnaire was not validated, and the response rate is
unknown. Theresultsfrom thissurvey are shownin Multimedia
Appendix 3.

Demographic and clinical characteristics of individuals who
received tel escreening and in-person screening were compared
using chi-sguare or the Fisher exact test for categorical variables
and the Student t test for continuous variables, with unequal
variances. For the subgroup of individual s presenting with chest
pain and screened, receipt of achest pain bundle was compared
between the two screening modes. The mean number of
individuals screened per hour, rates of LWBS, and rates of
analgesia ordered were compared between telescreening and
in-person screening hours in a similar manner. We compared
the screening hours and proportions of patients who LWBS
between 2016 and 2015 for both telescreening and in-person
screening hours. The 95% CI was considered significant, and
all analyses were conducted using STATA Version 14.1
(StataCorp, College Station, TX).
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Thistrial isreported in accordance with CONSORT-EHEALTH
[23].

Results

From April to August 2016, telescreening was performed for
315 hours and in-person screening was performed for 337
proximate matched hours. During these hours, atotal of 3430
individuals were screened, of which 1497 (43.64%) were
telescreened and 1933 (56.36%) were screened in person.
Demographics, chief complaints, and ESI level of patientswho
underwent telescreening were comparable to those receiving
in-person screening (Table 1). Compared to patients screened
in person (46.19%), a greater proportion of individuals
telescreened were male (52.22%). Distribution of discharge and
disposition status also differed between patients screened in
person and those who were telescreened: 65.29% were
discharged in the screening group (n=1262) compared to 64.19%
in the telescreening group (n=961). A higher proportion of
patients presenting during telescreening hours had ESI levels
of 3-5(1904/2341; 81.33%) as compared to the proportion of
patients presenting during in-person screening hours (2235/2869;
77.90%; difference=3.43%; 95% Cl 1.24-5.62). The tota
number of telescreened patientsand patients screened in person
was less than that of patients with ESI levels 3-5 due to the
exclusion criteria applied and patient refusal for telescreening.
In addition, 24.92% of the hours met our goal door-to-provider
time of less than 30 minutes (77/309) for telescreening as
compared to 33.23% (111/334) for in-person screening
(difference=8.31%; 95% CIl 1.33-15.29). The five providers
performed 695, 631, 115, 32, and 24 telescreening encounters.

On an average, 4.87 patients received telescreening per hour
compared to 5.75 patients in the in-person screening group
(difference=—0.87; 95% CI -1.23 to —0.51). Although a
statistically significant difference was observed in the number
of patients evaluated per hour in the first 3 weeks following
implementation of telescreening (5.88 for in-person screening
vs4.40 for telescreening; difference=1.48; 95% Cl 0.64-2.33),
no differences were observed in the final 3 weeks of the study
(5.52 for in-person screening vs 5.49 for telescreening; mean
difference=0.03; 95% CI —0.89 to 0.94; Figure 2).

The LWBS rates were higher in the telescreening group than
inthein-person screening group (3.8% vs 2.6%; difference=1.2;
95% CI 0.1-1.9). However, while the LWBS rates were not
different during periods of in-person screening in 2015 and
2016 (difference: 0.5; 95% Cl: —0.7 to 1.6), the LWBS ratesin
the telescreened hours in 2016 were significantly lower than
those in the matched 2015 hours (3.8% vs 8.5%;
difference=—4.7; 95% Cl —-8.6 to —1.0). The difference from
2015 to 2016 was most pronounced in the subgroup receiving
telescreening from 1 am to 3 am on weekdays. For this
subgroup, the LWBS rate declined from 25.1% to 4.5%
(difference=20.7; 95% CI 10.1-31.2; Figure 3).
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Table 1. Demographic characteristics of patients in the in-person screening and telescreening groups.

Characteristic

In-person screening (n=1933)2 Telescreening (n=1497)2

Demographics
Age (years), mean (SD)
Gender, n (%)
Male
Female
Race, n (%)
White
Black
Asian
Other
Ethnicity, n (%)
Hispanic
Non-Hispanic
Presentation, n (%)
Disposition
Admitted
Discharged
Left against medical advice
Transferred
Eloped
Screen and leave
Other
Emergency severity index level
3
4
5
Chief complaints
Abdominal pain
Chest pain
Other

43.44 (16.8) 43.09 (15.7)
893 (46.19) 782 (52.22)
1040 (53.80) 715 (47.76)
443 (22.91) 318 (21.24)
1290 (66.74) 1071 (71.54)
34 (1.76) 13(0.87)
145 (7.50) 81 (5.41)

95 (4.91) 59 (3.94)
1796 (92.91) 1409 (94.12)
227 (11.74) 124 (8.28)
1262 (65.29) 961 (64.19)
18 (0.93) 22 (1.47)
2(0.10) 0(0.0)

21 (1.09) 29 (1.94)
300 (15.52) 288 (19.24)
103 (5.33) 73(4.88)
1512 (78.22) 1127 (75.28)
387 (20.00) 347 (23.18)
20 (1.04) 19(1.27)
201 (10.40) 162 (10.82)
152 (7.86) 126 (8.42)
1580 (81.7) 1209 (80.76)

8Categories may not sum up to the total due to missing data.

On an average, 51.2% of telescreened patients received
analgesia, compared to 31.6% of those screened in person
(difference=19.6; 95% Cl 12.1-27.1). Two of the providersthat
completed 277 of the 315 (87.9%) telescreening hours did not
show a difference in the rates of ordering analgesia (Table 2).
However, they ordered more analgesia per patient encounter
than the group that performed the in-person screening. Although
screeners ordered analgesia for 32% of the patients, the two
primary telescreeners ordered 51% and 45% of that proportion
when they acted as in-person screeners in a small sample of
shifts prior to the implementation of telescreening.

In the subgroup of patients presenting with undifferentiated
chest pain, 22.4% (34/152) who received in-person screening

http://medinform.jmir.org/2019/2/€11233/

RenderX

and 29.4% (37/126) who received telescreening had all the
components of the chest pain bundle provided to them or ordered
after their screening encounter ( difference=—7.00, 95% CI
—17.3510 3.35). Analysis of individual components of the chest
pain bundle reveaed that aspirin administration was the only
item with a satistically significant difference between the
screening methods. Thefact that many of the orderswerelikely
placed as part of an order set explains some of the congruency
in ordering practice. In addition, 37.3% (47/126) of the
telescreened patients received aspirin and 25.0% (38/152) of
the patients screened in person received aspirin
(difference=12.30; 95% CI 1.41-23.19; Table 3). The results of
our patient satisfaction questionnaire can befound in Multimedia
Appendix 3.
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Figure2. Weekly trendsin patients screened per hour by in-person provider screening and remote tel escreening. S: in-person screening; TS: telescreening.
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Figure 3. Comparison of screening modes and times between 2015 and 2016. The graph shows a comparison of patients who received in-person
screening, matched in-person screening in 2015 and telescreening in 2016, and in-person provider screening (2015) and telescreening from 1 am to 3
am only (2016). LWBS: left without being seen.

&0

un
o

8

~
(=

Percent of patients LWBS
[®]
(e ]

(Y
o

ol L.L

In-person screening Matched in-person screening Matched in-person screening
(2015) and telescreening  (2015) and telescreening from
(2016) 1 amto 3 am only

m 2015 m2016

http://medinform.jmir.org/2019/2/€11233/ JMIR Med Inform 2019 | vol. 7 | iss. 2 | €11233 | p. 6

(page number not for citation purposes)
XSL-FO

RenderX


http://www.w3.org/Style/XSL
http://www.renderx.com/

JMIR MEDICAL INFORMATICS Rademacher et al
Table 2. Rate of analgesia orders by the two primary telescreeners according to the screening method.
Primary telescreeners Number of  Percentage per hour, mean (SD) Absolute effect size Relative effect size
hours ) . (95% CI) (95% CI)
In-person screening Telescreening
Overall 40 48 (12) 48 (16) -0.24(~11.43t010.96) 1.00 (0.82 t0 1.22)
Provider 1 26 51 (13) 44 (14) —7.61(-21.70t06.48) 0.85(0.621t0 1.18)
Provider 2 14 45 (10) 57 (18) 11.78 (-7.191030.75)  1.26 (0.91 to 1.75)

Table 3. Comparison of the order rates of the chest pain bundle and its components among patientsin the telescreening and in-person screening groups.

Orders In-person screening (n=152), Telescreening (n=126), Absolute effect size Relative effect size
n (%) n (%) (95% CI) (95% Cl)

Full chest pain bundle 34 (22.4) 37(29.4) 7.0(-5.11t019.1) 31.3(-19.9t0 115.6)
Complete blood count 136 (89.5) 115 (91.3) 1.8 (-20.7 to 24.3) 2.0(-21.1t031.7)
Metabolic panel 135 (88.8) 113(89.7) 0.9 (-21.51023.2) 1(~22.1t0 30.61)
Troponin | level 116 (76.3) 104 (82.5) 6.2 (-14.9t0 27.3) 8.1(-17.81042.2)
Electrocardiography 140 (92.1) 118 (93.7) 1.6(-21.2t024.3) 1.7 (-21.1t0 30.8)
Chest radiograph 119 (77.6) 105 (83.3) 5.0 (-16.2 t0 26.3) 6.44 (—18.9t0 39.6)
Aspirin administration 38 (25.0) 47 (37.3) 12.3(0to0 25.6) 49.2 (4.8t0135.2)

Discussion

Principal Findings

This matched cohort study of our pilot telescreening program
shows that telescreening can be efficiently and safely used for
screening patients presenting to the ED. Although telescreening
wasinitially less efficient than in-person screening, by thefinal
3 weeks of our analysis, telescreening had achieved efficiency
levels similar to those of in-person screening. We included full
datawithout a phase-in period to obtain an estimate of how long
it may take for the telemedicine program to reach in-person
efficiency.

Importantly, after implementation of telescreening, the LWBS
rate dropped from 25.1% (in the 2015 matched weekday 1-3
amtimedots) to 4.45%. Although some of these patients simply
transitioned from the LWBS category to the“ screened and | eft”
category, similar to what has been reported in a recent survey
[3], they were evaluated by a health care provider and often had
imaging or laboratory tests drawn prior to leaving the ED. One
would expect that the population that is screened and leavesis
at alower risk of adverse health outcomes than the population
that simply LWBS. This issue and the health outcomes of
screening, in general, are research questions worth pursuing.

The screeners' rates of ordering analgesia were skewed by the
individual practice patterns of two telescreeners who worked a
majority of the telescreening hours. Additional research should
be performed on this topic, especially on the breakdown of
analgesic agents.

Except for aspirin administration, the chest pain bundle was
completed at a similar rate between the two screening modes.
This outcome suggests that tel escreeners are able to set a care
plan in motion for even high-risk chief complaints. However,
aspatientswith ESI levels 1 and 2 bypassed screening and went
directly to the patient care areas, the patients included in this

http://medinform.jmir.org/2019/2/€11233/

analysis were considered to be only at moderate risk, at best,
by the triage nurse. This is a necessary safeguard for a
telescreening program, and this analysis does not suggest that
those with undifferentiated high-risk chief complaints can safely
be cared for when their vital signsor triage assessment considers
them to be in danger.

Animportant area of further investigation is emergency patient
and medicine provider satisfaction with telemedicine. Our data
(Multimedia Appendix 3) broadly suggest that patients were
happy with their experience with telemedicine. Few patients
refused tel escreening or were unsati sfied with the services; this
finding is similar to those of other studies with more formal
patient satisfaction surveys[21,24]

We hypothesize that demographic differences between the two
groups represent subtle differencesin the populations cared for
at dightly different hours of the day.

Future research should focus on the use of telemedicinein other
areas of emergency medicine practice, such as observation
medicine and management of patient boarding in the ED.
Similarly, the cost-effectiveness of telemedicine in EDs,
especidly if a single remote emergency provider can provide
coverage to several EDs, is an area of interest. At the policy
level, reimbursement of telemedicine services in the ED and
ability to practice telemedicine from outside local state
jurisdictions remain areas of growing discussion. As alack of
reimbursement continues to prevent wider adoption of
telemedicineinthe ED, payers should sel ect measurable criteria
that would lead them to begin reimbursing the costs of
telemedicine, so that we can move toward those metrics.

Limitations

First, our data are matched by date with adjacent, but not exact,
time matching and therefore do not control for the time of the
day variations in patient populations and presentation patterns.
Second, the providers that conduct telescreening were a
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relatively select group motivated to carry out telescreening for
various reasons. Their general comfort with the use of
technology, perhaps, played a role in their willingness to
participate and be early adopters of telemedicine. This study
cannot estimate the efficiency or quality impact of telemedicine
when applied generally to al emergency medicine providers.
Moreover, the small sample of providers performing
telescreening makes data on items like analgesia and orders,
which are part of a chest pain bundle, susceptible to skewing
according to their practice patterns. Third, we observed a
significant improvement in the efficiency of telescreening as
providers became more comfortable with the use of technol ogy,
achieving a comparable level of efficiency between in-person
and telescreening at week 20 of the program. We did not
estimate the number of hours of telescreening per provider
required to reach a comparable efficiency level. Similarly, we
did not test for changes in the quality-of-care indicators with
time.
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Fourth, the rates of LWBS were higher during telescreening
than during in-person screening hours, but thisislikely due to
the majority of telescreening hours occurring from 1 am to 3
am, atime period with no direct comparators. The comparator
was a time period of in-person screening proximate to the
telescreening shift.

Finally, the patient satisfaction questionnaire was not validated
prior to administration, and the response rate was unknown, as
the initial purpose was to allow patients to provide immediate
feedback on this pilot program. In addition, we do not have
similar satisfaction datafor patients being screened, which may
act asacontrol.

Conclusion

Telescreening is a new tool that can help EDs provide a safe
and efficient alternative to in-person screening of patientswhile
allowing a comparable level of efficiency, decreasing rates of
LWBS (as compared to periods of time when screening did not
previously take place), and providing greater flexibility in the
provider’s schedul es.
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