Deferred Care for Adults
with Musculoskeletal
Complaints

CONTEXT. Many ambulatory care facilities do not have resources to provide same-day
care for all walk-in patients. Yet, there are few guidelines that identify patients for
whom care can be safely deferred.

OBJECTIVE. To describe the development and implementation of deferred-care guide-
lines for adults with musculoskeletal complaints.

DESIGN. Consensus process and field test.

GUIDELINE DEVELOPMENT. After an eight-member multidisciplinary physician panel
identified critical factors that necessitate same-day care, we created 34 clinical sce-
narios to consider for deferred care. In 22 scenarios, the panel members agreed that
deferred care was safe. These were formatted into screening guidelines for back,
neck, isolated extremity, and generalized muscle pain.

IMPLEMENTATION. In reliability testing between two nurses reading 40 patient scenar-
ios, interrater agreement for deferred care was nearly perfect (k=0.95). The guide-
lines were then applied to 448 patients presenting with musculoskeletal complaints
to a Veterans Administration ambulatory care triage station. One hundred seven
(24%) patients met guidelines for deferred care. Seventy-six patients agreed to have
their care deferred, of which 66 kept their return appointment.

concLusions. Our guidelines suggest that a substantial proportion of patients with
musculoskeletal complaints can have their care deferred. Most patients were willing
to do so and kept their follow-up appointment. Use of these guidelines could help
decompress ambulatory settings with limited resources to provide nonemergency
same-day care.

mergency departments are often overwhelmed by a patient volume that exceeds

their capacity to provide same-day care."? In a survey of directors of public and
teaching hospital emergency departments, 65% reported that overcrowding had a
negative impact on the quality of care they provided.> When demand for services
exceeds the resources available for providing same-day care, clinicians must deter-
mine who could safely have their care deferred. However, triage practices in current
use are not standardized and have been shown to have poor reproducibility and pre-
dictive validity in identifying patients who require emergent care and/or hospital-
ization.*!? Use of explicit clinical guidelines for decision making about same-day
versus deferred care could reduce waiting times and improve the quality of care.

Deferred care seems to be acceptable to some patients. For example, Baker and
colleagues® found that 45% of patients awaiting care at one hospital emergency
department would be willing to return the next day for an appointment rather than
wait in the emergency department for care. In a study of deferred-care practice,'
only 1.3% of patients complained about being deferred. Another study found no dif-
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ference in satisfaction between referred patients and
those receiving care in the emergency department.”
Although most dissatistied patients cited being deferred
as their reason for dissatisfaction, this was balanced by
dissatisfaction with long waiting times and the type of
treatment received among those cared for in the emer-
gency department.

Musculoskeletal symptoms are a useful area for
which to develop ambulatory care screening guidelines,
because they represent the most common class of com-
plaints among patients seeking emergency department
care. In 1995, musculoskeletal symptoms were the prin-
cipal reason for 12.3% of emergency department visits
nationwide.!® The medical conditions of patients with
such complaints range from mild self-limited condi-
tions, such as muscle strain, which may be cared for in
the offices of primary care physicians, to potentially life-
threatening ones, such as epidural abscess, in which
immediate intervention could prevent serious medical
consequences. Our objective was to develop and opera-
tionalize explicit clinical guidelines to select adults with
musculoskeletal complaints who could be referred for
an appointment at a later date. We also determined the
proportion of patients to whom the deferred-care guide-
lines applied in our emergency department.

Methods

Guideline Development

Study Design

We used the RAND-UCLA Method" to develop the
guidelines because it has been shown to have repro-
ducibility and predictive validity in other applica-

18-20 First, we identified from the medical litera-

tions.
ture common primary musculoskeletal complaints in
adults,'® including low-back pain, neck pain, isolated
extremity complaints, and generalized musculoskeletal
pain. For each symptom complex, clinical factors that
may affect the safety of deferring care were identified
after a comprehensive literature review and discussion
with internist and emergency physician consultants. We
selected for inclusion only clinical factors that are avail-
able to a nurse conducting a screening evaluation, such
as medical history and limited physical findings.

Physician Panel

We convened an eight-member multidisciplinary physi-
cian panel to rate the need for same-day care.
Participants included three emergency physicians, four
internists, and one family practitioner, all board certified
in their respective specialties, and representing academ-
ic, community, and public hospital settings. Individuals
were chosen because of their clinical expertise and

66

included the methodologist for the Agency for Health
Care Policy and Research (AHCPR) Low Back
Guidelines Panel and Director of the AHCPR Southern
California Evidence-Based Practice Center.

Identifying Important Clinical Factors

A flow chart illustrating the guideline development
methods is presented in Figure 1. Participants first
reviewed the list of clinical factors used in making an
urgency assessment. Next, participants identified a sub-
set of critical clinical factors that, if present, would be
sufficient by themselves to mandate same-day care (such
as new incontinence in low-back pain). The critical fac-
tors are evident in the triage form as a series of yes/no
questions (Appendix 1, Nontraumatic Low-Back Pain).
Any “yes” response was considered a contraindication to
deferred care. A full list of the critical factors is available
on the Web version of this article at ecp.acponline.org.
The extent and quality of the evidence regarding
the predictive value of the critical factors varied widely.
For example, the AHCPR low-back pain guidelines and
supporting literature were available for the low-back pain
ratings; however, only indirect evidence was available for
critical factors associated with neck pain. For each chief
complaint, clinical factors that were judged to be noncrit-
ical—that 1s, not by themselves mandating same-day
care—were combined to create 34 clinical scenarios.

Deferred Care

Using a nine-point scale in a two-round process, pan-
elists independently rated the safety of deferring care to
the next day in a nonemergency setting for each sce-
nario. The first round of ratings preceded, and the sec-
ond round followed a day-long meeting in which areas
of uncertainty and disagreement were discussed. We
defined medical safety to mean that in waiting a day for
care, the patient would not suffer serious preventable
morbidity. A rating of 9 denoted a scenario in which it
was very safe to delay care by 1 day and a rating of 1
identified a scenario for which it was very unsafe to
delay care. Uncertain scenarios, in which it was neither
clearly safe nor clearly unsafe to delay care by 1 day were
rated 5. Panelists could use any of the nine points on the
scale.

We specified disagreement among the panelists as
being two or more panelists rating a scenario 7 or higher
and two or more rating the scenario 3 or lower.>1¢ As
shown in Figure 1, only scenarios receiving a median sec-
ond-round panel rating of 7 or higher, without disagree-
ment, were regarded safe for deferred care (n = 22 sce-
narios). We then converted the safety classifications and
lists of critical clinical factors into symptom-specific stan-
dardized data forms for use by a nurse to make decisions
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Clinical scenarios of patients
presenting with musculoskeletal symptoms

No critical
factors present

One or more critical
factors present

34 combined clinical scenarios rated for
deferred-care safety by 8-member panel

Same-day
care

Agreement
(n=27)

Disagreement
Two or more panelists rating 27
and
Two or more panelists rating <3
(n=7)

Median safety rating >7
(n=22)

Median safety rating <6
(n=5)

!

Safe to defer care
(n=22)

Y

Same-day care
(n=12)

FIGURE 1. Development of the deferred-care guideline. Using a 9-point scale where 9 indicates that deferral of care by 1 day is “very

safe” and 1 indicates that deferral of care by 1 day is “very unsafe.”

on a real-time basis for people who walk into a clinic or
an emergency department requesting care. The complete
set of all four data forms is available at ecp.acponline.org.

Field Testing

To measure the interrater agreement in guideline imple-
mentation, we created 40 patient scenarios and had 2
nurses independently screen each scenario using the
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guidelines. We computed agreement for deferred-care
decisions using the Kk statistic.’!

We also conducted a prospective observational
study to determine the proportion of patients who meet
deferred-care criteria using these guidelines in the
Veterans Administration (VA) Greater Los Angeles
Healthcare System, a tertiary care medical center where
approximately 30,000 patients request unscheduled care
each year. These patients are directed to a common
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triage area for the emergency department, urgent care
clinic, and deferred-care appointments. The emergency
department screening and referral procedures allow for
deferral of care by up to 1 week for ambulatory patients
requesting emergency department or other ambulatory
care services who do not have an emergency condition.
All patients requesting unscheduled ambulatory care
services are assessed by a registered nurse (RN) as part of
the screening process, then assigned to either same-day
care in the emergency department or urgent care clinic
or are given a deferred-care appointment at the medical
center’s Primary and Acute Care Center. Determination
of which patients do not require same-day care is left to
the implicit judgment of an experienced triage nurse
and a supervising physician.

We implemented our system of explicit guidelines
as an aid to the nurse’s implicit judgment. We trained all
nurses who perform triage in guideline use before
implementation. Training consisted of four 2-hour ses-
sions over the course of 2 weeks. All participating nurs-
es were RNs with at least 1 year of triage experience.
After training, nurses used the explicit guidelines to
screen all patients who had musculoskeletal symptoms
addressed by the guidelines. Nurses were instructed that
their judgment should supersede the guidelines if they
disagreed with guideline assessment and, in their opin-
ion, the patient should be seen.

Patients eligible for deferred care were told that
they did not appear to have an emergency condition and
had the option of receiving an appointment for a later
date in the Primary and Acute Care Center with the
patient’s primary care provider or a member of his/her
clinic. Deferred patients were also given the medical
center’s 24-hour toll-free telephone care number to call
if their symptoms changed or worsened or if they had
new health questions or concerns. Patient’s who
declined deferred-care appointments were assigned to
same-day care in the urgent-care clinic.

The proportion of ambulatory patients meeting
the deferred-care guidelines and the timing of their
appointments were assessed for a 4-month period by
reviewing the nurse triage data forms. Information on
no-show rates for clinic appointments was obtained
from the electronic hospital information system’s
appointment display menu. Our institutional review
board approved the study.

Results
Development and Reliability
The panelists agreed on the degree of safety associated
with deferred care for 27 of the 34 (79%) musculoskele-

tal symptom scenarios and agreed that deferred care
was, in fact, safe in 22. One-page data forms for collec-
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tion and interpretation of clinical factors during the
nurse screening evaluation were created for each mus-
culoskeletal primary complaint (Appendix 1. The com-
plete set of forms can be viewed at ecp.acponline.org).
To apply the deferred-care guidelines, a screening nurse
first completed the data forms. Next, if no critical clini-
cal factors were present, the algorithm was applied to
the noncritical clinical factors to reach a screening rec-
ommendation. In reliability testing, nurses’ deferred
care decisions agreed for 39 of 40 standardized patient

scenarios using the guidelines (overall interrater agree-
ment 97.5%; k = 0.95).”!

Implementation

Ambulatory care triage nurses screened 448 patients
presenting with musculoskeletal symptoms. The mean
age of the patients screened was 52 years; 98% were male
(36% black, 28% white, 4% Hispanic, 1% Asian, and
32% specified another race or did not specify a race).
Twenty-one percent of patients screened had service-
connected disabilities, and of the remainder, 95% quali-
fied for VA services on the basis of VA low-income
guidelines (equivalent to an annual income of less than
$21,610).

The number of patients with each musculoskeletal
chief complaint and the impact of the guidelines on
deferred-care decisions and follow-up is presented in
Table 1. Overall, 107 of 448 (24%) patients screened with
the guidelines met the criteria for deferred care. No
patient who met the deferred-care criteria was judged
by the nurse to require same-day care. Seventy-six of the
107 (71%) patients eligible for deferred care agreed to
have their care deferred. Many patients cited a long
drive and/or transportation difficulties as a reason for
declining. The most common follow-up interval for
patients receiving deferred-care appointments was 1 day
(occurring in 28 of 76 patients), and the median follow-
up interval was 3 days. Sixty-six of the 76 referred
patients (87%) kept their appointments.

Discussion

We developed explicit clinical guidelines to assist deci-
sion making for same-day versus deferred care for
adults with musculoskeletal complaints. The guidelines
qualify about one quarter of walk-in VA patients with
musculoskeletal complaints for deferred care.

In our guideline-development process, we used a
method that combines a review of the best available evi-
dence with the clinical judgment of a multidisciplinary
group of experts. An alternate approach to deferred-care
guideline development is to prospectively collect infor-
mation on all clinical factors that may affect the safety of
deferring care of ambulatory patients, then correlate
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TABLE 1

Guideline Impact on Deferred Care Decisions and Follow-up in 448 Patients

VARIABLE PRIMARY MUSCULOSKELETAL COMPLAINTS TOTAL
LOW-BACK PAIN NECK PAIN ISOLATED GENERALIZED
EXTREMITY PAIN MUSCULOSKELETAL
PAIN

Number evaluated 203 22 188 35 448

Number eligible for 47 5 44 1 107
deferral

Proportion of patients 23% 23% 23% 31% 24%
eligible for deferral

Number agreeing to be 35 5 30 6 76
deferred

Proportion of eligible 74% 100% 68% 55% 1%
patients agreeing to
be deferred

Number returning for 32 3 26 5 66
evaluation

Proportion of deferred 91% 60% 87% 83% 87%

patients returning for
evaluation

them with measured clinical outcomes. However, such
an approach would require collection of large, detailed
databases and might require years of effort to provide
needed guidelines. Until such data are available, meth-
ods that combine the available evidence and expert
judgment, such as we have used, offer the best way to
develop guidelines for triage.

Although our methods produced guidelines that
secem to have content validity, it would be desirable to
evaluate them further in a study of their ability to
prospectively identify patients with medical conditions
for whom urgent care prevents morbidity or mortality.
There are several potential approaches to such a study,
each of which are subject to methodologic or feasibility
limitations. The highest quality evidence is obtained
from prospective, double-blind, randomized, controlled
trials (RCTs). Applied to the validation of our deferred-
care guidelines, an RCT might involve selecting patients
who meet criteria for deferred care, randomly assigning
them to either deferred care or standard same-day care,
and then determining clinical outcomes. Random-
ization enhances the comparability of the two groups
and provides a valid basis for measuring efficacy.??
Although it may be possible to blind clinicians to treat-
ment assignment, it would not be possible to blind
patients, and this may bias their reporting of subjective
outcomes. In addition, it would take a large clinical trial
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to identify guideline flaws that result in poor outcomes
for low-prevalence conditions.

A prospective cohort study is an alternate
approach to assessing the guidelines’ predictive validity.
Such a study might involve prospectively determining
which patients meet and which do not meet deferred-
care guidelines, allowing (in a natural experiment)
patients to receive care assignments by triage nurses or
clinicians who are blinded to the guideline determina-
tion, following patients to determine their clinical diag-
nosis or development of adverse outcomes, then corre-
lating the occurrence of adverse outcomes with the
guideline determination (eligible or ineligible for
deferred care) and the time interval for evaluation
(same-day vs. deferred care). This design is logistically
less complex than an RCT and has the same advantage
of prospective collection of data; however, it substitutes
selection bias of patients to same-day versus deferred
care for the attribution bias of patients in an RCT who
are not blinded to their study group assignment. A ret-
rospective medical record review of triage assignments
and outcomes, while perhaps being the logistically easi-
est study design to implement, is subject to the addition-
al disadvantage introduced by missing data.

The economic implications of a deferred-care pol-
icy is another area that warrants further evaluation.
Although there are currently no published cost-effec-
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tiveness analyses of emergency department deferred-
care policies, there are several studies on costs of care in
alternate sites that indirectly address this issue.
Williams? found that although the costs of nonurgent
care in the emergency department are low compared
with costs of semiurgent and urgent visits, they are still
greater than the median charges for a new-patient office
visit. Since actual costs are generally lower than charges,
the potential cost savings of delivering care in nonemer-
gency settings may be even greater than those cited by
that study. In addition, referral of emergency patients
into primary care may reduce future costs; Hansagi and
colleagues®* found less emergency department use in the
1 year following the index evaluation for patients
referred to primary care than in those receiving their
index visit in the emergency department. In another
evaluation of an emergency department deferred-care
policy in a pediatric population, Rivera and colleagues®
found that the costs of deferred care (including triage,
emergency department, and clinic costs) were 57%
lower than if all patients had been treated in the emer-
gency department. Collectively, these studies suggest
that deferred care may be cost-effective.

Our results have two important limitations. First,
our guidelines, similar to the vast majority of emergency
department and ambulatory care screening guidelines in
current use, rest solely on content validity. Past applica-
tions of the method we used in developing our guide-
lines have been shown to produce guidelines with face,
construct, and predictive validity for procedures for
which there were no RCT data at the time.!®?
Regardless, rigorous assessment of the guidelines would
be enhanced by additional research directed toward
assessing the guidelines’ predictive validity and using
approaches to minimize potential limitations of the
study design effect.

A second limitation of our study is that our find-
ing regarding the potential impact of the guidelines for
deferring care may differ in other settings. Results from
the VA may not necessarily be generalizable to other
patient populations because VA patients have many
comorbid conditions, and given the way that the critical
clinical factors were defined, this may result in identi-
tying fewer patients who could be referred for next-day
care than might occur in a community hospital emer-
gency department. In addition, the gender distribution
of VA patients is skewed compared with most commu-
nity hospital emergency department and ambulatory
care settings.

Despite these limitations, our deferred-care guide-
lines address several important challenges in the imple-
mentation of guideline-driven clinical decision making.
Standardization of the screening process, as demonstrat-
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ed by our reliability test results, is addressed by present-
ing the guidelines in an explicit format with precise det-
initions of potentially ambiguous terms. The guidelines
have been operationalized for validation testing or use in
settings that wish to implement a deferred-care policy.

We developed and operationalized screening
guidelines to inform decision making about the timing
of care for patients with common musculoskeletal com-
plaints. Use of these guidelines requires only the limited
clinical data available to an ambulatory clinic or emer-
gency department triage nurse. This approach may be
useful in ambulatory settings that currently rely on
implicit judgments of unknown reproducibility to make
determinations about which patients do and which do
not require same-day care.

Take-Home Points

* We developed explicit standardized clinical guidelines
to guide decisions about same-day versus deferred
care for ambulatory adults with musculoskeletal
complaints.

¢ Interrater agreement for deferred-care decisions in
standardized patients was excellent.

¢ One quarter of walk-in patients at one VA tertiary care
emergency center met clinical guidelines for deferred
care, of whom most (71%) agreed to a later appointment.

¢ These guidelines are ready for further validation
testing in emergency department and ambulatory
care settings that are considering adoption of
deferred-care policies.
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APPENDIX 1
Nontraumatic Low-Back Pain Data Form*
A.IDENTIFYING DATA:
Name Medical record no. Age (1-3)

B. VITAL SIGNS:

Temperature >100.4 °F (38.0 °C) (3 same day care 4)
BP SBP < 100 or > 200 or DBP > 110 (3 same day care (5)
Pulse <50 or > 100 (3 same day care (6)
Respiratory rate > 24 O same day care (7)
C. ASSOCIATED SYMPTOMS:
How long have you had these problems ? (8)
Compared to when they started, are your symptoms now the (CIRCLE) SAME / IMPROVING / or WORSE ©)
(If worse now) How long has it been much worse (10)
[symptom duration at current level of severity]

Does the pain travel down your leg ? (Pain radiationis) ............... ABSENT PRESENT (11)

If pain travels, how far down your leg does it go? (toarea) .......... ABOVE KNEE BELOW KNEE (12)

If pain travels, is it down one leg or both legs?  .................. UNILATERAL  BILATERAL (13)
Weakness, numbness or tingling (paresthesias) involving both arms or both legs,

and just starting within the past 7 days ....... ... . ... .. . YES NO (14)
Problems walking without help, which are new in the past 2 weeks ...................... YES NO (15)
Back pain associated with the abdomen . ... .. ... oo YES NO (16)
Problems controlling your bladder or bowels, which just started within the past 7 days

[incontinence = yes, other = no| .. ... .. . YES NO (17)
Difficulty urinating, which is new in the past 7 days [urinary retention = yes, other = no| ......... YES NO (18)
Unable to do your usual work or to care for yourself because of the pain ................ ... YES NO (19)
D. MEDICAL HISTORY:
History of trauma within the past 2 weeks, such as blows, falls, or injuries ................. YES NO (20)
History of back surgery within the past I month ...... ... ... ... ... . ... ..., YES NO (21)
History of cancer [skin cancer = no, any other cancer = yes| .......... ..o, YES NO (22)
Inability to clot your blood, for example, hemophilia or very low platelets ................. YES NO (23)
Currently taking blood-thinning medicine such as Coumadin (warfarin) .................. YES NO (24)
Intravenous drug use (IVDA) within the past 6 months . ........... ... .. ... .. .. YES NO (25)
Sickle cell disease [sickle cell disease = yes, sickle cell traitorother =no | .................. YES NO (26)

E. COMMENTS

Contraindications for deferred care: vital signs outside of range; “yes” response to any data item.

NO CONTRAINDICATIONS
FOR DEFERRED CARE

'

<50yrs —m——— patient's age >65 yrs
[ | Y

50-64 yrs
SAME-DAY

¢ CAI%E

radiation of pain >— below knee 1
is radiation
—>2 wksl [un'ateral—

bilateral pain
radiating to below
the knee

no — — yes

[ 1 below knee —
OFFER SAME-DAY

DEFERRED CARE

APPT.
{ <2 wks—

symptom
duration at
current severity

unilateral
or bilateral?

- biaterall

SAME-DAY OFFER OFFER SAME-DAY
CARE DEFERRED | | DEFERRED CARE
APPT. APPT.
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