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To the Editor

Patients evaluated in the emergency department (ED) with symptoms suggestive of acute 

coronary syndrome (ACS) may experience significant psychological stress. [1–2] In addition 

to ED factors such as patient volume [3] and hallway care [4], patients’ retrospectively 

reported feelings of fear and vulnerability during ED evaluation for a life threatening illness 

(i.e. threat perception) has also been found to be associated with increased posttraumatic 

symptoms (PSS) at follow-up. [5,6] A recent meta-analysis found 12% of ACS patients 

subsequently screen positive for PTSD, and that elevated PSS after ACS are associated with 

increased risk for recurrent cardiac events, medication nonadherence and mortality. [7,8] 

While clinicians may be reassured, after evaluation, that risk for a serious cardiac event or 

mortality is low in some patients, for many of these patients the subjective fear of a 

potentially life threatening illness may still be present, regardless of actual diagnosis. To 

date, no study has assessed the frequency or intensity of threat perceptions in patients 

evaluated for ACS during the evaluation period, nor compared threat perceptions across 

those who ultimately are found to have an actual ACS event versus patients evaluated and 

discharged with non-ACS events. The goal of our study was to evaluate the frequency of 

threat perception in a cohort of ED patients evaluated for potential ACS and to compare 

threat perception severity between patients found to have ACS versus patients found not to 

have an ACS event after hospitalization.

This study was conducted as part of an ongoing observational cohort study of patients 

presenting to the ED for evaluation of suspected ACS, the REactions to Acute Care and 

Hospitalization (REACH). 1000 patients were enrolled at a single site urban academic 

medical center. English and Spanish speaking patients were eligible if they had a provisional 
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diagnosis of “probable ACS” by the treating ED physician. Exclusion criteria included ST 

elevations on electrocardiogram, psychiatric intervention, or unavailable for 1-year followup.

In the ED, participants’ perceptions of life threat and personal vulnerability in response to 

the suspected ACS event were assessed using 12 item scale of threat perception by Ozer et 

al. [9] Responses were made on a 4-point Likert scale ranging from “not at all” to 

“extremely”; responses to these items had good internal consistency (Cronbach’s α=.79). 

Hospital discharge diagnosis was determined by review of the medical record by a 

committee of 2 cardiologists and 1 emergency physician.

Characteristics for the 1000 individuals are presented in Table 1. Of the 1,000 enrolled 

participants, the frequency of threat perception scores of 3 (moderately) or 4 (extremely) for 

individual items are shown in Figure 1. ED threat perception scores for the ACS versus non-

ACS groups are shown in Figure 2. ED threat perception scores did not significantly differ 

between ACS and non-ACS diagnosed patients, except for “I am in pain” (t= 3.856, p 

<0.001) and “I worry that the doctors are not in control of my situation” (t=3.058, p<0.002). 

In both cases, non-ACS patients had higher average ED threat perception scores compared to 

ACS patients.

We found the presence of elevated levels of threat perception in patients evaluated for ACS, 

both in individuals determined to have actual ACS events, as well as participants not found 

to have ACS. Elevated threat perception levels have been found to be associated with 

increased risk for development of PTSD. The presence of similar levels of threat perception 

in both groups of ACS and non-ACS patients in our study highlights the importance of 

addressing the subjective fear and stress that patients may experience while in the ED. While 

clinicians may be reassured, after evaluation, that the risk for acute ACS event is low, for 

many patients the subjective fear of potentially suffering a life threatening illness may result 

in the development of negative psychological outcomes irrespective of actual diagnosis. Our 

work underscores the importance of addressing these psychological factors during medical 

evaluation and treatment.

This was a single-site study limited to ED patients presenting with ACS symptoms, so 

findings may not be generalizable to different patient populations. Future work using 

alternative stress assessment strategies such as autonomic monitoring may build on our work 

to yield additional insight into PTSD risk development.

The evaluation of potentially life threatening illnesses such as ACS is extremely common in 

many EDs. This is the first study to uncover the psychological state of patients during 

evaluation for ACS, and the degree to which the experience impacts patients may be 

surprising. Future work elaborating on the subjective patient experience while undergoing 

evaluation in the ED may help improve patients’ experience and guide the development of 

risk stratification strategies and interventions to optimize medical care as well as reduce the 

development of negative psychological outcomes for patients cared for in the acute setting.
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Figure 1. 
Patient threat perceptions reported at interview during ACS evaluation in the ED.
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Figure 2. 
Comparison of ED threat perceptions (score 3 or 4) between ACS and non-ACS diagnosed 

patients.
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Table 1

Patient Characteristics n=1000

Mean Std. Deviation Minimum Maximum

Age at enrollment** 60.8 13.154 22 100

Male Sex 54%

Hispanic Ethnicity 57%

Confirmed ACS 37%
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