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Recent news stories have explicitly stated that
patients with symptoms of COVID-19 were

“turned away” from emergency departments. This
commentary addresses these serious allegations, with
an attempt to provide the perspective of academic
emergency departments (EDs) around the Nation. The
overarching point we wish to make is that academic
EDs never deny emergency care to any person.
All academic EDs receive payments from Medicaid

and Medicare. Under the Federal Emergency Medical
Treatment and Labor Act (EMTALA), no ED that
receives funding from Medicaid or Medicare can “turn
away” any patient. In fact, every patient must receive a
medical screening examination to determine that no
emergent medical condition exists prior to discharge.
At a minimum, this requires vital signs, an interview,
and a physical examination by a physician or qualified
designee—sometimes a physician assistant or nurse
practitioner, collectively referred to as advanced prac-
tice providers (APPs). From the moment of presenta-
tion to the triage area, he or she becomes a patient of
that ED, and unless he or she leaves willingly prior to
being examined, that patient will receive this screening

examination and any medical care that is deemed nec-
essary. This applies for all 120 million patients who
visit an ED each year regardless of the ability to pay,
race, ethnicity, creed, gender, sexual orientation, physi-
cal ability, or any other human factor.1

In the COVID-19 environment, uncertainties sur-
rounding access to diagnostic testing, accuracy of this
testing, available therapies, and mortality estimates,
coupled with unprecedented social isolation policies
may generate understandable fear that can quickly
transform to anger.2,3 This epidemic has illuminated
long-standing flaws and stress points in the U.S.
healthcare system, and African-Americans have suf-
fered disproportionately higher COVID-19 mortality.4

Hospital responses designed to protect patients from
COVID-19 might give patients the impression that
less was done in the emergency care setting. Around
the world, many hospitals have implemented COVID-
19 triage systems in tents or auxiliary areas outside of
the ED to provide rapid screening examinations.5

Emergency care is also leading the use of telemedicine
for initial evaluation of persons with COVID-19 symp-
toms.6 These systems are designed to quickly make
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patient-centered decisions for stable, ambulatory
patients, and also limit their exposure to possibly
more vulnerable patients receiving care in the ED.
Many hospitals still lack adequate resources for rapid
SARS-CoV-2 testing for all symptomatic patients. Even
if testing availability were unlimited, the reverse tran-
scriptase polymerase chain reaction test requires a
remarkably unpleasant nasopharyngeal swab, and
results require at least an hour up to many hours
depending on the test, increasing the patient’s length
of stay and potential to become infected, infect other
patients, or providers. Moreover, when done, the swab
results almost never change any final patient care deci-
sions for patients who are stable and are likely to not
require hospital admission.. Recognizing the possible
high rate of false negative results, providers will offer
the exact same precautions to limit contagion, and
new or worsened symptoms that warrant return to the
ED, even if a swab test fails to identify SARS-CoV-2
nucleic acid from the patient’s nasopharynx.7–9

Patients who enter the ED can expect evidence-based
policies that will protect them, other patients, and provi-
ders.8 The best defense against spread of COVID-19 is
double masking, the masking of both patient and provi-
der, particularly for symptomatic patients. For their entire
stay, patients should expect to be reminded, constantly,
to wear their masks over their mouth and nose.10 Addi-
tionally, to reduce potential for spread of COVID-19,
many EDs restrict visitors and family from being physi-
cally present with patients.
Academic EDs are always open to all who need

care. Academic emergency care clinician-scientists and
clinician-educators have committed their lives to reduc-
ing disparities by creating new knowledge about how
to care for people during times of emergency and by
training compassionate emergency providers. Many
physicians, APPs, nurses, and staff work in academic

hospitals, under conscious choices that sometimes
include lower salaries, and potentially more challeng-
ing working conditions than in private settings, in
exchange for the privilege of providing unconditional
emergency care to all people.
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