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Abstract
Introduction—Many systems of telephone
triage are being developed (including
NHS Direct, general practitioner out of
hours centres, ambulance services). These
rely on the ability to determine key facts
from the caller. Level of consciousness is
an important indicator after head injury
but also an indicator of severe illness.
Aims—To determine the general public’s
understanding of the term unconscious.
Methods—A total of 700 people were asked
one of seven questions relating to their
understanding of the term unconscious.
All participants were adults who could
speak suYcient English to give a history to
a nurse.
Results—Correct understanding of the
term unconscious varied from 46.5% to
87.0% for varying parameters. Those with
English as their first language had a better
understanding (p<0.01) and there was a
significant variation with ethnicity
(p<0.05).
Conclusions—Understanding of the term
unconscious is poor and worse in those for
whom English is not a first language.
Decision making should not rely on the
interpretation of questions using technical
terms such as unconscious, which may
have a diVerent meaning between profes-
sional and lay people.
(J Accid Emerg Med 2000;17:119–121)
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Patients attending accident and emergency
(A&E) departments after a head injury are
asked if they have been unconscious as part of
the triage process.1 Anecdotal evidence
suggests that patients and relatives may not
understand the term, although they believe
they do. There is a wide body of literature that
discusses doctor-patient communication and
the substantial levels of misunderstanding that
occur between patients and their doctors, par-
ticularly relating to prognosis and treatment

preferences.2 3 Medical terms have been shown
to be widely misinterpreted by the public,4

including a perceived diVerence between the
terms fracture and a break.5 Further studies
suggest that patients and doctors refer to
diVerent entities when they talk of
constipation6 and back pain.7

If patients misunderstand the term uncon-
scious it can have serious implications. Deci-
sions on radiography and admitting patients
are partly dependent on information regarding
loss of consciousness. However, the
importance of the public’s understanding of
medical terminology has recently been ex-
tended as some ambulance services have now
introduced criteria based dispatch systems.
These systems aim to triage emergency 999
calls and loss of consciousness is one of the cri-
teria used to determine a rapid ambulance
response.8 At least 3% of 999 calls have
communication problems caused by a lack of
comprehension of medical terms.9

The aim of this study was to assess whether
the general public understood the term “un-
conscious”.

Methods
For the purposes of this study unconsciousness
was taken to mean the “state of being insensi-
ble or without conscious experiences . . ...pa-
tient is unable to swallow; eyes do not react and
patient is insensible to surroundings”.10 It was
intended to ask 700 ambulant patients attend-
ing an inner city A&E department, during the
period 29 June 1998 to 29 July 1998, one of
seven questions relating to the term uncon-
sciousness (table 1). For each patient a
question was randomly selected from the list of
seven questions being studied. The questioner
was blinded to any analysis. The person asked
the question was the one giving the history to
the triage nurse. The rationale for asking this
person is that this is the person on whom staV
will rely for information. The person answering
the question was also asked to state their ethnic
origin and their first language.

Table 1 Questions relating to the term unconscious

Correct answer

Answer to question

TotalNo (%) Yes Don’t know

If you are unconscious, can you still talk? No 83 (83.8) 16 99
If you are unconscious, can you be standing up? No 83 (83.0) 16 1 100
If you are unconscious, can you still hear? No 47 (46.5) 52 2 101
If you see the room spinning around, are you unconscious? No 85 (85.0) 15 100
If you are unconscious, can your eyes be open? Yes 41 (41.0) 59 100
If you are unconscious, do you stop breathing? No 87 (87.0) 13 100
Can you remember things that happen while you are unconscious? No 83 (83.0) 16 1 100

Total 509 187 4 700
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All patients were eligible to participate in the
study except those who were unable to provide
comprehensible information for nurse triage
(whether because of language, mental ability,
or alcohol), patients with head injuries or
decreased conscious level, and those where any
delay in treatment could be prejudicial. Pa-
tients under the age of 17 years were also
excluded.

All data were entered on to an Excel spread-
sheet and analysis was undertaken using SAS.
Tests of association, allowing for diVerent
questions asked, were carried out using
Mantel-Haenszel tests.10 11 The ÷2 and Fisher’s
exact tests with Bonferroni corrections were
employed where appropriate. Logistic
regression analysis with backward elimination
was undertaken to establish the predictors of
correct answers.

Results
Altogether 721 people were approached of
whom 21 were excluded as neither they nor the
person accompanying them spoke suYcient
English to answer the question. Data were col-
lected from 700 patients, each of whom
answered one of the seven questions about the
term unconscious. No patients refused to par-
ticipate in the study.

The study population was primarily white
(n=407, 58%) but with a high proportion of
Asians (n=173, 25%) and Afro-Caribbeans
(n=104, 15%). The majority of participants
reported English to be their first language
(n=582, 83%) (table 2).

In only four cases (0.6%) did a person state
that they did not know the answer to a
question; these responses have been classified
as incorrect answers in all further analyses
(table 1). When combining the responses to all
questions, 527 (75.3%) of participants pro-
vided the “correct” answer, ranging from
46.5% (If you are unconscious, can you still
hear?) to 87.0% (If you are unconscious, do

you stop breathing?). The only two questions
that did not elicit correct responses from more
than 80% of participants were those related to
hearing and eyes being open.

The proportion of correct responses ranged
from 78.9% for whites, through 75.0% for
Afro-Caribbeans, to 66.5% for Asians (table
3). A greater proportion of correct answers was
given by respondents with English as a first
language compared with the non-native Eng-
lish speakers (77.8% v 62.7%).

After controlling for diVerent questions
there was evidence of an association between
correct responses and ethnicity (÷2

MH(3df)=10.3,
p<0.05); and also between correct responses
and English as a first language (÷2

MH(1df)=13.8,
p<0.01). Analyses by individual questions
identified an association between correct re-
sponses to stopped breathing and ethnic group
(p<0.05) and between correct responses to
room spinning round with English as a first
language (Fisher’s exact test, p<0.02). When
the inter-relationships of all variables were
examined via logistic regression analysis, the
independent predictor of a correct answer was
having English as a first language (odds ratio
2.4, 95% confidence interval 1.5 to 3.7) as
opposed to ethnicity.

LIMITATIONS

This study was undertaken in an A&E depart-
ment based in an urban area with a high
proportion of patients from ethnic minorities
and the findings may not, therefore, be as
relevant to other areas. The findings are, how-
ever, likely to be generalisable to non-native
English speakers in all areas of the UK.

In the UK the term “English as a second
language” covers a very wide range of English
language competence (and levels of educa-
tion). Unfortunately it was outwith the remit of
this study to explore this in any detail.

This study was not designed to establish
whether there are other medical terms that are
not widely understood by non-native English
speakers or the reasons for the observed
misunderstandings. It is possible that the
translation equivalents of “is unconscious” in
the respondent’s first language could be
phrases such as “can’t stand, hear etc” or “feels
faint”. Further research should investigate the
reasons for incorrect responses and examine
other medical terms that aVect the investiga-
tion and care of patients.

It is possible that while unconscious patients
cannot react to noise they may still hear and
such thinking may have aVected responses to
the question about hearing. We, therefore, also
undertook analyses based on the six remaining
questions alone (n=599 respondents). The
exclusion of the question relating to hearing
raised the overall proportion of patients
providing a correct answer from 75.3% to
80.1% but did not eVect any of the conclusions
or the significance of the findings.

Discussion
Those who do not have English as their first
language may receive a lower priority of ambu-
lance response because of their misunder-

Table 2 Ethnic origin and whether English was first
language

Ethnic origin

English as first language
Total No
(%)Yes (%) No (%)

Afro-Caribbean 102 (98.1) 2 (1.9) 104 (14.9)
Asian 65 (37.6) 108 (62.4) 173 (24.7)
White 403 (99.0) 4 (1.0) 407 (58.1)
Other 12 (75.0) 4 (25.0) 16 (2.3)

Total 582 (83.1) 118 (16.9) 700

Table 3 Ethnic origin, whether English was first language,
and “correct” answers

Correct answer
Total No
(%)Yes (%) No (%)

Ethnic origin
Afro-Caribbean 78 (75.0) 26 (25.0) 104 (14.9)
Asian 115 (66.5) 58 (33.5) 173 (24.7)
White 321 (78.9) 86 (21.1) 407 (58.1)
Other 13 (81.3) 3 (18.8) 16 (2.3)

Total 527 (75.3) 173 (24.7) 700

English as a first language
Yes 453 (77.8) 129 (22.2) 582 (83.1)
No 74 (62.7) 44 (37.3) 118 (16.9)

Total 527 (75.3) 173 (24.7) 700
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standing of a common medical term. In the
A&E department they may be triaged for a
longer wait, not receive necessary radiography,
or fail to be admitted for observation because
their misunderstanding results in them stating
a person was not unconscious. Alternatively
they may be over investigated and over utilise
resources because of misunderstanding that
labels someone unconscious when they are
not.

Approximately a quarter of the population
surveyed could not provide a correct response
to questions aimed at eliciting their under-
standing of the term unconscious. Understand-
ing of the term unconscious was lowest among
those stating themselves to be of Asian origin,
this being the population with the highest pro-
portion (62%) who did not have English as a
first language. This study highlights the
importance not only of achieving an answer to
a question but also ensuring that any medical
terms such as unconscious are understood.
The value of asking supplementary questions,
to establish whether a patient has been uncon-
scious, has been demonstrated by this study.
The questions relating to talking, standing, and
remembering are those that cause least confu-
sion and we recommend that ambulance serv-
ice call takers and A&E staV consider incorpo-
rating these questions into routine use.

Systems utilising information from patients
must ensure they do not introduce discrepan-
cies in health care because of a lack of compre-
hension of medical terms by non-English
speaking individuals. Good translation facili-
ties either with interpreters or visual aids such
as descriptive cartoons may assist this process.
Key questions, such as the presence of uncon-
sciousness, should be verified with a supple-
mentary question. This may include asking for
a description of how the patient was acting or
what the person means by the term.

As with any key decision, it should not rely
on a single piece of evidence, which may be
incorrect. Patient comprehension of medical
terms should not be presumed to be correct
simply because they provide a response.
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