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Abstract

Emergency department presentations continue to increase internationally and provide
evidence that all is not well for health services and the populations they serve. In
Australia, the equivalent of the combined populations of Brisbane and Adelaide
presented to emergency departments with non-urgent conditions over a twelve-month
period between July 2018 and June 2019. This study aimed to identify the health service
requirements of patients presenting to a regional Australian ED with non-urgent
conditions, and to translate findings into key recommendations and priorities for
future health service planning.
An explanatory sequential mixed method was used and involved three phases. The first
phase was a descriptive and inferential analysis of seven years of routinely collected ED
data to establish a profile of who presented to the ED with non-urgent conditions and
when and why they presented. During the seven-year period 54.1% (n=165,399) of
presentations were triaged as non-urgent. The second phase used a qualitative
approach to conduct interviews with patients (n=9) and general practice staff (n=15). A
thematic approach was used to analyse data. The final phase engaged key stakeholders
and used a nominal group technique to translate research knowledge into
recommendations and priorities for health service provision in Northern Tasmania.
This study identified an over-representation in non-urgent ED presentations by young
adults and children from the most disadvantaged suburbs, and a significant increase in
mental health presentations over a seven-year period. An increasing proportion of
presentations was observed to occur outside regular business hours. Interviews and
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focus groups highlighted a genuine perceived need for urgent care, at times driven by
fear regarding symptoms.
Patient interviewees did not consider the cost of primary care services to be a driver of
their ED presentation; instead they demonstrated an understanding of the health
system and identified limited access to primary care services. Service characteristics
valued by patients were: clear communication, connection and comfort. In contrast,
health professionals believed cost to be a major driver of non-urgent ED attendances
and attributed patients with blame.
A forum with key stakeholders from health services, academia, local government,
community groups and a consumer representative identified key priorities for health
service planning targeting local needs. Forum participants concluded that nurse
practitioner and community paramedic roles in a primary health care setting could
provide the right service at the right time and in the right place for this patient
population, thereby reducing ED presentations. Participants identified that the
‘ultimate model’ would be located in the area of greatest need with an ability to provide
outreach services and would include an interprofessional approach to health care
provision. This service would be community led, driven and designed, and provide
extended hours of service, seven days per week.
This study provides a high quality example of how the explanatory sequential mixed
method can be used to inform health service planning and policy. This method provides
a strong framework in establishing the profile of who accesses the ED with non-urgent
conditions and when and why they accessed them. Key findings were used to inform
recommendations and priorities to address the needs of over-represented patient
populations. The method used in this study provides a strong example for researchers
internationally, who are working to address population health care needs.
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CHAPTER 1 - Introduction
1.1 Reflection
In 1992, I stepped into an emergency department (ED) for the first time on a fourmonth placement. I knew early on that this was a place I wanted to work: the
unexpected presentations, having to think on my feet, and the diversity of patients and
conditions – from those needing immediate life-saving interventions to those
presenting with relatively simple injuries. I loved the challenge of caring for patients
with such a huge range of health care needs. However, I ended up taking an opportunity
to work on a general paediatric unit soon after graduating in the hope that someday I
would be able to return to the ED.
It was not until 2010 that the opportunity arose for me to return to the ED. A paediatric
background would prove to be beneficial, but there was a lot to learn. New drugs, new
diagnostic investigations and new procedures. But that was not all that had changed.
During my first ED experience, admitted patients were transferred directly to a ward
bed or operating theatre. This meant we were able to arrive for a morning shift to an
almost empty department, just a handful of patients from the night shift awaiting
morning blood tests or review by an admitting team. But in 2010 that was rarely the
case. Presentation numbers had increased and there was now a small (one-bed) area
within the ED, used during busy shifts to treat minor presentations. There was a
constant demand for this space.
Why was it so different? Why were half the patients presenting with non-urgent
conditions? How were we going to continue to provide patient-centred health care
services into the future? Questions began to form.
Over the next few years demand continued to increase, and in 2012 we moved into a
new department, more than twice the size. The increased space and new services
6|Page

initially provided some relief. New services included a five-bed/chair fast track unit.
Nevertheless, over the next few years patients and staff again faced a similar situation
with demand growing. In 2015, when I began to conduct research, the questions of why
this was happening and how we were going to provide patient-centred care into the
future continued to circle in my mind.
My research journey began with a waiting room survey, “Why are we waiting? Patients’
perspectives for accessing emergency department services with non-urgent complaints”
(1). This first study then led to the study contained in this thesis. My hope is to see
improved health service access and health outcomes in a community known to face
some of the most significant challenges in socioeconomic position, income and health
in Australia.

1.2 Background
Emergency departments (EDs) are a microcosm of the communities they serve with
presentations epitomising the needs of the local community with the patients
presenting broadly representative of the communities they serve. Emergency
departments are also the canary in the coal mine (2) meaning they provide a warning
for increasing healthcare needs of populations and indicate healthcare services under
stress to meet these needs. Researchers and service providers have used overrepresented populations and presentations in the ED to inform the development of
community-based services to address identified needs (3). The need to understand the
meaning of these analogies of ‘a microcosm’ or ‘EDs as the canary in the coalmine’
continue as worldwide ED presentations rise at rates exceeding population growth (47). In Australia, ED presentations grew by 27.7% (from 6.5 million to 8.3 million)
between July 2011 and June 2019 (8), while the population grew by 11.6% (2.5 million)
(9, 10). As numbers continue to grow, so do the number of studies aiming to find
solutions.
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A systematic review published in 2018 explored existing research into the situations
faced by EDs internationally and identified a mismatch between causes of increasing
ED demand and the solutions implemented to address the situation (11). Solutions have
predominately focused on interventions within the walls of the ED, while the causes of
demand were largely outside the ED and poorly understood. The causes identified
included a high volume of non-urgent presentations, limited access to primary care (1216) and limited diagnostic services in the community (11), all beyond the walls and
control of the ED. These drivers of demand are known as input factors, meaning they
are factors which contribute to the patient’s decision and need to access ED services
(17).
Of the 8.3 million ED presentations across Australia in 2018–2019, almost half were
considered non-urgent on arrival (8) and included patients who could have potentially
had their needs met outside the ED. For every single one of those presentations there
is a human experience. The stories of Danielle and Ryan (Box 1.1) are based on
experiences shared with the researcher by patients and parents during this study and
represent common ED presentations.
Box 1.1. Patient experiences
Vignette 1 – Danielle
Danielle arrived at triage one Thursday morning with her four-year-old son, Jackson.
He’d been getting ready for pre-school and was running through the lounge room when
he slipped and injured his right arm. Danielle was anxious because he initially refused
to use his arm and she was worried about sending him to pre-school if it was broken.
There was no obvious deformity and by the time they arrived at the ED, Jackson was
reaching for objects with his right hand and was no longer distressed. Danielle
explained that she didn’t try her family doctor “… because it’s so hard to get an
appointment”. She also explained, “… I didn’t really want to take Jackson to the ED
either, he had a bad experience last time and was scared about being there again”.
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Box 1.1. Patient experiences cont.
Vignette 2 – Ryan
Ryan arrived in the ED on a Saturday afternoon. The 23-year-old apprentice builder
had been vomiting for 24 hours. He explained that his flatmates had similar symptoms
but “weren’t as sick as me”. Ryan discussed being worried about dehydration and
wondered if he needed to go on a drip; he was also concerned about taking resources
away from someone in greater need. Ryan had not tried any rehydration fluids, only
water, which he continued to vomit. He was worried about how long it would be before
he became really sick. Ryan explained to the triage nurse, “My mum’s on holiday in
Queensland; I talked to her on the phone and she said I should come here”.
This thesis contains an investigation into who presented to the ED with non-urgent
conditions and when and why they presented, and outlines future priorities and
recommendations for patient-centred services that would be available when and where
needed.
The remainder of this chapter provides a background for the study. The Australian and
Tasmanian contexts are presented (Section 1.3) with a brief explanation of the study
population (Section 1.4). These are followed by the thesis outline and include the
overarching aim and objectives (Section 1.5).

1.3 Australian context
ED presentations increased at more than twice the rate of population growth in
Australia between July 2011 and June 2019. In 2019 over eight million patients were seen
in Australian EDs (8, 9), 47.5% of whom were triaged to the two least urgent categories
(explained further in Section 1.4). This is the equivalent to the combined populations
of Adelaide and Brisbane (18) presenting to EDs across the country with non-urgent
conditions in one year. All patients presenting to Australian EDs are triaged using the
Australasian Triage Scale (ATS). This is a five-tier scale used to ascribe a level of urgency
based on the patient’s condition on arrival. All patients are triaged by a specially trained
triage nurse. A patient triaged as an ATS-1 requires immediate life-saving management,
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an ATS-2 must be seen within 10 minutes, an ATS-3 within 30 minutes, an ATS-4 within
60 minutes and an ATS-5 within 120 minutes (19).
The majority of Australian studies on ED demand are based on large analyses of
routinely collected ED data (7, 20-25). Studies using this method are useful in
establishing profiles and trends but are limited in their ability to reach a deeper
understanding of why demand continues to increase. These studies have also
demonstrated contextual differences in ED demand, with rural and regional areas
experiencing a greater demand for non-urgent presentations than metropolitan regions
(7, 21). In order to plan for the future and provide the right services to meet population
requirements, there needs to be greater understanding of the factors contributing to
ED demand.
In Australia, healthcare governance and accountability are operated and managed by
“various levels of government and numerous separate agencies, making overall
management of the system difficult” (26). Australia has one of the strongest and most
efficient health services in the world, but it is a complex system (27). Medicare was
established in 1984 and provides Australians with “universal” health coverage (27).
However, funding arrangements are complex and are shared between various
government and non-government organisations, private health insurers and patients
(who may be required to pay “out-of-pocket” expenses).
State-run hospital services including ED visits are covered by Medicare under state and
territory funding and there is no charge to Australian and New Zealand citizens,
permanent residents of Australia or those from countries with reciprocal agreements
(27). Patients who visit a general practitioner (GP) are either bulk-billed or are required
to pay a fee. Bulk-billing is supported by the Australian Government and enables GPs
to bill the Department of Human Services a predetermined fee. Bulk-billing is not
mandatory and when GPs select this option no payment can be requested from the
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patient (28). The alternative is for GPs to issue patients with an account, typically paid
on the day, and the patient is then able to claim a Medicare rebate (currently $37.60)
(29). A limitation for patients required to pay using this method is that they must have
access to the full amount of credit available (the national average $75.00 (29)) before
receiving the rebate. General practices are not permitted to charge the ‘gap’ alone
meaning that patients must pay the full amount before they can receive the Medicare
rebate (28).

1.3.1 Tasmanian context
Tasmania is Australia’s smallest and only island state with a population of around
534,400 (9). Between July 2011 and June 2019 Tasmanian ED presentations increased
at over twice the rate of population growth, increasing by 17.1% (8) while the population
increased by 7.9% (9, 10). In 2019 there were over 165,500 presentations to Tasmanian
EDs (8), 53.2% of which were triaged to the two least urgent categories, a higher
proportion than the national average.
Tasmania has the oldest population of all Australian states and territories with a
median age of 43 years versus the national median of 38 years (30). Tasmanians also
experience lower weekly incomes (median $537 compared to $662) (31) and a lower rate
of bulk-billing for GP services than any other state or territory. In Tasmania 74.6% of
GP consultations are bulk-billed versus 84.7% nationally (30). The average cost of a
Tasmanian patient visit to a GP is $38.62 versus $37.53 nationally (24). In summary,
compared to national averages, Tasmanians experience higher levels of socioeconomic
disadvantage, yet pay more for general practice services.
The Tasmanian Health Service (THS) is the primary provider of acute health services
and is responsible for providing and coordinating care across the state. The service is
divided into three regions – Northern, North-Western and Southern. The state capital,
Hobart, is located in the south. The Southern region contains half the state’s population
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with the remaining half dispersed across regional, rural and remote communities in the
North and North-West. Analysis of four years of routinely collected ED data across
Tasmania’s four public EDs demonstrated clear differences in needs of the populations
in each of these three regions and recommended that future research was needed to
understand the needs of each region and the factors contributing to patients’ decisions
to present to EDs with non-urgent conditions (25).
The research conducted for this thesis was undertaken in Northern Tasmania which is
known to have greater socioeconomic disadvantage and poorer health outcomes than
many other Australian regions (32). Northern Tasmania also has a higher dependency
ratio (60.8%) than the national level (52.7%) and this has steadily increased over recent
years (16). The dependency ratio is based on the proportion of the population unable
to independently earn a wage (i.e. those under 15 years and those over 65 years of age).
The ED where this study was undertaken is in a 300-bed teaching hospital with a 30bed ED plus 5-bed/chair fast track unit. The hospital serves a population dispersed
across regional, rural and remote areas and acts as a referral centre for the North-West
region. In 2015, patients presenting to the ED with non-urgent conditions were
surveyed. The research was based on a waiting room questionnaire completed by
patients triaged into the low-urgency categories ATS 4 or 5. Over a six-week period,
477 anonymous and voluntary questionnaires were completed. Key findings from this
research (1) were:
•

42% of presentations to ED were by people aged under 25 years

•

33% presented as a result of an injury

•

31% would have preferred to be managed by their GP

•

29% had been advised to present by a health care professional

•

Only 7% stated that cost was the reason they chose the ED.
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The findings of the 2015 study highlighted a need for greater understanding of the
situation and factors contributing to patients’ decisions to present to the ED with nonurgent conditions. The research contained in this thesis builds on this earlier work. The
aims and objectives are outlined in Section 1.5.2.

1.4 Defining the study population
Defining non-urgent presentations is complex and there exists no consistent way for
doing so. This study adopted an inclusive method, and encompassed patients triaged
to ATS 4 or 5 on arrival. The use of this strategy to measure non-urgent ED
presentations did not presume this patient population were ‘inappropriate’ for ED
services; rather it provided a clearly defined and inclusive study population on which
to base analyses and consider who presented to the ED with non-urgent conditions and
when and why they presented. This method has been adopted in multiple studies
internationally (1, 33-38). This is discussed further in Chapter 2.

1.5 Defining primary care and primary health care
The terms, primary care and primary health care are both used throughout this thesis.
Muldoon, Hogg (39) highlight the similarities and differences between these terms and
the importance of understanding these differences. The similar characteristics of
primary care and primary health care are that they both refer to the initial point of
contact for care, accessibility and comprehensive and coordinated care. However,
primary care is used to describe general practices and the services they provide to
individuals and families. Primary care is a person-centred partnership providing care
over time (39). Primary health care is a broader term and refers to the philosophy
outlined by the World Health Organisation (WHO). Primary health care includes
universal access to essential health services and are the hub of the countries healthcare
system (39).
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1.6 Thesis summary
The section below contains a summary of the purpose statement with a brief
description of the methods. The overarching study aim, and objectives are stated, and
thesis chapters outlined. Publications (published or submitted for publication) are
identified.

1.6.1 Purpose statement and methods
The purpose of this study was to establish a profile and identify trends in who is
presenting to a regional Australian ED with non-urgent conditions, when they are
presenting, and factors contributing to their decision to present. These findings were
then used to establish recommendations and priorities for future service planning in
the region – to provide the right patient-centred services at the right time and in the
right place.

1.6.2 Study aim and objectives
In order to attain the above purpose, the overarching study aim was to identify the
health service requirements of patients with non-urgent conditions presenting to a
regional Australian ED and to translate findings into key recommendations and
priorities for future health service planning. Three objectives were identified to achieve
this aim:
1.

To identify the profile of who presents to the ED with non-urgent conditions,
and when and why they present

2. To identify the perceived need and service requirements of over-represented
patient groups presenting to the ED with non-urgent conditions
3. To interpret and translate research knowledge into local health service
recommendations
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1.6.3 Study method
An explanatory sequential mixed method was used. This method begins with
quantitative data analysis followed by qualitative data collection and analysis, with each
phase informing the next (40). This method is predominately focused on quantitative
data which is subsequently used to inform the focus of qualitative analysis, it enables
researchers to explain the initial results and gain a deeper understanding of the
research problem than either phase would provide alone (40). The explanatory
sequential mixed method is predominately based on quantitative findings (objective 1)
which are used to inform a purposive sample for the subsequent qualitative
investigation (objective 2). Objective 3 was addressed through a forum attended by key
stakeholders who were presented with key findings from the first two phases to inform
priorities and recommendations.
The explanatory sequential mixed method was chosen because analysis of the
quantitative data provided a profile of who presented to the ED with non-urgent
conditions and when and why they presented. This profile was then used to inform a
purposive sample for patient and general practice interview participants and to
understand gain insight into the perceived need and service requirement of this patient
group. The combination of these data were then able to inform a key stakeholder forum
to develop local health service recommendations.

1.6.4 Study significance
This study was conducted in a region that experiences a higher proportion of patients
triaged to an ATS 4 or 5 than the national average and in a context of poorer health
outcomes and greater socioeconomic disadvantage. The method selected provided the
opportunity to develop greater understanding than is currently available. Identification
of the profile and trends of non-urgent ED presentations and the factors contributing
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to

these presentations will

facilitate the establishment of priorities and

recommendations for future service planning.

1.6.5 Thesis structure
This thesis is structured into eight chapters. This first chapter provides the context for
the remainder of the thesis and the background of a national and international problem.
An overview of the Australian healthcare system is presented with specific discussion
of the Tasmanian context. The aims and objectives of this study are also presented.
Chapter 2, Literature Review: Who, when and why do patients access emergency
department services with non-urgent conditions?
Chapter 2 contains a review of primary research published in peer-reviewed journals.
The background to the research question is presented followed by the review methods
and search strategy. Results include key findings from international studies and are
presented to identify what is known about who presents to EDs with non-urgent
conditions and when and why they present. Data is synthesised and strengths and
translatability are discussed. Chapter 3, Method: Investigating the referral of
patients with non-urgent conditions to a regional Australian emergency
department: a study protocol. Chapter 3 contains the study protocol. This chapter
provides details of the explanatory sequential mixed method, and the aim, objectives
and ethical considerations for the study.
Published paper, BMC Health Services Research in August 2018 (Appendix 3).
Chapter 4, Phase 1: Socioeconomic disadvantage as a driver of non-urgent
emergency department presentations: A retrospective data analysis.
Chapter 4 contains a retrospective analysis of seven years of routinely collected ED data.
The aim was to establish a profile of who was presenting the ED with non-urgent
conditions, and trends observed.
Published paper PLOS ONE in April 2020 and added to their special collection, ‘Health
Inequities and Disparities Research’, Appendix 4.
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The Human Research Ethics Committee (Tasmania) Network approval letter
H0016504 is included as Appendix 5.
The findings from this phase have been used to inform government and private health
insurance reports (Appendixes 6 & 7).
Chapter 5, Phase 2: Primary care or emergency department? Factors influencing
the decisions of socioeconomically disadvantaged populations: a qualitative
enquiry.
Sequentially building on the findings from Phase one – which demonstrated an overrepresentation of non-urgent presentations by younger participants and those from
socioeconomically disadvantaged suburbs – this chapter reports on the findings of a
thematic analysis following interviews with young people and focus groups with
general practice staff. The objective was to identify needs and service requirements
among this population group.
This chapter is contained in a research paper currently under review with the Australian
Journal of Primary Health.
The Human Research Ethics Committee (Tasmania) Network approval letter
H0017492 is included as Appendix 8.
Chapter 6, Phase 3: Engaging health service leaders in research through nominal
group technique.
Using an innovative approach, Chapter 6 discusses the engagement of key stakeholders
in translating research findings from Phases 1 and 2 into health service
recommendations and priorities.
This chapter is contained in a paper currently under review with the Australian Journal
of Rural Health.
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The Human Research Ethics Committee (Tasmania) Network approval letter H0018233
is included as Appendix 9.
Chapter 7, Discussion: Who, when and why do patients present to the
emergency department with non-urgent conditions? What can we do differently?
Chapter 7 synthesises key findings of this study, including contributions to the global
body of literature and recommendations for future research and service planning.
Chapter 8, Conclusion: Primary care to emergency department: Right service,
right time, right place.
Chapter 8 begins with a final reflection and return to the vignettes presented in the
introduction. The significance of this research and recommendations for future studies
are highlighted in this final summary.
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CHAPTER 2 - Literature review
Who, when and why do patients present to the emergency
department with non-urgent conditions?

2.1 Overview
This chapter contains the literature review undertaken to examine what is known about
who presents to emergency departments with non-urgent conditions and when and
why they present. A systematic approach was taken to review international peerreviewed research. The review begins with an introduction and background followed
by the results of the review and discussion and concludes with a summary of the studies
and the direction for the investigation included in this thesis.
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2.2 Background
Emergency departments have been described as the ‘canary in the coalmine’ and a
‘microcosm’ of the communities they serve (2). The theory is that presentations found
to be over-represented in an ED can be used to identify community needs and to inform
health policy and service planning (3).
Non-urgent presentations have been a concern of ED clinicians for over sixty years. In
1957 the British Medical Journal published a paper discussing presentations to an ED in
London, UK (41). In this study the author stated, ‘the great majority of these were not
in any sense an emergency’ and found that the most common reason was due to the
convenience of the ED.
Discussion of non-urgent ED presentations continues today and presents as a global
problem (11, 42-44). The proportion of non-urgent ED presentations in Australia
(defined as Australasian Triage Scores 4 or 5) was consistently over 50% between 2011
to 2017 (8). Although the proportion of non-urgent ED presentations began to decline
nationally in 2018, almost 3.9 million (47.5%) patients visited EDs across Australia in
2019 (8).
Adding further to the complexity of research into ED demand is a lack of consistent
terminology to describe these presentations. Terms such as, ‘non-urgent’,
‘inappropriate’, ‘general practice-type’ (44), ‘low acuity’ (22, 45), ‘avoidable’ (46), are
used to describe similar presentation groups. Terms such as ‘inappropriate’ or
‘avoidable’ demonstrate a negative attitude towards patients, while the term ‘low acuity’
may not be generally understood. The latter two terms are inconsistent with efforts to
ensure services are ‘patient-centred’. To be inclusive and to avoid attributing blame,
the term ‘non-urgent’ was adopted for this review.
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The absence of a clear definition has also proved challenging in measuring the
proportion of patients who may be suitably managed outside the ED. Some researchers
have tested up to four methods in a single study (7, 21, 22) finding vastly different
proportions based on definition alone. Proportions were also markedly different
between metropolitan and rural EDs (7, 21, 22), indicating that the location of EDs and
their local context also play a role in the proportion of non-urgent ED presentations.
Whyatt et al. (47) took a novel approach to measuring ‘general practitioner-type’
presentations to an ED in metropolitan Perth, Western Australia. They placed general
practitioners (GPs) in the ED to interview patients regarding their presentations and to
determine whether they could have been managed in general practice. The research
team found that 20–40% of all ED presentations could have been managed in general
practice and that some patients presenting with urgent conditions (ATS 2 or 3) could
also have been managed in general practice (47).
In 2018, a rigorous systematic review of international literature by Morley and
colleagues (11) revealed a mismatch between the identified causes of ED demand and
the solutions implemented to reduce that demand. The review found the greater
volume of published literature focused on negative consequences for patients, staff and
systems, or on solutions implemented to address demand. A smaller number of studies
had focused on the causes of ED demand. In these studies, the drivers were found to be
outside the walls of the ED. Two causes found to be associated with increased ED
demand were the high volume of non-urgent presentations (48) and limited access to
primary care (46, 48, 49) and/or diagnostic services within the community (50). These
causes are ‘input factors’, meaning they contribute to the need for patients to present
to the ED (17); input factors drive demand.
In contrast, an extensive amount of work has focused on solutions to reduce ED
crowding based on ‘throughput’ and ‘output’ strategies within the ED (11). As Morley
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and colleagues recommend, there is a need for future research into the causes to inform
sustainable, patient-centred service planning into the future (11).
Factors external to the ED that contribute to patients’ decision-making must be
understood if governments and healthcare services hope to address a rising demand for
ED services. Once the drivers are understood, targeted strategies can be developed. The
aim of this structured literature review was to establish a comprehensive overview of
who presented to the ED with non-urgent conditions and when and why they presented
and to provide updated knowledge of this situation using a structured appraisal of peerreviewed research.
‘Who’ refers to the profile of patients presenting and includes age, gender,
socioeconomic position, and ethnicity. ‘When’ refers to the time of day and day of week.
‘Why’ refers to both the reasons given by patients – such as access to primary health
care (PHC) services, referral to the ED or perceived need – and to their recorded
presenting problem or discharge diagnosis.

2.3 Method
International literature was searched to answer the question, ‘Who presents to the ED
with non-urgent conditions and when and why did they present?’ Three electronic
databases – Ovid MEDLINE, Ovid EMBASE and the Cumulative Index to Nursing and
Allied Health Literature – were searched using free text and Medical Subject Headings:
“Emergency Services, Hospital”, OR “emergency department” OR “accident and
emergency” AND “non-urgent patients” OR “low-acuity patients” OR “inappropriate
patients”.
Research published in peer-reviewed journals and written in English between January
2010 and September 2020 were included to establish an understanding of the situation
during those ten years. The search included quantitative and qualitative studies and
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systematic reviews focused on at least one of the three aspects of non-urgent ED
presentations: who, when and/or why? Studies that did not provide evidence to answer
at least one of these questions and those that included a focus on other services such
as urgent care were excluded.

2.4 Results
Searching electronic databases resulted in the identification of 458 original research
papers; duplicates (n=120) were removed; and a further five papers were provided by
an expert in the field, taking the total to 343. The title and abstract search were
reviewed for relevance to the research question and a further 287 papers removed. A
full text search then removed another 20 articles based on relevance, leaving 36 articles
for inclusion in this review. The PRISMA flow diagram provides a summary of this
search strategy (Figure 2.1).
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Figure 2.1. Summary of literature search and included articles (adapted PRISMA
template (51))

2.4.1 Methods used in included studies
A variety of methods were used in the included studies. Twenty-eight (78%) used
quantitative methods based on analysis of large data sets or questionnaires. Six (17%)
used qualitative methods and two (5%) were systematic reviews. The methods used in
the included studies were:
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•

Retrospective statistical analysis of routinely collected ED presentation data (4,
7, 21, 22, 24, 35, 46, 52-55)
o

11 studies including between 11,250 (35) to 15 million (53) ED
presentations.

•

Quantitative analysis of questionnaires using descriptive and inferential analysis
(1, 5, 6, 33, 34, 36-38, 56-64)
o

•

Qualitative analysis of interviews (44, 65-69)
o

•

17 studies: participant numbers ranged from 27 (38) to 2,416 (58).

6 studies: participant numbers ranged from 1 (66) to 121 (44).

Systematic reviews (42, 43)
o

2 reviews: 26 (43) to 30 (42) included studies.

2.4.2 Summary of research findings
Summaries of the included studies are provided in Tables 2.1, 2.2 and 2.3. Some studies
focused on one aspect of who, when or why while others provided results to inform all
three. Table 2.1 includes a summary of who presented to the ED, Table 2.2 when
patients presented and Table 2.3 why patients presented. These tables also list the focus,
aim and method used by research teams as well as the country in which the research
was conducted.
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Table 2.1. Who presented to emergency departments with non-urgent conditions?
Author
Year
Backman et al.
(56)

Country

Focus and method

Aim

Sweden

Physician determined ‘appropriateness’

•
•
•

Males
Onset symptoms ≤20 hours
Patients with limited health service
contact

Italy

Descriptive & inferential analysis
(560 patient interviews and 560
physician questionnaires)
After hours referrals to ED

Analyse physicians’ assessment of
patient’s urgency and ‘appropriate’ level
of care and explore sociodemographic
characteristics.
Determine the appropriateness of
referrals to ED from after-hours
services.

•
•

Paediatric patients
Non-Italian patients

Determine trends between avoidable
ED use and patient characteristics.

•
•
•

Young (under 34 years of age)
Female
Non-white

Determine relationship between
nationality, gender, age and health
service characteristics.

•

Young, non-Swiss males

Determine prevalence of low acuity
presentations and to identify trends
and characteristics.

•

Young (under 40yrs)

2010
Buja et al. (4)

2015

Retrospective statistical analysis
(routinely collected data; 22,662 ED &
primary care presentations)
Distance and sociodemographic
correlates of ‘avoidable’, visits in
California

Clement et al.
(35)

Retrospective statistical analysis
(routinely collected data; 3,912,676
presentations;)
Characteristics of non-urgent
presentations

2016
Chen et al. (52)

Dinh et al. (24)
2016

USA

Switzerland

Australia

Retrospective statistical analysis
(routinely collected data; 11,258
presentations)
Characteristics and trends in nonurgent presentations.
Retrospective statistical analysis
(routinely collected data; 10,804,797
presentations)

Who?
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Author
Year
Diserens et al.
(5)

Country

Focus and method

Aim

Switzerland

Compare findings with an earlier study
(2000 vs 2013).

Determine whether patient
characteristics and rationale for
presenting with non-urgent conditions
had changed over 13 years.

•
•

Young males (constant)
Decreasing number of elderly patients

Determine the drivers of non-urgent
presentations.

•
•

Middle-aged, retired women (mean 55yrs)
Lower level of education

Determine the profile and motives of
patients with non-urgent conditions.

•
•

Young (median age 38yrs)
Male

Determine why parents chose ED over
primary care options.

•
•
•

Higher proportion of:
African-American and Hispanic
Adolescents, 15-18 years

Identify characteristics and rationale
for ED presentation.

•
•
•

Middle-aged (mean, 38yrs)
Presence of chronic disease

Determine how insurance cover
changed with introduction of
Affordable Care Act and whether this
influenced non-urgent ED usage.

•

Young (increasing numbers <19yrs)

Determine difference in ED usage
between asylum seekers and Swiss
nationals.

•

Younger male asylum seekers (median age
25yrs vs 30yrs)

2015
Dixe et al. (36)

Portugal

2018

Ghazali
(59)

et

al.

France

2019
Hummel et al.
(60)
2014

USA

Idil et al. (61)

Turkey

2018
Keyes et al. (55)

USA

2020
Klingberg (37)
2020

Switzerland

Descriptive & inferential analysis
(1097 patient questionnaires)
Characteristics of non-urgent
presentations
Descriptive & inferential analysis
(357 patient questionnaires and review
of medical records)
Characteristics and drivers of nonurgent ED presentations
Descriptive & inferential analysis
(598 patient questionnaires)
Parental perspectives
Descriptive analysis
(102 parental questionnaires)
Profile and characteristics of adult
patients with non-urgent conditions
Descriptive analysis
(624 patient questionnaires)
Insurance coverage and ED usage
Retrospective statistical analysis
(routinely collected data; 298,732
presentations)
Incidence of ED usage between two
population groups
Descriptive and inferential statistics
(147 patient questionnaires)

Who?
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Author
Year
Krebs et al. (6)

Country

Focus and method

Aim

Canada

Reasons for seeking ED care with a
non-urgent condition

Identify characteristics of patients who
seek alternative care before arriving at
the ED.

•
•

Males
Lower level of education

Examine demographics and temporal
trends associated with inappropriate
ED presentations

•
•
•
•
•

Higher odds among:
Young (0-2yrs and 13-25yrs)
Male
Lower odds among:
Socioeconomically disadvantaged

Determine the relationship between
‘spatial density’ of primary care
physicians and non-urgent
presentations

•
•
•

African-American and Hispanic
Lower socioeconomic position
Young <5yrs

Assess factors resulting in increased
demand for ED services

•
•
•
•
•

Young (20–45yrs)
Male
Urban setting
Mid–high-income households,
Well educated

Explore factors associated with parent
decisions to bring children to paediatric
ED.

•
•

Young (< 12yrs)
Lived in close proximity

2016

McHale
(53)

et

al.

UK

2013

Mathison et al.
(54)

USA

2013

Moineddin et al.
(46)

Canada

2015

Retrospective statistical analysis
(Routinely collected data; 15,056,095
presentations)
Density of primary care services in
relation to non-urgent paediatric ED
presentations
Retrospective statistical analysis
(Routinely collected data; 148,314
presentations)
Factors influencing ED demand
Retrospective statistical analysis
(Routinely collected data; 53,353
presentations)

2011

Smith et al. (63)

Descriptive and inferential analysis
(1,402 patient questionnaires)
Who presented and when are ED
services accesses?

Canada

Factors influencing decision to present
to a paediatric ED
Descriptive and inferential analysis
(300 patient questionnaires)

Who?
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Author
Year
Stephens and
Broome (22)

Country

Focus and method

Aim

Australia

Characteristics of low acuity
presentations; testing three separate
definitions.

Investigate patterns in low acuity
presentations across New South Wales
(Aust)

•
•
•

Retrospective statistical analysis
(Routinely collected data; 4,909,035
presentations)
Patient perspectives for accessing the
ED with non-urgent complaints

Younger (0–9yrs)
Residents, regional and rural/remote NSW
Higher odds with increased
socioeconomic position in major city EDs

Establish profile of non-urgent patients
presenting to ED

•

Younger (<25yrs)

Understand patient rationale for
accessing ED services with non-urgent
complaints.

•
•

Younger age (not specified)
Lower socioeconomic position

Identify patterns of self-referred
patients who were deemed to be
inappropriate ED-users.

•

Female

2017

Unwin et al. (1)

Australia

2016
Uscher-Pines
et al. (42)
2013
Young-Harry
et al. (64)
2015

USA

Nigeria

Descriptive and inferential analysis
(477 patient questionnaires)
How patients decide to visit the ED for
non-urgent conditions
Systematic review (26 articles, USA)
Inappropriate ED presentations
Descriptive and inferential analysis
(430 patient questionnaires)

Who?
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Table 2.2. When did patients present to emergency departments with non-urgent conditions?
Author
Year
Allen et al. (21)

Country

Focus and method

Aim

Australia

General practice-type ED
presentations

Estimate of the number of general
practice-type patients presenting.

•

31-33% Monday to Friday, 0800–1700
(ACEM definition, see Table 4)

Retrospective statistical
analysis (routinely collected data;
255,365 ED presentations)
Characteristics of non-urgent ED
presentations

Determine the drivers of non-urgent
ED presentations

•

84.6% presented 0800–2000

Accurately estimate the proportions of
patients presenting to the ED suitable
for GP management

•

36% occurred Monday–Friday, 0800–1700
(ACEM definition, see Table 4)

Establish profile of non-urgent patients
presenting to ED

•
•
•

Higher presentations after hours (65.6%)
Musculoskeletal complaints
Cost found to be a minor factor (6.9%)

Identify patterns of self-referred
patients who were deemed to be
inappropriate ED-users.

•

After hours (62%)

2015

Dixe et al. (36)

Portugal

2018

Nagree et al. (7)

Australia

2013

Unwin et al. (1)

Australia

2016

Young-Harry
et al. (64)
2015

Nigeria

Descriptive & inferential
analysis (357 patient
questionnaires and review of
medical records)
Quantifying the proportion of GP
and low acuity patients in the ED
Retrospective statistical
analysis (Routinely collected data;
532,129 ED presentations)
Patient perspectives on accessing
the ED, non-urgent complaints
Descriptive and inferential
analysis (477 patient
questionnaires)
Inappropriate ED presentations
Descriptive and inferential
analysis
(430 patient questionnaires)

When?
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Table 2.3. Why did patients present to emergency departments with non-urgent conditions?
Author
Year
Alyasin and
Douglas (33)

Country

Focus and method

Aim

Saudi Arabia

Reasons for and factors influencing
patients’ decisions

Investigate why non-urgent patients
were presenting ED.

Descriptive data analysis
(350 patient questionnaires)

2014
Andrews and
Kass (34)

USA

Sweden

2010
Beache and
Guell (65)

Caribbean

2015
Botelho et al.
(57)
(2019)

Understand why non-urgent patient
populations accessed ED services.

Portugal

Physician determined ‘appropriateness’
Descriptive & inferential analysis
(560 patient interviews and 560
physician questionnaires)
Socially shared custom of non-urgent
presentations
Qualitative analysis
Grounded theory
(12 semi-structured interview)
Patient perception of urgency
Exploratory economic analysis
(55 patient questionnaires)

•
•
•
•
•
•
•
•
•

Descriptive & inferential analysis
(117 patient and physician
questionnaires)

2018

Backman et al.
(56)

Contrast between patients’ perceived
need and need determined by physician

Why?
Limited access to primary care provider
Convenience of ED and access to other
services (pathology and radiology)
Perceived expertise of ED staff
Perceived urgency
Greater perceived urgency among
patients:
Self-referred
With less than college education
With lower income (≤ $25,000 US)
With acute-on-chronic musculoskeletal
pain.
Perceived urgency
Circulatory, digestive, musculoskeletal
symptoms or trauma were most frequent.

Analyse physicians’ assessment of
patient’s urgency and ‘appropriate’ level
of care and explore sociodemographic
characteristics.

•
•

Explore attitudes of patients and
understand how and why they present
to ED.

•
•

Habitual and deliberate use of ED
The health system encouraged use of ED

Explore patient perception of urgency
in contrast with physician allocated
urgency.

•

Perceived urgency
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Author
Year
Buja et al. (4)

Country

Focus and method

Aim

Italy

After hours referrals to ED

Determine the appropriateness of
referrals to ED from after-hours
services.

•

High incidence of after hours referrals

Determine trends between avoidable
ED use and patient characteristics.

•

•

Higher odds in Medicare (disability or
over 65yrs) or Medicaid (low income)
patients
Patient living 0.5 miles from ED

Determine prevalence of low acuity
presentations and to identify trends
and characteristics.

•

Musculoskeletal complaints

Determine whether patient
characteristics and rationale for
presenting with non-urgent conditions
had changed over 13 yrs.

• Traumatic injury
Increasingly reported by patients:
• Lack of awareness of alternatives
• Poor timely access of alternatives
Decreasingly reported by patients:
• Convenience
• Perceived urgency
• Perceived urgency

2016
Chen et al. (52)

USA

2015

Dinh et al. (24)

Australia

2016

Diserens et al.
(5)

Switzerland

2018

Retrospective statistical analysis
(routinely collected data; 3,912,676
presentations;)
Characteristics and trends in nonurgent presentations.
Retrospective statistical analysis
(routinely collected data; 10,804,797
presentations)
Compare findings with an earlier study
(2000 vs 2013).
Descriptive & inferential analysis
(1097 patient questionnaires)

2015

Dixe et al. (36)

Retrospective statistical analysis
(routinely collected data; 22,662 ED &
primary care presentations)
Distance and sociodemographic
correlates of ‘avoidable’, visits in
California

Portugal

Characteristics of non-urgent
presentations

Determine the drivers of non-urgent
presentations

Why?

Descriptive & inferential analysis
(357 patient questionnaires and review
of medical records)
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Author
Year
Durand et al.
(70)

Country

Focus and method

Aim

Why?

France

Drivers of non-urgent presentations

Determine reasons why patients with
non-urgent complaints choose to
present to ED.

Patient responses:
• Perceived urgency (anxiety)
• Barriers to primary care
• Convenience
• Need for reassurance
Staff responses:
• Cost
• ‘Condemned’ behaviour
• Convenience
• Perceived urgency
• Access to specialist services

Qualitative analysis
Thematic analysis
(87 patient and 34 health professional
interviews)

2012

Farion et al. (58)

Canada

2015
Ghazali et al.
(59)

France

USA

Fear, vulnerability and sacrifice as
drivers of ED use
Qualitative analysis
Structural violence theory with
subjectivity analysis
(1 in-depth patient interview)

2016

Hummel et al.
(60)
2014

Descriptive & inferential analysis
(2,146 parent questionnaires)
Characteristics and drivers of nonurgent presentations

Understand presentation patterns and
resource implications.
Determine the profile and motives of
patients with non-urgent conditions

Descriptive & inferential analysis
(598 patient questionnaires)

2019

Hudgins and
Rising (66)

Low acuity visits to the paediatric ED

USA

Parental perspectives
Descriptive analysis
(102 parental questionnaires)

Demonstrate that anthropological
methods and analysis have potential to
inform patient-centred healthcare
design via case study of a frequent nonurgent ED presenter

Determine why parents chose ED over
primary care options

•
•
•
•
•
•
•
•
•
•
•

Perceived urgency
Access to specialist services
Convenience
Close proximity of the ED
Access to pathology and radiology
Cost found to be a minor factor (3.7%)
Complex social reasons for accessing
and/or not accessing ED
Thoughts, feelings, beliefs, sense of self,
led to complex decision-making
Deep-rooted fear as a barrier and a driver
for seeking medical care
Access to health insurance
Lack of access to primary care alternatives
after hours
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Author
Year
Idil et al. (61)

Country

Focus and method

Aim

Turkey

Profile and characteristics of adult
patients with non-urgent conditions

Identify characteristics and rationale
for ED presentation

•
•

Convenience (pathology/radiology)
Cost a minor factor (2.6%)

Determine how insurance cover
changed with introduction of
Affordable Care Act and whether this
influenced non-urgent ED usage

•

Non-urgent ED usage increased with
insurance coverage (14.8% over 7 years)

Determine difference in ED usage
between asylum seekers and Swiss
nationals

•
•
•
•

Did not have regular GP
Limited awareness of alternative services
Previous bad experience with GP
Perceived urgency

Explore what motivates self-referred
patients to present to ED.

•
•
•
•

Perceived urgency (anxiety)
Convenience
Limited access to alternative services
Lack of confidence in alternative care
services
Financial considerations (USA papers)
Injury
Perceived urgency
Greater confidence in ED care
Convenience
Limited timely access, alternative services
Cost found to be a minor factor (1.5%)
Convenience – radiology and pathology)
Long wait to primary care appointments

2018
Keyes et al. (55)

USA

2020
Klingberg (37)

Switzerland

2020
Kraaijvanger
et al. (43)

Netherlands

Canada

2016

MacKay et al.
(62)
2017

Retrospective statistical analysis
(routinely collected data; 298,732 ED
presentations)
Incidence of ED usage between two
population groups
Descriptive and inferential statistics
(147 patient questionnaires)
Factors contributing to self-referral
Systematic review
(30 publications)

2016

Krebs et al. (6)

Descriptive analysis
(624 patient questionnaires)
Insurance coverage and ED usage

Reasons for seeking ED care with a
non-urgent condition
Descriptive and inferential
(1,402 patient questionnaires)

Canada

To understand ED access and prior
attempts to access alternative services
Descriptive analysis
(89 patient questionnaires)

Identify characteristics of patients who
seek alternative care before arriving at
the ED.

Determine reasons for choosing ED
over primary care services and
determine time to primary care
appointments

Why?

•
•
•
•
•
•
•
•
•
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Author
Year
MacKichan et al.
(67)

Country

Focus and method

Aim

UK

Reasons patients seek primary medical
care in emergency departments

Describe how processes of access to
primary care influence decisions to seek
help at the ED

Qualitative analysis
Ethnographic exploratory analysis
(29 patient/carer and 19 primary care
staff interviews)

2017

Mathison et al.
(54)

USA

2013

Moineddin et al.
(46)

Canada

2011
Nelson (38)

Scotland

2011

Density of primary care services in
relation to non-urgent paediatric
presentations
Retrospective statistical analysis
(Routinely collected data; 148,314
presentations)
Factors influencing ED demand
Retrospective statistical analysis
(Routinely collected data; 53,353
presentations)
Patients decision-making to present to
GP or ED with non-urgent conditions
in a rural setting

Determine the relationship between
‘spatial density’ of primary care
physicians and non-urgent
presentations

Why?
•
•
•
•
•
•
•
•

Socioeconomically disadvantaged
communities: lower GP-to-patient ratios
Complexity navigating alternative services
Limited timely access to alternative
services
Communication (language) challenges
Perceived expertise in ED
Closer proximity to ED
‘Spatial density’ of primary care services
Greater odds of patients without private
insurance (cost)

Assess factors resulting in increased
demand for ED services

•

Access to primary care physician

Determine perceptions of urgency and
other factors influencing decision for
ED presentation

•
•
•

Perceived urgency
Convenience and access to radiology
Limited access to primary care

Explore the motives of patients
categorised as non-urgent

•
•
•
•

Convenience
Perceived urgency (anxiety)
Timely access
Perceived expertise of ED clinicians

Descriptive analysis
(27 patient interviews)
Schmiedhofer et
al. (69)
2016

Germany

Patient motives for non-urgent ED
visits
Qualitative content analysis
(64 patient interviews)
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Author
Year
Shaw et al. (68)

Country

Focus and method

Aim

USA

Decision-making processes of patients
using the ED

Explore non-urgent ED patient
decision-making process for presenting

2013

Smith et al.(63)
2015

Stephens and
Broome (22)

2016

Factors influencing the decision to
present to a paediatric ED
Descriptive and inferential analysis
(300 patient questionnaires)

Australia

2017

Unwin et al. (1)

•
•
•

Limited awareness of / access to primary
care services
Referred to ED
Language barriers/other intercultural
issues with primary care
Transport barriers
Perceived urgency
Cost of primary care

Explore factors associated with parents’
decisions to bring their children to the
paediatric ED.

•
•
•
•

Limited access to primary care
Perception of expertise
Child previously managed in same ED
Convenience

Understand characteristics of low
acuity presentations while testing three
separate definitions.

Investigate patterns in low acuity
presentations across New South Wales
(Aust)

•

Increased GP density associated with
lower proportion of presentations

Establish profile of non-urgent patients
presenting to ED

•
•
•
•
•
•

Perceived urgency
Convenience
Limited access to primary care
Referral to ED
Musculoskeletal complaints
Cost found to be a minor factor (6.9%)

•
•
•

Qualitative analysis
Grounded theory
(30 patient interviews)

Canada

Why?

Retrospective statistical analysis
(Routinely collected data; 4,909,035
presentations)
Australia

Patients’ perspectives for accessing the
ED with non-urgent complaints
Descriptive and inferential analysis
(477 patient questionnaires)
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Author
Year
Uscher-Pines et
al. (42)

Country

Focus and method

Aim

USA

How patients decide to visit the ED for
non-urgent conditions

Understand patient rationale for
accessing ED services with non-urgent
complaints.

•
•
•
•
•

Perceived urgency
Convenience
Cost
Limited access to primary care
Referral to ED

Identify patterns of self-referred
patients who were deemed to be
inappropriate ED-users.

•
•

Timely access to ED
Convenience, additional
services/medications at ED
Perceived expertise
Polyuria/glycosuria, retroviral infection or
hypertension

Systematic review
(26 Articles, USA-based)

2013
Young-Harry et
al. (64)
2015

Nigeria

Inappropriate ED presentations
Descriptive and inferential analysis
(430 patient questionnaires)

Why?

•
•
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2.4.3 What was learnt?
The findings of this review are discussed below under the sub-headings of who
presented and when and why patients presented and reported trends as outlined in
Tables 2.1 to 2.3.
2.4.3.1 Who?
Four key factors were identified within the literature as being associated with a higher
likelihood of presenting to the ED with non-urgent conditions. These were age, gender,
socioeconomic position (SEP) and ethnic background.
Age and gender
Twenty studies (56%) reported on age and/or gender as a factor associated with nonurgent ED presentations. Nine used retrospective data analyses, these reported: young
adults and/or children regardless of gender to be over-represented (4, 22, 52, 54, 55);
young males were found to be over-represented in Canada (46), Switzerland (35), and
the UK (53) found and, one study based in California, USA, found females (regardless
of age) to be over-represented (52).
Ten questionnaires and one systematic review considered age and/or gender. Most
(n=7) found younger age to be associated with non-urgent ED presentations (1, 5, 37,
42, 59, 60, 63). Two found middle-aged patients to be more likely to present (36, 61).
Six studies considered gender, three finding young males (5, 37, 59) and one finding
males of all ages (6) to be over-represented. Two studies found females to be overrepresented, with one reporting middle-aged females to be more likely to present to an
ED with non-urgent conditions (36) and the other females of all ages more likely to
present (64).
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Socioeconomic position
The SEP of patients presenting with non-urgent conditions was reported in nine studies
(25%). Six conducted retrospective data analyses (22, 34, 46, 53, 54, 67), two were
questionnaire-based (6, 36) and one was a systematic review (42). Two studies
conducted in the USA reported a higher likelihood of patients presenting the ED if they
were from lower SEPs (42, 54), while a Canadian study found an over-representation
by patients from mid to high SEPs (46). A study from New South Wales, Australia,
found higher odds of non-urgent ED presentations among patients from higher SEPs
in major cities and from lower SEPs in rural and remote areas (22). A second NSW study,
considered SEP based on the location of the ED rather than the patient’s place of
residence, and found EDs were more frequently located in areas of greater
socioeconomic advantage (24). Studies in Portugal and Canada reported patients
presenting with non-urgent conditions to have lower levels of education (6, 36).
Ethnicity
Five studies investigated the association between ethnicity and non-urgent ED
presentations – four retrospective analyses (4, 35, 52, 54) and one questionnaire (37).
Two conducted in Switzerland reported an over-representation by non-Swiss residents
(35) and asylum seekers (37). An Italian study found a higher proportion of non-urgent
presentations by non- residents (4). Two American studies found ‘non-white’ residents
(52) and African-American and Hispanic (54) populations to be over-represented. An
American in-depth case study discussed the ethnological and complex social history of
an African-American male who struggled to make healthcare-seeking decisions (66).
They identified complex social reasoning as a driver of this patient’s presentation to the
ED.
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2.4.3.2 When did patients present to the ED with non-urgent conditions?
Evidence of when non-urgent presentations occurred was limited to five studies (14%)
(Table 2.2). Three of these were conducted in Australia, the other two were based in
Nigeria and Portugal. Two of the Australian studies used routinely collected ED data to
provide evidence of when they presented. One was conducted across three
metropolitan EDs in Western Australia and reported that after-hours presentations
(outside the hours 0800 - 1700, Monday to Friday) contributed to 64% of presentations
(7). The second was conducted in rural Tasmania and also found a high proportion of
after-hours presentations, 67-70% (21). Two questionnaire-based studies found afterhours presentations to contribute to 66% of non-urgent presentations in Northern
Tasmania (1) and 62% in Nigeria (63), while the third found that 85% presented
between 0800 and 2000 in Portugal.
2.4.3.3 Why?
Thirty (83%) of the included studies contributed answers for why patients with nonurgent conditions presented to the ED (Table 2.3). The methods used to provide this
knowledge included retrospective data analyses, questionnaires, interviews and
systematic reviews. This review identified five key themes for why patients present to
the ED with non-urgent conditions, these being:
1.

Limited access to primary health care services at the time of need (50%, n=36)
(1, 5, 6, 22, 33, 37, 38, 42, 43, 46, 54, 56, 60, 62, 63, 67, 68, 70)

2. Perceived urgency for medical attention (47%) (1, 5, 6, 33, 34, 36-38, 42, 43, 5659, 68-70)
3. Convenience of the ED (42%) (1, 5, 6, 33, 38, 42, 43, 58, 59, 61-64, 69, 70)
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4. Cost or access to health insurance (33%) (1, 6, 42, 43, 52, 54, 55, 59, 61, 66, 68,
70)
5. Referral from primary health care to the ED (11%) (1, 4, 42, 68)
Limited access to timely primary care services
Limited access (or barriers) to primary care services at the patient’s time of need was
the most frequently reported reason for why patients presented the ED with non-urgent
conditions. This finding spanned five continents (Europe, Eastern Asia, North America,
and Australia/Oceania) and ten countries and included 50% of the studies in this
review. Three of the included studies compared non-urgent ED presentation numbers
to GP numbers. Two studies were based on retrospective data analyses (22, 54) while
the third study implemented an observational and interview-based qualitative study
(67). All three studies found an association between fewer GP numbers and higher
numbers of non-urgent ED presentations.
The first study to consider this relationship was conducted in the USA in 2013 and
found that “low spatial density of primary care was strongly associated with non-urgent
ED utilisation” among parents of paediatric patients (54). The second study was
conducted in NSW and published in 2017. The researchers measured the density of GPs
in relation to the percentage of non-urgent ED presentations and found that “increasing
GP density was associated with a decreasing percentage” of non-urgent ED
presentations (22). Also published in 2017, the third study by a team in the UK
discussed findings in the context of GP-to-patient ratios. Their study found that a lower
ratio of GPs per 1000 population in areas experiencing socioeconomic disadvantage
played an “implicit” role on non-urgent ED presentations (67).
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Perceived urgency for medical attention
Perceived urgency was reported by patients choosing to present to the ED with a nonurgent condition in seventeen (47%) of the included studies. At times, it was found to
contribute to anxiety in patients who were unsure of the cause and consequences of
their symptoms and sought reassurance (43, 66, 69, 70). An in-depth interview with a
middle-aged male discussed the patient’s ‘deep-rooted fear’ regarding his health which
at times prevented him from seeking ED care but also drove him to seek ED care (66).
Patients with musculoskeletal symptoms or trauma were found to perceive greater
urgency for medical attention than patients with other symptoms (56). The research
team who reported this finding used interviews (patients) and questionnaires
(physicians) to compare the perceived urgency of patients with the physician’s assessed
urgency. This research team were the only team in this review to consider an
association between specific conditions or injuries and the patient’s perception of
urgency. Other studies reported a higher incidence of presentations for injury or
trauma (5, 6, 11, 24) but did not seek to measure a correlation between presenting
conditions and perceived urgency.
Convenience
The convenience of EDs was identified in fifteen (42%) of the included studies. Reasons
identified for the ED’s convenience included ease of access and availability (1, 5, 6, 42,
43, 58, 59, 62, 63, 69, 70) and/or the provision of additional services such as radiology,
pathology and pharmacy (33, 38, 61, 64).
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Cost of primary care service or access to health insurance
Cost was mentioned in one third of papers with some studies finding cost to be a minor
contributing factor, influencing 1.5% to 6.9% of non-urgent ED presentations (1, 6, 59,
61). A French study found that ED staff believed cost to be a major driver, but this was
not reflected in patients’ responses (70). Studies finding cost to be a major driver of
non-urgent ED presentations were based in the USA (42, 43, 55, 68). Shaw et al. (68)
found that patients preferred the flexible payments offered by the ED in the USA. Four
studies, also from the USA, found that patients without access to health insurance were
more likely to present to the ED (42, 52, 54, 66). In their systematic review Kraaijvanger
and colleagues (43) also observed that only studies conducted in the USA found cost to
be a significant driver for non-urgent ED presentations.
Referral
Referral of patients from primary care to EDs was found to be a contributing factor in
four studies (1, 4, 42, 68). A systematic review of 26 USA-based studies published
between 1990 and 2011 aimed to understand factors influencing patients’ decisionmaking processes. They found referrals from primary care to be a “substantial” driver
of non-urgent ED presentations and reported that referrals contributed to up to half of
in-hours non-urgent ED presentations (42). A second study from the USA used
qualitative methods and grounded theory and found that patients discussed being
“instructed” to present to the ED by a medical professional (68). An Italian study based
on routine ED data found that half of all after hours referrals from primary care to the
ED were ‘inappropriate’ (4). Finally, an Australian study used anonymous
questionnaires and reported 29% of patients presenting to the ED with non-urgent
conditions had been referred by a medical professional (1).
43 | P a g e

2.4.3.4 Trends
There were limited investigations relating to trends across the included studies. One
study reported a significant increase in those aged under 19 years (34.5%) and those
aged 26–64 years (35.5%) in Minnesota (USA) (55). An Australian study found a
constant high incidence of paediatric patients (0-4 year old) and young adults (15-24
year old) but no discernible changes in trends between 2010 and 2014 in NSW (24). A
third study conducted in Switzerland compared patient questionnaires conducted in
2000 and 2013 and identified four trends in non-urgent presentations (5). The trends
were: constant proportion of young males and of traumatic injury; a decreasing
proportion of elderly patients; patients increasingly reported a lack of awareness of
alternative healthcare services or unavailability of alternative healthcare services when
needed and, patients were less likely to report convenience or their perceived urgency
as a reason for presenting (5).

2.4.4 Terms and definitions
A variety of terms were used to describe the study population across the 36 included
studies. Seventeen (47%) of the studies referred to presentations as ‘non-urgent’ or
‘non-emergent’ while ‘low acuity’ was used in seven (19%) studies. Terms such as
‘inappropriate’ or ‘avoidable’ were used in four (11%) studies.
Methods for measuring non-urgent ED presentations also varied across the included
studies. They ranged from prospective methods where patients were considered ‘nonurgent’ at the time of triage to retrospective. Retrospective methods were used at the
conclusion of the patient’s presentation and included additional criteria that could not
be determined on arrival. The most frequently used method was to classify patients
triaged to one of the two least urgent triage categories in a 5-tiered system and was
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used by 12 (33%) of the research teams. These methods for measuring non-urgent
presentations were referred to as definitions by authors, Table 2.4 outlines these
definitions and the key terms used to describe patients in this review.
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Table 2.4. Terms and definitions used to measure and describe non-urgent
emergency department presentations
Definition

Key term

Author

Country
(triage system)

Patient triage category 4
or 5

Non-urgent

Alyasin and Douglas
(33)
Andrews and Kass
(34)
Clement, Businger
(35)
Dixe, Passadouro (36)

Saudi Arabia (CTAS1)

Klingberg, Stoller (37)

Switzerland (SETS3)

Nelson (38)

Scotland (MTS)

Unwin, Kinsman (1)

Australia (ATS4)

Smith, Mustafa (63)

Canada (CTAS)

Farion, Wright (58)

Canada (CTAS)
Canada (CTAS)

Inappropriate

MacKay, Atkinson
(62)
Schmiedhofer,
Mockel (69)
Botelho, Dias (57)

Non-urgent

Idil (61)

Turkey (TCS5)

Non-urgent
&
inappropriate

Backman, Blomqvist
(56)

Sweden (n/a)

Ghazali, Richard (59)

France (CIMU6)

Non-life
threatening
Low acuity

Diserens, Egli (5)

Switzerland (SETS)

Krebs et al. (6)

Canada (CTAS)

Inappropriate

Buja et al. (4)

Italy (n/a)
Nigeria (n/a)

Avoidable

Young-Harry, Dienye
(64)
Chen, Hibbert (52)

Non-urgent

Beache and Guell (65)

Caribbean (n/a)

Durand, Palazzolo
(70)
Shaw, Howard (68)

France (n/a)

Nonemergent
Low acuity

Patient was triaged to
least urgent category

Study-specific definition

Deemed ‘non-urgent’ by
triage nurse

Switzerland (MTS2)
Switzerland (MTS)
Portugal (MTS)

Germany (MTS)
Portugal (MTS)

USA (n/a)

USA (n/a)

Emergency Triage Scale (4 tier, later amended to 5 tier), 4ATS – Australasian Triage Scale (5
tier), 5TCS – Turkish Coding System (3 tier),6CIMU – French Emergency Nurses, Classification
in Hospital scale (5 tier) 7ESI – Emergency Severity Index (5 tier) n/a – not applicable/available
1
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Table 2.4. Terms and definitions used cont.
Definition

Key term

Author

Tested 4 definitions:
1. ACEM definition:
Did not arrive by
ambulance; self-referred;
and consultation time of
<1 hour.
2. AIHW definition:
Triaged ATS 4 or 5; did
not arrive by ambulance,
community service or
police; and did not die.
3. Diagnosis method:
Specific list of diagnoses;
triaged ATS 4 or 5; arrived
by private vehicle; and
were self-referred.
4. Sprivulis method:
Triaged ATS 3, 4 or 5; not
admitted

General
practice-type

Allen, Cheek (21)

Country
(triage system)
Australia (ATS)

Low acuity

Nagree, Camarda (7)

Australia (ATS)

Stephens et al. (22)

Australia (ATS)

Patient triaged as category
4 or 5, plus additional
criteria.

Non-urgent

Mathison,
Chamberlain (54)
Dinh, Russell (24)

USA (ESI7)

Keyes, Valiuddin (55)

USA (ESI)

Potentially
avoidable
Inappropriate

Moineddin, Meaney
(46)
McHale, Wood (53)

Canada (CTAS)

n/a

MacKichan, Brangan
(67)

England (n/a)

Non-urgent

Uscher-Pines, Pines
(42)
Kraaijvanger, van
Leeuwen (43)
Hummel et al. (60)

USA (n/a)

Patients who were selfreferred, first ED visit or
unplanned follow-up, nil
investigations required, nil
treatment required and
follow-up with GP or
follow-up not required.
N/A – systematic review

Low acuity

Self-referred
Did not specify definition

Australia (ATS)

England (n/a)

Netherlands (n/a)

NonUSA (n/a)
emergent
Chose not to
Hudgins and Rising
USA (n/a)
use ‘binary’
(66)
terms
1
Emergency Triage Scale (4 tier, later amended to 5 tier), 4ATS – Australasian Triage Scale (5
tier), 5TCS – Turkish Coding System (3 tier),6CIMU – French Emergency Nurses, Classification
in Hospital scale (5 tier) 7ESI – Emergency Severity Index (5 tier) n/a – not applicable/available
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2.5 Discussion
The aim of this review was to understand who presents to EDs with non-urgent
conditions and when and why they present. This review identifies a complex
international problem with studies included from across six continents and fifteen
countries and representing multiple health services.

2.5.1 What is known
Across the international literature there were common themes reported by researchers
investigating non-urgent ED presentations, such as age groups and service costs, but
there were also considerable differences. For example, cost was identified as a major
contributing factor in studies conducted in the USA, but this finding was not reported
outside the USA. These differences reflect contextual variation and unique population
needs and are discussed below.
2.5.1.1 Who?
Studies that described the profile of the patient population were based on retrospective
data analyses of routinely collected ED data and/or questionnaires. The majority of
these studies described the profile of non-urgent ED presentations to by patients who
were younger, male, experiencing greater socioeconomic disadvantage, and more likely
to be from an ethnic minority group. Yet some studies reported being female or from a
higher SEP as being more likely. These varying findings indicate unique needs of certain
communities and the need to ensure the more frequently reported factors (such as
being young and male) are not presumed. This is important for health service planners
and policy makers aiming to target and design services to meet community needs.
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Age and gender
An interesting observation was the varied measures used to identify ‘younger age’.
McHale et al. (53) referred to younger age as 0–2 and 13–25 years of age while
Moineddin et al. (46) defined their younger population as between 20–45 years of age.
These broad references to younger age represent the complexity in discussing nonurgent ED presentations and a lack of consistency across the literature.
Both studies reporting a higher incidence of middle-aged patients were questionnairebased studies (36, 61) and were at risk of sampling bias related to their non-reporting
about the representativeness of the study population. For instance, one study, using
convenience sampling by the triage nurse between 0800 and 1600, for Monday to
Friday, offered no explanation of how the convenience sampling was conducted.
Further, the participants were limited to ‘in-hours’ presentations (61). It is possible that
the profile of patients presenting after-hours and on weekends was different and/or
that middle-aged patients were more willing to complete questionnaires. Both research
teams excluded participants under the age of 18 years and reported mean age rather
than median age (36, 61) further limiting the strength of their finding of older age. It is
not possible to determine whether selection bias has occurred in these studies;
therefore the translatability of their findings is limited. The finding that middle-aged
patients were over-represented is likely to have resulted from sampling error.
The majority of studies considering gender (n=6) found males to be over-represented;
only three reported an over-representation of females. One of the three studies finding
females to be over-represented was based on analysis of four years of routinely collected
ED data (52). The other two were based on questionnaires. One research team
calculated a sample size and recruited every fourth eligible patient until the sample size
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was reached (64). The second research team did not discuss representativeness of the
study population, making it impossible to determine whether these findings were
reflective of all non-urgent ED presentations. Researchers reporting differences in
gender were not able to provide an explanation for their finding. It is likely that the
findings for gender represent healthcare needs within the communities where the
studies were conducted. For example, Chen, Hibbert (52) suggested that barriers to or
distrust of primary care services may have contributed to the higher proportion of
females presenting to a Californian ED.
In summary, males were more frequently reported to be over-represented but this was
not true in all studies. The findings related to patient profiles indicate the challenge for
researchers, health service providers and policy makers in understanding consistent
themes and population needs. This highlights the importance of understanding unique
population needs based on age and/or gender across geographic locations before
planning and implementing healthcare services to meet local needs.
Disadvantaged and vulnerable population groups
The socioeconomic position (SEP) of patients presenting to the ED with non-urgent
conditions was also not consistent across the included studies. Again, demonstrating
the importance of understanding local contexts in identifying healthcare needs. Some
studies reported greater presentation by populations from mid–high SEP, others
reported lower SEP or a lower level of education as factors. Nevertheless, the majority
of studies that considered the SEP of patients presenting to the ED with non-urgent
conditions identified an over-representation by populations from socioeconomically
disadvantaged areas.
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An example of mixed findings was found in two studies undertaken in NSW using the
same population during similar periods between 2010 and 2014 (24) and 2013 to 2014
(22). These two studies provided an interesting contrast between metropolitan and
regional/rural/remote areas in Australia. Stephens and Broome (22) found that patients
from higher SEP households in metropolitan NSW had higher odds of non-urgent
presentations, while lower SEP patients from rural and remote regions had higher odds.
The second NSW study found EDs were more likely to be located in more advantaged
suburbs/towns. These findings raise the question of where EDs are located. If EDs are
located in areas of greater advantage, it is possible that socioeconomically
disadvantaged populations in regional/rural/remote areas experience further
disadvantage by having to travel further to attend services compared with more
advantaged populations. This demonstrates the challenges for people living in nonurban areas to experience equitable access to healthcare services. A similar finding
regarding the challenge of healthcare access for populations living outside urban areas
has been identified elsewhere in Australia (71). Specific consideration should be given
to the location of health services (EDs and primary care) and to the suburbs/towns most
over-represented in ED presentations to determine whether a gap exists between health
service provision and population need.
Further evidence of vulnerable population groups being over-represented in nonurgent ED presentations were the studies of ethnic minority groups such as asylum
seekers (37), non-national residents (4, 5), ‘non-white’ residents (52) or AfricanAmerican or Hispanic (54) populations. An in-depth case study conducted in the USA
offered some explanation for this finding, identifying complex social reasons as a driver
of ED presentations (66). These complexities have been identified in healthcare
research more broadly, asylum seekers and refugees experiencing difficulties when
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navigating and negotiating primary care services (72). In meeting the health care needs
of vulnerable population groups, it is therefore important to have a firm understanding
of the complex social reasons associated with health-seeking behaviour in order to
ensure service provision is in accordance with population needs.
2.5.1.2 When?
Five studies considered time of day, four found approximately two-thirds of
presentations occurred after-hours when access to primary care services were reduced
or non-existent, although finding was based on research from only two countries. The
fifth study was informed by patient interviews and review of medical records,
presentations between 0800 and 2000 contributed to a high proportion (84.6%) of
non-urgent presentations (36). However, they did not demonstrate how interview
responses related to the greater cohort of patients, so the study has limited
translatability.
2.5.1.3 Why?
Answering the question of ‘why’ patients presented to EDs with non-urgent conditions
provided insight into the factors influencing patients’ decision-making. The methods
used to provide this knowledge included retrospective data analysis, questionnaires
and interviews. Nine studies were based on questionnaires without demonstrated
representativeness across all non-urgent ED presentations, consequently, findings from
these studies are viewed with caution (33, 34, 36, 38, 56, 57, 60-62). Interestingly
however, the findings do not contradict the findings from the questionnaire-based
studies that were able to demonstrate representativeness (1, 5, 6, 37, 58, 59, 63, 64).
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Contrasting accessible primary care services and patients’ perceived urgency
Limited access to primary care services and the perceived urgency of patients for
medical attention were the two most common reasons given for presenting to the ED
with non-urgent conditions. Perceiving a need for health care is the first step towards
seeking care (73). This review highlights limited access to primary care services
contributing to patients’ decisions to access ED services with non-urgent conditions.
A study attempting to address patients’ perception of urgency implemented public
education programs through media outlets. After each of the three public education
campaigns ED presentations decreased significantly, but once the campaign had
finished presentation numbers began to increase (15). This indicates that education
campaigns have limited long-term influence on health-seeking behaviour.
An in-depth interview Hudgins and Rising (66) discussed the complex decision-making
process of a middle-aged African-American male whose ‘sense of self’ and beliefs
influenced his decisions. While limited to only one person and therefore not
generalisable, this study did provide evidence of the complexity of perceived urgency,
anxiety and fear experienced by patients seeking health care.
Comparison of two questionnaires conducted in 2000 and 2013 found that perceived
urgency for medical attention had decreased but the challenges in accessing alternative
healthcare services had increased in Switzerland (5). Researchers have investigated
whether increased access to primary care services could reduce non-urgent ED
presentations. Three measured the impact of new services with extended opening hours
(12, 13, 16); another measured the impact of an existing service that extended its opening
hours (14). Nagree et al. (45) used statistical modelling to hypothesise the impact of
increased access to primary care services and reported it would not make a significant
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difference to ED demands. The four studies using real-world situations all found a
significant decrease (between 10% and 26%) in non-urgent ED presentations following
improved access to alternative primary care services (12-14, 16). Also considering access
to primary care services, studies in the USA (54) and Australia (22) found an association
between higher number of GPs per population and fewer non-urgent ED presentations.
The real-world studies offer a more accurate indication of the influence of improved
access to primary care and provide evidence of strategies that can successfully reduce
ED demand. Further international research demonstrates a significant reduction
(between 8% and 10%) in the number of non-urgent ED presentations associated with
improved access to primary healthcare services (12, 13, 16) and in particular those
providing after-hours services (74).
These two most frequently reported drivers of ED demand suggest the need to step
back from the focus on non-urgent ED presentations and to consider the broader
context. It should not be unexpected that patients who perceive their need for urgent
medical attention but are unable to access timely primary health services end up in the
ED. In gaining a deeper understanding of this situation, it is important for researchers,
policy makers and service providers to understand their local context and needs before
implementing interventions, such as educational campaigns that do not address the
root causes of ED presentations.
Convenience
By design, EDs provide convenient services because they are easily accessible, always
open and provide additional resources such as radiology, pathology and pharmacy. The
WHO characterises universal access to health services as: the availability of quality
health services; location that allows those in need to reach them; opening hours at the
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time of need; and, “all other aspects that allow people to obtain the services when they
need them” (75). Emergency departments meet these characteristics whereas most
primary health services are only accessible during business hours and have limited
capacity to accommodate ‘walk-in’ presentations (6, 60, 67); or are not located in the
areas of greatest need (22, 54, 67). It is therefore hardly surprising that the ED offers
the most ‘convenient’ option.
Cost
The international discussion of cost as a driver of non-urgent ED presentations was
interesting. Cost contributed to the demand for non-urgent ED services in research
conducted in the USA, but was a major contributing factor in other countries. The
USA’s healthcare system is considerably different to many countries, with limited
public access to health insurance (42, 52, 54, 66) and flexible payment options provided
for ED services but not by primary care services (68). Kraaijvanger et al. (43) also
observed that only USA based studies reported cost as a driver on non-urgent ED
presentations. These findings suggest the need to move beyond the presumption that
cost is a major driving factor behind non-urgent ED presentations in countries such as
Australia and instead to consider other factors.
A French study conducted interviews to investigate why patients presented to the ED,
and included patients and ED professionals (70). The French healthcare system
requires a small fee for both ED and GP services. The researchers found that staff
believed cost of primary care services to be a major barrier for patients and ‘condemned’
patients for presenting to the ED with non-urgent conditions. However, the patients
did not mention cost but instead reported their perceived urgency and need for
reassurance along with barriers to primary care and the convenience of ED services.
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A further four studies, conducted between 2016 and 2019 found cost to be a barrier in
only a small proportion of patients (1.5 to 6.9%). These studies included a second
French study (59) and three other studies based in Turkey (61), Canada (6) and
Australia (1), the later three countries provide free ED services. The Turkish study (61)
was based on questionnaires and did not demonstrate whether the study sample was
representative of all non-urgent ED presentations. Their finding should therefore be
treated with caution, although four other studies supported the finding that cost was a
minor contributing factor.
Referral
The practice of referring patients from primary care to the ED with non-urgent
conditions is not frequently examined in the literature but was a driver of ED demand
in four studies. It is possible this reflects a limited capacity within primary care services
to provide certain aspects of care and the convenience of EDs for referral. Future
research is needed to understand this issue and identify potential patient-centred
solutions.
2.5.1.4 Trends
Trends in ED presentations provide valuable insight into the changing health care
needs among population groups and can be used by service providers and policy makers
to inform and evolve healthcare services (3). There were limited studies considering the
trends associated with non-urgent ED presentations in this review. A questionnairebased study compared results from two periods (thirteen years apart) and found a
decreased proportion of elderly patients with non-urgent conditions. This surprised the
authors who concluded that older patients were more likely to be triaged to more
urgent categories, although this was not measured (5). They also referred to the
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opening of two ‘urgent care’ centres within the local community since the first study.
The researchers did not consider how this might have affected the profile of non-urgent
ED presentations or whether older patients were more likely to use the new services.
This limitation demonstrates the challenge for researchers in identifying health care
needs and access between primary health care and ED care.
Analysis of trends in the demand for health services and consideration of factors that
contribute to changes is beneficial for service planning and policy development as it
demonstrates consistent (24), growing (55) or declining needs (5). This is an area that
would benefit from greater understanding and future research to ensure healthcare
services are targeted towards evolving population needs.

2.5.2 Complexity of terms and definitions
Two further observations are made in this literature review: the number of terms used
to describe the patient population, and the complex definitions used to measure
presentations. Terms such as ‘inappropriate’ or ‘avoidable’ tend to attribute blame
towards patients. This was discussed by Durand and colleagues (70) who conducted
interviews with ED staff and found they were critical of patients for presenting to the
ED with ‘inappropriate’ conditions. Healthcare professionals – many with high levels of
education and years of experience – should avoid using terms suggesting ‘blame’
towards patients for accessing services for their (actual or perceived) health care needs.
In an editorial focused on the ‘patient’s dilemma’, Weber et al. (76) state:
“Rather than blaming the patients, we should listen to them and organise our
healthcare systems to provide safe, appropriate, timely, and patient-centred
care in the community, where the patients prefer to be.”
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The lack of consistent terminology and strategies for defining or measuring non-urgent
presentations contributes to the difficulty of establishing the extent of the issue.
Australian researchers using routinely collected ED data have found significant
differences in definitions within the same patient population (7, 21, 22). For example, a
team from metropolitan Perth used the same data to test four different definitions of
non-urgent presentations (7). They found the proportion of non-urgent presentations
ranged between 9.0% and 26.4% of total ED presentations based on definition alone.
Another study in rural Tasmania adopted the same definitions and found that nonurgent presentations ranged from 15.1% to 69.7% of total presentations depending on
the definition used (21). A third study in NSW compared EDs located in major cities
with inner regional and remote/very remote EDs. Using the same definitions as the
previous two studies these researchers found presentations ranged from 7.3% to 18.7%
in major cities, 11.8% to 30.8% in inner regional EDs and 10.5% to 34.3% in rural to very
remote EDs. These findings not only demonstrate that definition contributes to the
wide variation in findings, but also that variation occurs across geographic regions.
Presentations triaged into the two least urgent of a five-tier triage scale was the most
frequent method used by researchers to define non-urgent presentations (Table 2.4).
This provides a broad, inclusive definition, which can be used to gain an understanding
of health-seeking behaviour and decision-making practices of patients with non-urgent
conditions, some of whom could be suitably managed outside the ED.

2.5.3 Strength and translatability of studies
The studies in this review vary in their usefulness to the question of who presented to
the ED with non-urgent conditions and when and why they chose to present, and were
dependant on the method implemented. Analysis of large routinely collected ED data
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over a period of months or years can provide insight into who presents to EDs and when,
and can also identify trends; while qualitative methods provide a deeper insight into
why particular individuals or groups present.
2.5.3.1 Retrospective analyses and questionnaires
The included retrospective analyses included routinely collected ED data and
represented a large number of ED presentations. These studies were able to provide a
broad overview for the profile of patients and when they presented and can identify
trends. Nevertheless, this method is limited by its inability to provide insight into
decision-making processes of patients to answer the ‘why’. Analyses of large, routinely
collected data sets rely on the quality of data entered in busy EDs and may not be
accurate. Despite some limitations, this data remains the most commonly used data for
hospital and government reporting.
Questionnaires are helpful in gaining a deeper understanding of why patients present;
however, only eight (1, 5, 6, 37, 58, 59, 63, 64) of the included questionnaire-based
studies were able to demonstrate broad representation of actual non-urgent ED
presentations. Six studies did this by reporting the proportion of eligible participants
who completed questionnaires, achieving 50% to 90% participation (5, 6, 37, 58, 59,
63). Another accessed routinely collected ED data for the study period and compared
age, gender, time of day and day of week to determine that questionnaire participants
(n=477) were broadly representative of all presentations (1). The eighth study
calculated a sample size and recruited every fourth patient until they reached the
calculated number (64). In demonstrating representativeness, these eight studies
increased reliability and translatability of findings across their respective populations.
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2.5.3.2 Systematic reviews
Two systematic reviews were included in this literature review (42). One included only
studies based in the USA (42) while the second included studies from nine high income
countries (43). Both studies aimed to understand factors contributing to patients’
decisions to present to the ED and used clearly defined search strategies, with inclusion
and exclusion criteria.
2.5.4.3 Qualitative studies
Six included studies used qualitative research methods and provided in-depth insight
into why patients presented to the ED with non-urgent conditions. Five of these
reported using purposive sampling to increase representativeness (65, 67-70). The sixth
study presented a case study from one of 40 patient interviews. The patient selected
had demonstrated insight and the authors reported that their findings in the presented
case study were reflective of the remaining interviews (66). The qualitative studies in
this review demonstrated an ability to investigate non-urgent ED presentations and to
provide a greater understanding of the circumstances behind patients’ decision-making,
leading to greater insight into a complex situation. This approach is particularly
valuable in understanding local contextual differences and developing insight into
complex social reasoning and decision-making to inform future service planning.

2.6 Conclusion
This review provided international evidence published over the last ten years of who
presented to the ED with non-urgent conditions and when and why they presented. It
confirms that the factors contributing to patients’ decision-making are complex and
beyond the walls of the ED. There were three key findings. First, there is a need to
consider vulnerable population groups, such as younger people, and those from lower
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SEPs and ethnic minority groups. Second, patients who are unable to access primary
care services in a timely manner and who perceive an urgent need for medical attention
are likely to find the ED a convenient option. And third, it demonstrates the importance
of understanding the factors driving non-urgent ED presentations within local contexts
in order to identify potential strategies and address local needs.
This review supports the description of the ED as a ‘canary in the coalmine’ for health
services: the over-representation of vulnerable populations highlights inequitable
access to primary care services. Rather than criticising patients, consideration must be
given to the realities of the situation and to the identification of local needs to ensure
health services are able to provide the right patient-centred service, available at the
right time and in the right location.
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CHAPTER 3 – Methods
Investigating the service requirements of patients with nonurgent conditions presenting to a regional Australian
emergency department

3.1 Overview
This chapter presents the methods used to investigate the service requirements of
patients presenting with non-urgent conditions to an emergency department (ED) in
regional Australia and to translate findings into key recommendations and priorities
for future health service planning.
Section 3.2 contains the study protocol published with BMC Health Services Research
in 2018, with formatting and referencing modified to ensure continuity within the
thesis. The original publication is included as Appendix 3 as per University of Tasmania
guidelines. The Human Research Ethics Committee (Tasmania) Network approval
letter H0016504 is included as Appendix 5
Section 3.3 outlines the amendments to the planned protocol. Rationale is also provided
for why this amendment was required.
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conditions; second, focus group interviews with patients and primary care providers to
further understand perceived need and service requirements of those referred to the
ED, and third, translation of findings into local health service recommendations.
Discussion: Identification of the needs of patients referred to the ED with non-urgent
conditions will inform future service planning aiming to facilitate access to the right
service at the right time and in the right place.
Keywords: Emergency department, Non-urgent presentations, Referral, Primary care,
General practitioner

3.2.2 Background
Worldwide interest in the demand for emergency department (ED) services is
evidenced by a growing body of work demonstrating links between ED crowding and
patient outcomes. Crowding occurs when the demand for services exceeds resource and
space availability and has been linked to negative consequences for both patients and
the healthcare system. In 2000, Derlet and Richards (77) identified a number of
concerns held by ED physicians across the United States which included: increased risk
to public safety; increased time to analgesia; extended waiting time; patient
dissatisfaction;

decreased

physician

satisfaction;

increased

violence;

miscommunication; and negative impact on teaching. Since then, these themes have
remained constant; with increased hospital length of stay, morbidity and mortality also
shown to be associated with ED crowding (78-84). A Canadian team in 2014 (79) conducted a retrospective analysis of over 600,000 ED presentations to 42 hospitals, and
they reported significant risks to patient safety occurring during periods of crowding.
To date, there is considerable evidence indicating links between ED crowding and
poorer outcomes for patients, but there appears to be less knowledge around the causes
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driving patients to attend EDs. These drivers have been referred to as ED input factors
(17). Recent studies have demonstrated a link between ED crowding and the presence
of patients with non-urgent conditions in the ED and limited access to primary care
services (4, 42, 46, 49, 70).
In 2017, Crawford and colleagues (85) published a systematic review and discussed the
increase in non-urgent presentations (input factor) and the growing demand placed on
EDs, worldwide, by potentially avoidable presentations. Much debate exists over
whether these presentations add a significant burden to the workload and resource
demands of crowded EDs, with some arguing they do not add a significant burden (20,
86, 87). In Australia, attendances by patients triaged into the two least urgent
categories have continued to exceed 50% nationwide (88-91), it is timely to consider
the health- care needs of this patient group and whether alternative models might lead
to improved access to timely care and ultimately, to better patient outcomes. Research
conducted in Switzerland and Australia (1, 24, 35) have reported a younger
demographic amongst patients with non-urgent conditions with the most common
presenting complaint among these patients being musculoskeletal. Furthermore, two
studies (70, 92) report considerable discrepancies between patients’ reasons for
attending versus clinicians’ perception of the reasons for ED usage by patients
presenting with non-urgent conditions. Durand and colleagues (70) concluded that
thorough investigation of the healthcare demand is required before strategies are
planned and implemented.
Compounding the issue is the lack of a universal definition of ‘non-urgent ED
presentations’; within the Australian context these are most frequently referred to as
those presentations allocated the least urgent triage categories of 4 or 5 (1, 92, 93) on
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arrival. Furthermore, a literature review by Forero and colleagues (94) reviewing the
ATS discussed the complexities of classifying patients triaged as ATS 4 and 5 as
‘primary-care suitable’, ‘general-practitioner type’ or ‘inappropriate’; however, for the
purposes of this study, the research team include all patients triaged as ATS 4 or 5. The
authors acknowledge that this patient group, considered to have non-urgent conditions,
will include patients presenting with both low-urgency needs who are unsuitable for
primary care and those who are potentially suitable for primary care. Recent Tasmanian
research has demonstrated that if primary care services were available at the time of
need in regional Northern Tasmania this could result

in up

to 8000 less ED

presentations annually (1).
An Italian research team conducted a retrospective cohort study and identified
excessive referrals of patients with non-urgent conditions as a contributor to ED
crowding (4). These authors identified that few studies have considered referrals to ED
and how such referrals may contribute to crowding. The question of where to best
manage the needs of this patient group has not been clearly answered. This is a concern
for healthcare providers who face growing demands for services, and for patients who
may experience poorer health outcomes in crowded EDs (78, 79, 84).
In Australia, between July 2011 and June 2016 the percentage of ED patients triaged as
ATS 4 and 5 has continued to exceed 51% of total ED presentations. From June 2015 to
July 2016 these non-urgent presentations totalled over 3.8 million nationwide (91).
Tasmania has one the highest incidences of non-urgent ED presentations at 55.3%. In
Australia, residents are free to choose between their General Practitioner (GP) and ED
services for management of their acute, non-urgent conditions. GP services provide a
limited number of same-day appointments, and once these are fully allocated patients
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must consider alternatives, of which ED is perceived as a convenient option (1).
Additionally, there are a small number of privately run GP services that provide afterhours services. Research from the UK demonstrated that commencement of a colocated after-hours clinic reduced ED presentations (49), yet a systematic review by
Crawford and colleagues concluded that evidence on the effect of GP walk-in centres
was in- frequent and further research is required to determine the proficiency of
services as alternatives to EDs (85).
This project has arisen out of research conducted in 2015 at a regional Tasmanian ED
in which the researchers (1) identified that 39% of patients with non-urgent conditions
had attempted to access alternative healthcare services before arriving at the ED. This
surveyed patient group also indicated that 31% would have preferred to be managed by
their GP. These findings demonstrated that the ED is not necessarily the first point of
contact, nor in fact, the first preference of this patient group. Furthermore, 29% of
patients with non-urgent conditions were referred to the ED by a healthcare provider.
The term ‘referral’ used in this instance, includes both formal and informal referrals.
The findings of this project will provide greater understanding of local issues and
service needs.
Variation in health-seeking behaviour across Tasmanian regions was identified by
Morley and colleagues who were able to demonstrate that despite its small
geographical and population size, each of Tasmania’s three regions (South, North and
North West) contribute a unique profile to the State’s ED attendances (25). They
concluded that future research needs to consider factors driving the various trends and
implement services specific to regional demands. This project will provide a local,
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contextually relevant picture of the issues driving the demand for non-urgent ED
presentations in Northern Tasmania.
This study will aim to identify the service requirements of patients with non-urgent
conditions referred, formally or informally, to a regional Australian ED. The objectives
to address this aim are: first, to identify trends in primary care referral of non-urgent
patients to a regional Tasmanian ED over the previous 7 years; second, to identify the
perceived need and service requirements of patients referred from primary care to ED;
and third, to translate findings into local health service recommendations.

3.2.3 Methods
3.2.3.1 Overall design
In order to achieve the aim of identifying service requirements of patients who have
been referred, formally or in-formally, with non-urgent conditions to a regional
Tasmanian ED, this project will implement an explanatory sequential mixed-method
approach. The primary objective will be to identify trends in the referral of patients
with non-urgent conditions to the ED. The second objective will be to identify the
perceived need and service requirements of patients referred to the ED with non-urgent
conditions, while the third objective will facilitate translation of these findings into
health service recommendations. Figure 1 (below) provides a summary of the research
plan and is based on Creswell’s design for sequential explanatory mixed methods (40)
with the addition of a third objective to disseminate and translate research findings.
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Figure 3.1 Project flow diagram for ‘Primary care to emergency department (ED): right
service, right time, right place’
3.2.3.2 Objective 1: Identification of trends in the referral of patients with non-urgent
conditions
The focus of the first objective will be to identify trends in the referral of patients with
non-urgent conditions, including changes over time, in order to establish a profile of
who, when and why patients have accessed ED services with non-urgent conditions.
This will involve the analysis of routinely collected ED attendance records for patients
presenting and triaged as ATS 4 or 5 during a seven-year period, from July 2009 to June
2016 at a regional Tasmanian hospital. This data is routinely collected by the Tasmanian
Health Service (THS) and stored on a data platform by the Department of Health and
Human Service, Tasmania.
The study population for this objective will include all ATS 4 and 5 patients presenting
to the ED from July 2009 to June 2016. Data collected will include: date, day of week
and time of presentation; age and gender; mode of arrival; triage category on arrival;
residential suburb; time to first seen by ED physician or nurse practitioner; total ED
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length of stay; referral sources into ED and on discharge, and discharge diagnosis and
destination. Presentations will be excluded if: their usual place of residence is outside
of THS-North’s catchment area.
Once obtained, the data will be entered into a statistical software package (SPSS, V22)
(95) and analysed for themes, trends and relationships. An interrupted time series (ITS)
analysis will be undertaken to determine whether factors such as the number of
available general practitioners within the local area or the opening of an additional after
hours, walk-in service has affected the number of patients referred with non-urgent
conditions or has influenced the overall number of ED presentations. ITS allows
researchers to control for trends when comparing data pre and post an intervention
and is known to provide robust quasi-experimental research design (96).
3.2.3.3 Identification of perceived needs and service requirements of patients referred to the
ED with non-urgent conditions
The second phase of this project will involve focus groups with patients referred to the
ED and with primary care providers who have referred patients to the ED. Themes,
trends and relationships identified during the first objective will be summarised and
presented to participants to facilitate further exploration of the local context and to
understand the phenomenon of patients with non-urgent conditions being referred to
the ED. All participants will be asked to provide signed consent prior to participating
in focus groups.
Focus groups are advantageous in healthcare research, allowing researchers to include
representation from various community groups and enabling researchers to investigate
participants’ knowledge and experience of situations while engaging in conversations
that facilitate exploration of an issue (97). Based on the nature of this study, the
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research team plan to conduct homogenous focus groups with a total of eight to 12
patient participants, with a subsequent homogenous GP focus group. The first group
will be conducted with participants who have been referred to the ED with non-urgent
conditions whilst the second will be with GPs and primary care providers who have
referred patients with non-urgent conditions to the ED. Gerrish and Lacey (98) discuss
homogenous versus heterogeneous groups and state that homogenous groups can
assist facilitation of free discussion; they go on to recommend a group size of five to 12
to facilitate engaged group dialog.
Patient participants will be given an opportunity to discuss their decision-making
process and episode of care from the community to the ED. Eligible patients will be
provided with brochures by ED clinical staff and will have the opportunity to opt into
focus group participation. The intent will be to recruit a stratified representative sample.
Based on the profile of non-urgent attendees from our research (1) conducted in 2015,
the proposed patient focus group will aim to consist of: two parent participants (whose
young children attended the ED as patients); two participants under 25 years of age;
three participants between 25 to 64 years of age, and one participant over 65 years of
age. Consideration will also be given to focus group participants’ presenting condition
(in-line with the profile of non-urgent attendees from previous research) aiming to
include a combination of presentations, such as musculoskeletal, general conditions
such as headache, cold and flu-like symptoms, and gastrointestinal symptoms (1).
A purposive sample of GPs referring patients to the ED will be invited to attend the
second clinician focus group. This group will consist of six to eight clinicians from a
range of medical practices within the greater regional area.
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The focus group agenda, informed by the quantitative data, will be presented by two
researchers as the initial discussion point. Participants in the patient group will be
asked to discuss their own experience of accessing ED with a non-urgent condition and
to reflect on the earlier findings. Subsequent to this, the second focus group, comprised
of GPs and primary care clinicians will be presented with the analysed quantitative
trends and with themes identified during the analysis of the patient focus group.
Discussion will seek to understand GP experiences in referring patients with nonurgent conditions to the ED and the health requirements of this group.
Both focus groups will be audio recorded and transcribed. These transcriptions will
then be analysed using an inductive approach in order to identify emerging themes.
3.2.3.4 Translation of research knowledge into health service recommendations
The third objective for this project will aim to translate knowledge gained from the
previous quantitative and qualitative phases. This will be done through presentation of
the findings at a local forum involving primary and acute care clinicians, academics,
patient representatives and policy makers. The goal will be to share the knowledge
obtained during the first two objectives and to engage key stakeholders in the process
of translating this into health service recommendations, policy and planning. The
notion of knowledge translation has arisen out of concern for the time taken for
research to influence healthcare. It is hoped that through engagement with local ED
clinicians (nursing and medical), general practitioners, practice nurses, hospital
administrators, patient representatives, academics, hospital administrators, policy
makers and government officials, the process of research translation will facilitate clear
identification of service needs and future planning of a suitable, sustainable needsbased and patient-focused health service model. The purpose of this stage will be to
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discuss project findings and identify a service model designed to appropriately meet
community needs and to facilitate timely access to services, the right service, at the
right time and in the right place.

3.2.4 Discussion
The findings of this project will add to a body of research being conducted in Tasmania
to address the issue of ED crowding. Previous research has demonstrated that a
significant proportion (99) of patients with non-urgent conditions had attempted to
access alternative services before arriving at the ED, with many stating they would
prefer to be managed by their GP, and over a quarter of this patient group being
referred (formally or informally) by their GP, therefore indicating the ED is not the
preferred option for many patients. In this regional Australian city, if the 31% of nonurgent ED presentations could have been assessed and managed at an alternative
service, up to 8000 presentations per year could have been directed away from the ED.
The research team anticipate the findings from this project will clearly identify local
issues faced by patients who have attempted to seek medical attention from their GP,
yet, are directed to the ED where they are triaged as non-urgent. These findings will be
relevant within the local context and will be used to inform future service models aimed
to provide the right service at the right time in the right place, thus improving equitable
access to healthcare.

73 | P a g e

Abbreviations
ATS: Australasian triage scale; ED: Emergency department; GP: General practitioner; ITS: Interrupted time series; THS: Tasmanian Health
Service
Acknowledgements
The research team would like to thank the Tasmanian Health Service (THS) for their support of this project. Thank-you also to the Clifford
Craig Foundation for their overall encouragement, support and funding provided for this project.
Funding
This project has been funded by the Clifford Craig Foundation (CCF; Project no. 157) in October 2016. The CCF is a philanthropic medical
research trust.
Authors’ contributions
MU, LK, SR and EC developed the research proposal. All authors have contributed to this paper through review and revision. All authors
read and approved the final version. MU coordinated the submission process.
Ethics approval and consent to participate
Ethics approval for this project was provided by the Tasmanian Human Research and Ethics Committee, Low Risk. Ethics no:
H0016504. Focus group participants provided an informed and written consent prior to participation in this study.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.
Author details
1College

of Health and Medicine, University of Tasmania c/- Level 2, Northern Integrated Care Services, 41 Frankland St, Launceston,
TAS 7250, Australia. 2Emergency Department, Launceston General Hospital, Tasmanian Health Service, 274–280 Charles St, Launceston,
Tasmania, Australia. 3College of Health and Medicine, University of Tasmania, 1 Newham Close, Newnham, Tasmania 7248, Australia.
4Tasmanian Health Service c/-Level 2, Northern Integrated Care Services, 41 Frankland St, Launceston, Tasmania 7250, Australia.
Received: 7 December 2017 Accepted: 23 July 2018

74 | P a g e

3.3 Evolution of the methods: Introduction to complex systems and the nature
of health service research:
Conducting health service research is challenging due to complex demands and
changing systems. Health services are open systems; they are dynamic and have
multiple interrelationships and challenges. This leads to uncertainty, unpredictability
and emerging causalities (100), a stark contrast to the laboratory where research can
be conducted in controlled environments and follows linear processes. In health
services complexity is a distinctive feature and is defined as:
“… a dynamic and constantly emerging set of processes and objects that not
only interact with each other, but come to be defined by those interactions”
(101).
Research in such systems is complex and requires flexible study designs and emergent
processes in order to explore phenomena and generate knowledge and insight (100).
Greenhalgh and Papoutsi (100) discuss the need for pragmatic adaptation of processes
and study designs to gain a deeper understanding and to generate meaningful findings.
They argue for a shift from traditional models towards a new paradigm that is
‘complexity-informed’ and targeted to these complex environments. Good complexityinformed research demonstrates, “strong theory, flexible methods, pragmatic
adaptation to emerging circumstances, contribution to generative learning and
theoretical transferability” (100).
In this study, the original aim was to investigate the referral of patients with non-urgent
conditions to the emergency department (ED). This is described in the study protocol
in Section 3.1. However, due to limitations in data collection the design needed to adapt
to provide flexibility in the methods while maintaining a strong theoretical and
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pragmatic epistemological approach. This approach is a combination of natural and
physical realities (quantitative methods) and psychological and social realities
(qualitative methods) and is founded “… on the reality of the world in which we live
and which we experience” (4).
The candidate planned an interrupted time series (ITS) analysis to determine whether
the opening of an additional after-hours, walk-in general practice service affected the
number of non-urgent ED presentations. The ITS was conducted on ED presentations
but due to COVID-19 the candidate was unable to collect comparative data from the
general practice service to determine a possible correlation between the new service
and trends in ED presentations. As a consequence, the ITS was included in the
presentation in phase 3 but was not included as a separate chapter in this thesis.

3.3.1 Removal of referral status as a variable
Due to the limitations in the entry of data under ‘referral status’ we were unable to
analyse referral data during phase one. We are certain that the data entry of ‘referral
status’ was not accurately reported, and the validity for this status was questionable.
The research team determined that this variable would not be used in further analysis
due to a high likelihood of inaccuracy and under-reporting.
The data used in this study was entered into the Emergency Department Information
System (EDIS) by triage nurses, clerical staff and physicians during the patients’
presentation to the ED. The data is routinely collected and used by state and federal
governments to inform reviews and reports, such as the Emergency department care
2017-18: Australian hospital statistics (102). Initial analysis of the data identified that
only 4.8% of patients triaged as non-urgent (category 4 or 5) were recorded as being
referred to the ED by a health professional. Yet, an earlier study of this patient
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population in the same ED found 28.7% of patients had been advised to present by their
GP (1). The discrepancy in the proportion of patients stating they were ‘referred’ and
those who were recorded as ‘referred’ raised questions as to the accuracy of this variable.
We discovered that if referral status is not manually entered by clerical staff, the EDIS
system will record a default entry of ‘self-referred’. After discussion with clerical staff it
was learnt that not all patients are asked about referral. We believe patients answered
the anonymous waiting room survey accurately and that referral to ED by a health
professional is under-reported.
The initial aim of this study was to identify the service needs of patients referred to a
regional Australian ED and subsequently triaged as non-urgent (103). The amended
aim was to identify the health service requirements of patients with non-urgent
conditions presenting to a regional Australian ED and to translate findings into key
recommendations and priorities for future health service planning. The objectives were
amended accordingly. Figure 3.2 represents the initial aim of the study with the
amended aim and objectives represented in Figure 3.3.
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The need for these changes to the study design, including modifying our initial aim due
to the under-reporting of the incidence of referral, reflects the challenge of research in
“dynamic and constantly changing” complex healthcare systems (100). To fit the new
aim the research objectives were modified accordingly and are discussed below.

3.3.2 Objective 1: To identify the profile of who presented to the ED with non-urgent
conditions and when and why they presented
To achieve this objective, we determined to:
1.

Develop a profile and identify trends in who is presenting and when they
presented

2. Identify patterns in over-represented patient groups
3. Identify trends in discharge diagnoses.
Once the profile of patients attending the ED with non-urgent conditions was
established in the quantitative analysis, it was used to inform a purposive sample for
the qualitative phase.

3.2.3 Objective 2: To identify the perceived needs and service requirements of overrepresented patient groups presenting to the ED with non-urgent conditions
The steps taken to fulfil this objective remained in line with the study protocol, with
the exception of the focus moving from patients who were referred to population
groups over-represented in the first phase. This patient population were identified as
over-represented during the quantitative analysis and consequently informed the
purposive sample.
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3.3.4 To interpret and translate research knowledge into local health service
recommendations
The final objective followed the study protocol and adopted a nominal group technique
(NGT) to set the agenda for the forum and to reach consensus. This was not originally
stated in the protocol paper. The method for this phase is described below and in the
manuscript submitted for publication (Chapter 6).
3.3.4.1 Nominal Group Technique
As a consensus method, NGT is recognised as a suitable method for bringing key
stakeholders from varying backgrounds together to discuss a given problem. It was
developed by Delbecq and Van de Ven in 1968 and has been widely used in healthcare,
education and social services (104). It is recognised as an efficient, and expedient,
decision-making tool in organisations and systems with limited time. Delbecq et al.
discuss human behaviour characteristics where there is a tendency to identify and
implement solutions before a problem is clearly understood; this is referred to as a
‘problem-minded’ approach.
Nominal group technique includes four clearly defined steps:
1.

Silent generation of ideas

2. Round-robin including all participants (no discussion or clarification)
3. Group discussion and clarification of ideas
4. Voting (silent) and ranking (calculation) of priorities and recommendations.
One strength of NGT is that the problem and the surrounding knowledge are presented
before solutions are identified (104). This method is a proactive problem-minded
approach which facilitates the identification based on the problem and its causes. As
highlighted by Morley and colleagues (11), a number of solutions to address population
needs have been implemented, but rarely have the underlying causes been clearly
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understood before the solutions have been implemented. By using NGT the research
team planned to present the group with contextually relevant knowledge based on the
drivers of ED demand by people with non-urgent conditions from the local community.
This is discussed further in Chapter 6.
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CHAPTER 4 – Phase 1 (qualitative)
Socioeconomic disadvantage as a driver of non-urgent
emergency department presentations: A retrospective data
analysis

4.1 Overview
This chapter contains the first phase of the study, the retrospective data analysis of
seven years of routinely collected emergency department data. The data collection
period was from July 2009 to June 2016. The chapter identifies the profile of who
presented to the ED with non-urgent conditions and when and why they presented.
Section 4.2 of this chapter presents the contents of a paper published by PLOS ONE in
April 2018. The paper was invited for inclusion in a special collection of research
focusing on disparities and inequity in health. The formatting and referencing have
been modified to ensure continuity within the thesis. The original publication and
invitation to publish are included as Appendix 4 as per University of Tasmania
guidelines. The Human Research Ethics Committee (Tasmania) Network approval
letter H0016504 is included as Appendix 5
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PLOS ONE
PLoS ONE 15(4): e0231429
https://doi.org/10.1371/ journal.pone.0231429

4.2 Socioeconomic disadvantage as a driver of non-urgent emergency
department presentations: A retrospective data analysis
4.2.1 Abstract
Background: Globally, emergency departments (EDs) are struggling to meet the
service demands of their local communities. Across Australia, EDs routinely collect data
for every presentation which is used to determine the ability of EDs to meet key
performance indicators. This data can also be used to provide an overall picture of
service demand and has been used by health- care planners to identify local needs and
inform service provision, thus, using ED presentations as a microcosm of the
communities they serve. The aim of this study was to use ED presentation data to
identify who, when and why people accessed a regional Australian ED with non-urgent
conditions.
Method and materials: A retrospective data analysis of routinely collected ED data
was undertaken. This included data obtained over a seven-year period (July 2009 to
June 2016) in comparison with the Australian Bureau of Statistics census data. Analysis
included descriptive statistics to identify the profile of non-urgent attendees and linear
regression to identify trends in ED usage.
Results: This study revealed a consistently high demand for ED services by people with
non-urgent conditions (54.1% of all presentations). People living in the most
disadvantaged socioeconomic decile contributed to 36.8% of these non-urgent
presentations while those under 25 years of age contributed to 41.1%. Diagnoses of
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mental health and behavioural issues and of non-specific symptoms significantly
increased over the study period (p < 0.001) for both diagnostic groups.
Conclusion: The over-representation by those from the most socioeconomically
disadvantaged areas highlights an inequity in access to services. The overrepresentation by those younger in age indicates behavioural patterns based on age.
These key issues faced by our local community and the disparity in current service
provision will be used to inform future health policy and service planning.

4.2.2 Introduction
Emergency departments have been described as a microcosm of the communities they
serve, meaning that they encapsulate features of the wider community (2). Challenges
faced by emergency departments (EDs) can reflect deficits in community-based
resources (3). As increasing demands for ED services continue to be reported globally,
it is timely and necessary to identify drivers of ED demand. In Australia, over 8.3 million
people accessed ED services between July 2018 and June 2019 (335 per 1000 population),
48% of whom were triaged to the two least urgent triage categories (8). The Australian
Triage Scale (ATS) is a five-tiered triage system with ATS 4 and 5 being the least urgent
categories, patients triaged to these categories are assessed as being safe to wait for one
or two hours respectively (19). For the purpose of this study, we refer to ATS 4 and 5
presentations as non-urgent. We are confident that this group of patients included
some who could have had their needs met in a primary care setting.
International research investigating these least urgent presentations has identified
drivers of ED demand such as: patients’ perceived need for urgent attention (36, 42,
70); age and gender (1, 35, 36); access to alternative services (46, 63, 67), and
socioeconomic position (42, 46, 53). Identifying drivers specific to individual EDs can
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inform service planning (3). Furthermore, a mismatch between the known causes of ED
demand and solutions implemented was identified in a systematic review and
highlights the need to develop interventions that address specific causes (11). These
external drivers contribute to the challenge for hospitals and health services in
implementing successful and sustainable solutions.
Furthermore, our understanding of the demand for ED services is complicated by
contextual differences. These differences challenge the successful implementation of
solutions. Variation in demographic profiles, community healthcare needs and service
availability influence how and when people access services, including the decision to
present to an ED with a ‘non- urgent’ condition (105). Socioeconomic position, for
example, has been identified as having both a positive and negative correlation with
populations accessing EDs. This correlation is observed to vary across contexts, with
one study identifying greater representation by populations from mid-high
socioeconomic areas [10] while others report greater representation from lower
socioeconomic areas (42, 53). Of the studies that reported age and gender, one found a
higher incidence among middle aged females (36) while another found a higher
incidence among young males (35). These studies demonstrate the unique microcosm
within EDs and provide an indication of healthcare needs within their respective wider
communities.
Tasmania, Australia’s smallest State, with a population of 517,000 (106), has the highest
rate of non-urgent ED presentations, with 88,000 triaged as ATS 4 or 5 in 2018–19 (8).
This island State is separated into three geographic regions with governing health
services in the North, Northwest and South all operating under the overarching
jurisdiction of the Tasmanian Health Service (25). The population of Northern
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Tasmania is older (median age 43 years compared to 38 years nationally) and more
socioeconomically disadvantaged (median weekly income $537.00-AU compared to
$662.00-AU nationally) than other Australian regions (31), compounded by inequitable
access to primary care services in regional and rural Tasmania (71). There are
considerable regional differences in the profile of ED patients across these three regions
highlighting the importance of identifying trends and types of ED presentations to
inform service planning (11). These regional variations in population healthcare trends
and the mismatch between identified causes and solutions to address ED demand
highlight the importance of bringing together knowledge and understanding of the
drivers for ED demand before implementation of sustainable solutions.
In research conducted in Northern Tasmania, 31% of patients who present to the ED
with non-urgent conditions would have preferred to be managed by their general
practitioner (GP) if they had been available (1). The limited service options (71) in this
community and the distance to alternative EDs (the nearest is a smaller rural facility
located 90km from the study hospital) contribute to ED demand. Moreover, there are
no private EDs or urgent care facilities in Northern Tasmania. Northern Tasmanian
residents also have limited access to primary care services within the community once
business hours have ended. Business-hours have been defined as between 0800 to 1800
Monday to Friday and 0800 to 1200 Saturdays; public holidays and all other times are
considered after-hours (107). These limited service options indicate potential
challenges around timely access to alternative services.
Emergency departments are the ‘canary in the coalmine’ for health services and the
communities they serve (2). Demands for ED services are reflective of broader
population health- care needs (3) and are influenced by the availability of services
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within the community (46, 49). The aim of this paper is to establish a profile of who,
when and why ED services were accessed by people with non-urgent conditions. The
objectives are to:
1.

Develop a profile and identify trends in who is presenting and when.

2.

Identify patterns in where people come from, including the socioeconomic

position.
3.

Identify trends in discharge diagnoses.

This paper forms part of a larger body of work using an explanatory sequential mixed
method to gain a deeper understanding of factors contributing to the decision to
present to an ED with non-urgent conditions and develop relevant and sustainable
strategies for health service planning.

4.2.3 Materials and methods
Retrospective analysis of routinely collected hospital data was undertaken for all
presentations triaged as ATS 4 or 5 at a single regional ED, between 1 July 2009 and 30
June 2016. This consisted of data entered into the Emergency Department Information
Systems (EDIS) by ED staff at time of the patient’s presentation, or at the time of
discharge. Variables used in this analysis included: date, day of week and time of arrival
to the ED; gender; mode of arrival; suburb of residence; discharge diagnosis; discharge
destination, and referral on discharge. The first six variables were entered into EDIS by
the triage nurse or clerical staff at the patient’s time of arrival. The latter three were
added by the treating physician or nursing staff at the time of departure. Diagnoses are
based on International Diagnostic Codes, revision 10, as outlined by the World Health
Organisation (108). It was beyond the scope of this project to review presentations
across all triage categories.
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Research ethics approval was granted by the Tasmanian Human Research Ethics
Committee (H0016504). Deidentified data were provided by the Tasmanian
Department of Health and Human Services (DHHS). This data is not publicly available
in Australia and permission was not provided for it
to be made publicly available.
4.2.3.1 Study setting & participants
This study was undertaken in a large regional
hospital in Northern Tasmania with a total bed
capacity of 300 and a 26 bed ED (109). Serving as a
referral centre for a population of 143,500 (106)
dispersed across 20,000 square kilometres. Data
used for this analysis was from July 2009 to June
2016, for ATS 4 and 5 presentations. The DHHS also
provided the total count of all ED presentations by
month across all triage categories so the proportion
of ATS 4 and 5 could be calculated. Further
explanation of the included study population is
provided in Fig 4.1.
We have included all ATS 4 and 5 presentations
who resided in the regional city (Launceston) and
its surrounding suburbs. Excluding those from
outside this region allowed us to develop a profile
of who, when and why the local community
Figure 4.1. Summary of ED
presentation numbers, July
2009 to June 2016

choose to access ED services, thus focusing on
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local drives of ED demand. This area was defined by using statistical area (SA) codes
allocated by the Australian Bureau of Statistics (ABS). The greater Launceston area has
an SA3 code of 60201. All suburbs with this code were included in the study area and
total population was 81,029 in 2016 (110). Population growth in this region was just
2.5% between 2011 and 2016 compared to the national growth of 8.3% (110, 111).
Data relating to socioeconomic position was derived from ABS data. Five-yearly census
data is used to calculate average values of various socioeconomic indexes across
geographical areas, known as Socioeconomic Indexes for Areas (SEIFA). One of these
is the Index of Relative Socioeconomic Disadvantage (IRSD), which is the preferred
measure to use when investigating disadvantage or lack of disadvantage (112). This
index is based on national socioeconomic classification, and takes into account income
and additional variables including unemployment, disability, sole-parent status, level
of education, employment classification, etc. (112). Each suburb is given a score based
on these variables, the lower the score the greater the disadvantage. The ABS also
aggregate suburbs into deciles, dividing Australia’s population into ten evenly sized
population groups. Ten percent of the Australian population fall into each decile with
IRSD 1 being the 10% of those with greatest disadvantage and IRSD 10 being those with
the greatest advantage. The histogram of IRSD scores has a long left-tail (at the end of
greatest disadvantage), so the difference in disadvantage between decile 1 and decile 2
is larger than between other pairs of adjacent deciles (113). The IRSD score and deciles
were linked to ED data using the suburb of residence in order to determine
socioeconomic position.
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4.2.3.2 Data analysis
Initial review of the data included all presentations to the regional ED triaged as ATS 4
or 5. The patient’s suburb/town of residence was used to exclude attendees from
outside this regional city. The decision to focus only on presentations from the local
area was to gain greater insight and understanding of the local community and to limit
outlying factors that may have influenced the decision by non-local attendees to
present to the ED.
Descriptive statistics were calculated using SPSS (95) to summarise the profile of
patients accessing the ED with non-urgent conditions throughout the seven-year study
period. Linear regression was used to explore trends over time by mode of arrival,
referral on departure, episode end status, time of arrival (in-hours versus after-hours)
and International Classification of Diseases, version 10 (ICD-10) (108). ABS national
census data from 2011 and 2016 (110, 111) were used to calculate age-standardised
presentation rates by suburb (age-standardised to the overall age distribution profile of
the Launceston region in 2016), with linear interpolation used to estimate populations
in years between 2011 and 2016. Linear regression, weighted by 2016 suburb
populations, was used to fit a trend-line showing the association between agestandardized presentation rate and IRSD, with an outlier suburb excluded. RStudio
(114) was used for regression analyses and plots.

4.2.4 Results
Between 1 July 2009 to 30 June 2016, there were 305,599 ED presentations across all
triage categories (ATS 1–5). Fig 1 provides a summary of how we determined the number
(n = 109,633) included as the study population. Our objectives were to: describe the
profile of ED attendees and trends over time through retrospective analyses of routinely
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collected hospital data; identify the usual place of residence and socioeconomic
position of people attending the ED with non-urgent conditions, and to summarise the
most frequent discharge diagnoses of the study population and trends over time.
4.2.4.1 Profile and trends of people presenting with non-urgent conditions
The first objective was to develop a profile and identify trends in who is presenting and
when. The number of non-urgent presentations to the ED revealed similar numbers
between the first and last 12-month periods, July 2009 to June 2010 (n = 15,322) and
July 2015 to June 2016 (n = 15,139). Over the seven-year study period the annual rate of
non-urgent presentations among local residents varied between 186 to 205 per 1000
population. Figure 4.2a shows average daily rates by month of all non-urgent
presentations. While there were short-term fluctuations in presentation numbers,
regression analysis did not reveal any long-term linear trend in the number of
presentations (p = 0.61). Over the seven-year study period non-urgent presentations by
local residents ranged between 38 and 48 per day (Figure 4.2a).
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Figure 4.2. Trends in presentation numbers and time of arrival, ATS 4 and 5, July 2009 –June
2016.
4.2a. Average ATS 4 and 5 presentations by month, adjusted by days in month (p = 0.6).
4.2b. ATS 4 and 5 presentations, July 2009 to June 2016: time of day and day of week.
4.2c. Average in-hours ATS 4 and 5 presentations by month, adjusted by days in month (presentations
0800 to 1800 Monday to Friday and 0800 to 1200 Saturday). P-value for downward trend: 0.006.
4.2d. Average after-hours ATS 4 and 5 presentations by month, adjusted by days in month (presentations
at times of week not included in Fig 2C, plus all presentations on public holidays). p- value for upward
trend: < 0.001.

Analysis of age identified that younger people were over-represented among nonurgent presentations. The median age of the study population was 29 years compared
to a median age in this regional city of 39 years (115). Table 1 provides a summary of
presentation and population numbers aggregated by age. The age profile of the local
population was recorded to remain stable between census periods, for example, those
under 25 years of age continued to contribute to 31–33% of the local population
between census periods.
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Table 4.1. Profile of patients by gender, age and index for relative socioeconomic
disadvantage (IRSD) versus profile of local population, ATS 4 and 5, July 2009 to June
2016.
No.

% (n = 109 633)

% of local population (n = 81,029: ABS, 2016)

Male

56 281

51.3

48.2

Female

53 293

48.6

51.8

Gender

Age (yrs)
0–4

9 543

8.7

5.9

5–14

11 936

10.9

11.9

15–24

23 531

21.5

14.5

25–34

18 296

16.7

12.5

35–44

13 737

12.5

12.1

45–54

10 902

99

13.3

55–64

7 955

72

12.0

65–74

5 907

54

98

75–84

4 819

44

52

85+

3 037

28

25

IRSD by suburb (decile)
1 (greatest disadvantage)

40 379

36.8

26.4

2

5 058

46

12

3

9 993

91

95

4

20 098

13.1

22.5

5

8 218

75

36

6

11 576

10.6

17.8

7

1 828

17

76

8

4 562

39

56

9

1 080

16

16

413

04

08

10 (lowest disadvantage)

Trends in mode of arrival revealed a consistency in the number and proportion of
patients arriving by their own means (87%; Table 4.2). Analysis of presentation
outcomes revealed a large proportion of patients either did not require any follow-up
or were referred to their GP (74.7%; Table 4.2) and were discharged home from the ED
(85.3%). For these two variables (arrival mode and presentation outcome), increases
were observed in the number of patients with non-urgent conditions who: arrived by
ambulance (average increase of 34 annually, p = 0.002); arrived with police (average
increase of 56 annually, p<0.001), or who required admission to hospital (average
increase of 56 annually, p<0.001).
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Table 4.2. Summary and trends in ED presentations for mode of arrival and outcome of
ED presentation, ATS 4 and 5, July 2009 –June 2016.
No. % (n = 109 663)

Trend: average annual change in
presentations per year (95% confidence
interval)

p-value for
trend

Mode of arrival
Arrived by own means

95 412

87.0

–64 (–170, 41)

p = 0.2

Ambulance

12 350

11.3

34 (13, 55)

p = 0.002

Police

1 565

1.4

56 (44, 67)

p < 0.001

Other

336

0.3

2.2 (–0.5, 4.9)

p = 0.1

Referred to on departure
GP or no further follow-up

81 914

74.7

88 (–8, 184)

p = 0.07

Emergency department

7 370

6.7

–135 (–166, –103)

p < 0.001

Outpatient department

8 916

8.1

–12 (–32, 8)

p = 0.2

Community services

3 010

2.7

10 (1, 20)

p = 0.03

Hospital admission (same day)

7 670

7.0

108 (93, 124)

p < 0.001

Other hospital admission

465

0.4

–4.7 (–8.3, 1.1)

p = 0.01

Other

318

0.3

–84 (–119, –49)

p < 0.001

Episode end status
Discharged home

93 567

85.3

1 (–114, 115)

p = 1.0

Did not wait/Left at own risk

8 571

7.8

–43 (–76, –9)

p = 0.01

Admitted

7 336

6.7

75 (56, 94)

p < 0.001

161

0.1

–3.1 (–5.5, –0.8)

p = 0.01

28

0.0

5.3 (–0.6, 11.3)

p = 0.08

Transferred
Other

Time of day and day of week are presented in Fig 4.2b with most non-urgent
presentations occurring between 0800hrs and 1800hrs with peaks observed on
Monday and Sunday mornings. Analysis of presentations occurring in-hours or afterhours revealed that 47.0% arrived in-hours with significant trends to in-hours and
after-hours presentation numbers (figure 4.2c and 4.2d). Average annual in-hours
presentations fell at a rate of 78 per year (95% confidence intervals 18 to 140, p = 0.012).
This was offset by a significant increase in after-hours presentations (rate of increase
108 annually, 95% confidence intervals 31 to 184, p = 0.006).
4.2.4.2 Non-urgent ED attendees and socioeconomic levels
The second objective was to establish a profile based on the IRSD deciles according to
the patient’s suburb of residence. This age-standardised analysis revealed an overrepresentation by residents living in suburbs categorised as having the greatest
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socioeconomic disadvantage (IRSD decile 1; Table 4.1). Ten percent of the Australian
population live in suburbs rated IRSD decile 1 compared to 26.4% of the Launceston
population (110). In this study, residents of IRSD decile 1 suburbs contributed to 36.8%
of non-urgent ED presentations. Further analysis using the underlying IRSD score for
each suburb revealed a strong negative correlation between IRSD score and the age
standardised rate of ED attendance (figure 4.3). Presentation rates for people with nonurgent conditions were 4.5 times higher from the most disadvantaged suburb
compared to the most advantaged. Residents from the most advantaged suburb (IRSD
score 1090) presented at a rate of 96 per 1000 population while residents from the most
disadvantaged suburb (IRSD score 591) presented at a rate of 434 per 1000 population.
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Figure 4.3. Age standardised ED presentation rates for ATS 4 and 5. Age standardised
presentations per 1,000 (population), by suburb of residence and index for relative
socioeconomic disadvantage (IRSD), July 2009 –June 2016.

4.2.4.3 Discharge diagnoses and trends over time
The number of presentations for the three most frequent overarching diagnostic groups
are summarised in Table 3 along with the three most frequently recorded subdiagnostic groups. Median age and results of linear regression analysis to determine
trends in diagnostic groups are also reported in Table 3.
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Table 4.3. Top three diagnostic groups and diagnostic groups with significant trends
(based on international statistical classification of diseases and related health problems
10th Revision: ICD-10). ATS 4 and 5, July 2009 to June 2016.
Diagnosis, top three ICD-10 In order of
frequency Most frequent sub- diagnoses

XIX–Injury, poisoning, certain other
consequences of external causes
Injuries to wrist and hand; head; ankle
and foot
XXI–Factors influencing health status
and contact with health services
Persons encountering health services for
examination and investigation; in other
circumstances; or for specific procedures
and health care
XVIII–Symptoms, signs &
abnormal clinical & laboratory
findings, not elsewhere classified
Symptoms and signs involving the
digestive system and abdomen; general
symptoms and signs; or involving the
circulatory and respiratory
systems
X–Diseases of respiratory system
Acute upper respiratory infections; chronic
lower respiratory diseases; or influenza
and pneumonia
V–Mental & behavioural disorders
Neurotic, stress-related and
somatoform disorders; mental and
behavioural disorders due to
psychoactive substance use; or
Mood [affective] disorders

No.
Proportion
presentations presentations
(% of sub- (n = 109 663)
(%)
diagnostic
group)
36 567

Median
age (IQR,
years)

33.3

25 (15–45)

13.7

33 (21–50)

19 988
(54.7%)
14 980

7.7

34 (19–60)
Significant
increase
(p <0.001)

6 700 (79.4%)

7 024

6.4

22 (5–39)

2.2

34 (23–48)

6 340 (90.3%)
2 363

1 664 (70.4%)

No change
(p = 0.973)

No change
(p = 0.156)

14 443
(96.4%)

8 442

Trend over
time

Significant
decrease
(p = 0.002)

Significant
increase
(p <0.001)

The most notable results from this analysis were the high proportion of discharge
diagnoses falling into the ICD-10 code for injury. One third of non-urgent presentations
were diagnosed with an ‘injury, poisoning, certain other consequences of external
causes’, the most frequent sub-diagnostic groups were injuries to distal limbs or head.
These patients were younger and there was no significant trend over the study period.
Significant increases in ED attendance were observed in two diagnostic groups, the first
being ‘symptoms, signs and abnormal clinical and laboratory findings, not elsewhere
classified’. The proportion of patients diagnosed into this non-specific group increased
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from 6.6% in 2009–10 to 9.1% in 2015–16 (p < 0.001), the equivalent of 70 additional
presentations per year.
Mental health conditions also increased significantly between 2009–16. These
presentations increased from 1.8% of the study population to 3.1% (p < 0.001), a 73.1%
increase in diagnoses relating to mental and behavioural disorders over seven years and
equivalent to 31 additional presentations annually.

4.2.5 Discussion
This research aimed to identify who, when and why people accessed the ED with nonurgent conditions. In the analysis of seven-years’ worth of routinely collected ED data,
we discovered:
•

No increase in total number of non-urgent presentations.

•

A significant over-representation by residents from socioeconomically
disadvantaged areas and those younger in age.

•

Increasing proportion of after-hours presentations.

•

Significant increases in presentations for mental health and non-specific
symptoms.

4.2.5.1 Consistent demand for ED services by patients with non-urgent conditions
The AIHW have consistently reported national increases in the number of annual ED
presentations over the past five years (102), but an increase was not observed in the
number of non-urgent presentations recorded to this ED during the study period.
Monthly plots of presentation numbers demonstrate short-term fluctuations in ED
usage for non-urgent conditions (Fig 2A and 2D), with presentation numbers between
186 to 205 per 1000 population per year. The simple linear regression we have
performed does not adequately model fluctuations. Analysis of the fluctuations was
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beyond the scope of this publication but is part of an ongoing investigation by the
research team.
A consistent demand for ED services by patients with non-urgent conditions has also
been reported in research conducted in North West Tasmania where limited general
practices services were identified as a driver (21). Furthermore, international literature
has identified links between the number of ED presentations and timely access to
primary care services (46, 49, 63).
Presentation numbers across day of week and time of day were observed to peak
between 0900 and 1100hrs and decreasing throughout the day (Fig 2B). This indicates
that a significant proportion of non-urgent presentations arrive during hours when
other services are open. Tuesdays to Saturdays demonstrated similar presentation times
and trends, however, peaks were observed on Sunday and Monday mornings. General
practice services on a Sunday are minimal in this regional community leaving residents
with the ED as the primary option. The peak on a Monday morning is likely to reflect
those, who have waited for regular services to open on a Monday morning but been
unable to secure an appointment, thus, resulting in an ED presentation. This again
highlights the availability of alternative services at the time of need as a driver of nonurgent ED presentations and may be of interest to local service providers aiming to
identify peak times and plan services and staffing based on demand.
4.2.5.2 Over-representation by those from lower socioeconomic suburbs and those younger in
age
The correlation between IRSD and the number of non-urgent ED presentations per
1,000 head of population demonstrates a striking over-representation by people living
in the most disadvantaged areas. The ED is located close to the central business district
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and is surrounded by suburbs with IRSD deciles between 3 and 7 (110). Furthermore,
the suburb with the highest presentation numbers per 1,000 residents is the same
distance from the ED as the suburb with the lowest presentation numbers, both being
11km from the ED. This shows that socioeconomic status is a stronger contributor to
ED attendance than distance in our region. A higher proportion of non-urgent ED
presentations by those living in close proximity has been previously reported (52, 63)
however, this was not the case in this study and highlights the contextual nature of how
local populations access health services.
The only exception to the correlation between socioeconomic position and incidence
of ED presentation (Fig 3) is the city centre. This appears to have occurred when the
person providing the patient’s details or staff member entering the data has listed the
over-arching area of Launceston as the suburb of residence rather than the patient’s
actual suburb of residence. For example, it is not uncommon for residents from
Launceston’s lowest IRSD suburbs to list their suburb of residence as Launceston where
it shares the same postcode as their actual suburb.
These presentations were plotted in Fig 3 as they contribute to the overall number of
presentations. However, the data from the city centre were excluded from the weighted
regression analysis to fit a trend line due to the recording error.
Findings of over-representation among populations with greater socioeconomic
disadvantage are varied across international literature. Some studies report similarly
over-represented presentations by disadvantaged communities (42, 52, 53) while a
Canadian study found mid-high-income communities were over-represented (46).
Additionally, a study from the UK (67) reported that disadvantaged communities had
lower ratios of GPs per 1,000 head of population. While it was outside the scope of this
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study to measure the number of GPs per 1,000 during the study period, it was observed
that none of the larger practices with ready access to additional services such as
pathology and radiology are located within the most disadvantaged areas of this local
community. Furthermore, northern Tasmania was reported to have fewer full-time
equivalent GPs in 2014, 70.3 per 1,000 population, versus 85.4 per 1,000 in southern
Tasmania (116). These findings highlight contextual differences in the ability of
populations to access health services and demonstrates a disparity in the provision of
healthcare services in the most socioeconomically disadvantaged areas of this
community. Further supporting this finding, are two studies, one from the US focusing
on paediatric presentations (54) and the other from New South Wales looking at all
presentations (adult and paediatric) (22). Both studies found that fewer GPs per 1000
population contributed to higher rates of non-urgent ED presentations.
Being younger in age was also a significant factor with a clear over-representation by
those in the 0 to 4 and 15 to 24 age groups. These two groups were 1.5 times more likely
to present with a non-urgent condition than the rest of the study population. This
finding is consistent with international studies from the United States (42, 52), Canada
(63), Switzerland (5, 35), the United Kingdom (53), and Australia (1, 22) all observing
an over-representation in non-urgent presentations by younger populations.
Consideration of why this over-representation is occurring may contribute to further
understanding of the decision-making processes of young people and access to
alternative services for this group.
It is likely that the over-representation of residents from socioeconomically
disadvantage areas and by those younger in age is reflective of challenges faced by these
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populations in accessing the right service at the right time and located in the right place.
This information will be of interest to future service planning.
4.2.5.3 Increased non-urgent presentations after-hours
An increasing number of people arriving after-hours was also identified (Fig 2D). Most
GP services in this community are available within normal business hours (0800 to
1800 weekdays and 0800–1200 Saturdays, excluding public holidays). Access to
services is limited outside these times. The increase in demand for after-hours services
is likely to reflect a lack in available services within the community at the time of need.
Two other Tasmanian studies also found increases in after-hours presentations (25, 117)
while another local study identified 31% of patients attending the ED would have
preferred to be managed by their GP if they had been available at the time of need (1).
These findings further support the need for the right services to be available at the right
time. As the third Tasmanian project to report a significant increase in the demand for
after-hours services it is likely that further research exploring service demand and
availability during these hours may assist in informing the provision of timely, patientcentred services and reduce ED demand.
4.2.5.4 Increased presentations with non-urgent mental health diagnoses and with nonspecific symptoms
The final objective was to identify prominent reasons for presentations through analysis
of discharge diagnosis (Table 3) based on ICD-10 codes (108). Unsurprisingly,
presentations as a result of injury were the most common discharge diagnostic group
with one third of all non-urgent presentations being as a result of ‘injury, poisoning,
certain other consequences of external causes’. This is consistent with non-urgent
presentations across Australia, the AIHW reporting that in 2017–18 (102), 32.7% of non102 | P a g e

urgent ED presentations were allocated into this principle diagnostic group. Other
studies have also found similar proportions for this diagnostic group (1, 24).
A significant increase was observed in diagnoses into the non-specific group of ‘signs
and symptoms or abnormal clinical findings not elsewhere classified’. This includes
people who present to the ED for simple examination, investigation or observation, the
proportion found in this study is reflective of nationwide trends for this principle
diagnostic group (102). The significant increase may be explained by international
research which clearly identifies the patient’s perceived need for urgent medical
attention as a major theme when investigating reasons for accessing ED services with
non-urgent conditions (1, 5, 42). The continued high proportion of patients who were
discharged home and did not require specialist follow-up in this study raises questions
around health literacy, health anxiety and timely access to alternative services.
Diagnoses of ‘mental and behavioural disorders’ was the only other diagnostic group
observed to increase significantly with an additional 30 people per year presenting to
this regional ED. To the best of our knowledge, this patient group has not been
identified as an increasing proportion of non-urgent ED presentations. In 2017–18 the
AIHW recorded 2.6% of ATS 4 and 5 presentations resulting in a mental health or
behavioural diagnosis, for the same period this regional ED observed 3.1% (102). While
these are similar proportions to national figures, we were able to identify a concerning
increase of 73.1% between 2009–10 and 2015–16 in our regional ED. Limitations in
AIHW reporting meant we were not able to compare this increase with earlier national
numbers. A patient triaged as an ATS 4 or 5 with a mental health presentation must
demonstrate the ability to provide a clear history without signs of restlessness or
aggression (19).
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It is not known what has caused this dramatic increase in mental and behaviour
diagnoses within the local region. However, if the ED provides an indication of people’s
healthcare needs and the level of access to services within the community, this increase
must be a warning to local service providers. Mental health was identified as the
predominant concern for young people in a 2018 national survey of over 28,000
participants aged 15 to 19 years (118). This report identified for the first time in 17 years
that the top concern for youth was mental health. This growing concern among young
people and the increasing presentation numbers within this regional community
provide policy makers and service providers with a clear local need.
4.2.5.6 Limitations
This longitudinal observational study was reliant on routinely collected hospital data;
efforts were made to review data for possible discrepancies. The findings are largely
reliant upon the quality of data collected at the time of the patients’ presentation.
Population and socioeconomic position data were based upon ABS data collected in
2011 and 2016 with changes occurring across this time period, to allow for these changes
we presumed a direct linear relationship between the two data collection periods. This
may not reflect true numbers but provided the closest solution to changes available
between these two time periods.
Data provided by the DHHS were for ATS 4 and 5 presentations only, therefore it was
not possible to compare presentation trends across all triage categories. This broader
analysis was beyond the scope of this project and highlights an area for future enquiry.

4.2.6 Conclusion
The ED is a ‘canary in the coalmine’ for the greater health service and community. The
over-representation of population groups and increases in demand provide clear
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indicators of the healthcare needs of members of the local community. Patients
presenting to this regional ED with non-urgent conditions were younger than the local
demographic profile and up to four times more likely to live in the most disadvantaged
communities, raising the question of service accessibility and availability in areas of
need. In addition, patients are increasingly presenting with non-specific symptoms and
with mental health and behavioural issues. These findings will be of use to policymakers in planning for enhanced primary care service for the young and for people with
mental health issues from our most disadvantaged communities.
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CHAPTER 5 – Phase 2 (qualitative)
Primary care or emergency department? Factors influencing
the decisions of socioeconomically disadvantaged populations:
a qualitative enquiry

5.1 Overview
Chapter 5 presents the second phase of this study. This phase was informed by key
results contained in the previous chapter and contains the qualitative thematic analysis
of patient interviews and general practice focus groups. The results from Phase 1
relating to younger age (0–4 or 15–24 years of age) and being from socioeconomically
disadvantaged suburbs were of particular interest and informed the purposive sample
for this phase.
The aim of this chapter was to explore the need and service requirements of young
people with non-urgent conditions from disadvantaged suburbs attending a regional
ED.
This chapter presents the content of a paper under review with the Australian Journal
of Primary Health (AJPH). The Human Research Ethics Committee (Tasmania)
Network approval letter H0017492 is included as Appendix 8
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5.2 Abstract
Emergency department (ED) presentations reflect the profile and health care needs of
the community. In regional Tasmania there is a known over-representation of young
people from disadvantaged suburbs who present with non-urgent conditions, yet there
is limited understanding of why this occurs. The aim of this study was to explore the
need and service requirements of young people from disadvantaged suburbs.
We used purposive sampling and conducted nine interviews with patients and three
focus groups with general practice staff. Thematic analysis revealed three key themes:
a need for care or services; availability of services; and qualities valued by patients.
Findings highlight that young people have a genuine perceived need for urgent medical
attention and experience challenges in accessing alternative services. This study will be
useful in informing policy and primary health care service planning.
Summary text for table of contents (AJPH)
Equitable access to healthcare services is an essential aspect in the provision of
healthcare and for improvement of health outcomes for populations. Annually, around
half of all emergency department presentations across Australia are allocated to the two
least urgent triage categories, some of whom could be more suitably managed
elsewhere. The findings from this study will be of interest to policy makers and health
service planners aiming to provide the right services at the right time and in the right
place.
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5.3 Background
The demand for healthcare services experienced by emergency departments (EDs)
reflects the unique community profile in which they are located (119). Emergency
departments have been referred to as the ‘canary in the coalmine’ for hospitals and
healthcare services (2). In other words, trends in ED presentations regarding who, when
and why can be used by policy makers and health service planners as an indication of
community need and potential shortfalls in existing services (3). Global research
indicates the causes of the demand for non-urgent services are not necessarily universal
(3, 119).
Many studies have used ED patient questionnaires to gain greater understanding of
why people with non-urgent conditions access ED services and to identify what type of
primary health care (PHC) services could provide a suitable alternative to the ED. These
studies provide insight into patient experiences and perceptions, including: limited
access to general practice services (1, 38); patients’ perceived urgency (38, 67); and the
convenience of ED services with access to radiology and pathology services (1, 5).
Quantitative methods provide valuable measures and trends, but the decision-making
process and perceived access of PHC or ED services can be better understood through
qualitative enquiry. Researchers who have used qualitative methods to investigate the
PHC requirements of ED-users with non-urgent conditions have revealed common
factors, including: limited knowledge of alternative services (68); past experience and
communication with health services (67); referral to ED from PHC (4); and deep-rooted
fear regarding symptoms (66). These studies provide insight into the international
context, but there is little known from an Australian perspective.

108 | P a g e

5.3.1 Study context
Australia’s smallest state, Tasmania, faces significant challenges in population
demographics. With a dispersed population of 517,000 (120), Tasmanians are older
than the national average (43 versus 38 years), experience greater socioeconomic
disadvantage, and Tasmanians have the highest dependency ratio (59.7% versus 52.7%)
(30). Additionally, Tasmania has the lowest rate of bulk-billing for GP services in
Australia (74.6% versus 84.7% nationally) (121).
Recent analysis of seven years of non-urgent ED presentation data in Northern
Tasmania identified that young adults from the most disadvantaged suburbs were
substantially over-represented in attendances. The most common reason for
presentation was for minor injury (33%) with half of the non-urgent presentations
occurring during business hours (119). A qualitative approach was used to elicit the
experiences and perceptions of patients and PHC professionals. The aim was to explore
the need and service requirements of young people with non-urgent conditions from
disadvantaged suburbs attending a regional ED.

5.4 Methods
5.4.1 Study design
This qualitative study forms part of a larger explanatory sequential mixed method
project aiming to understand who presented to the ED with non-urgent conditions and
when and why they presented. The first phase informed the profile of patients which
was used to inform a purposive sample for this study. Findings from semi-structured
interviews with patients were combined with findings from the earlier research in our
region (1, 119) and used to inform focus groups in general practice.
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5.4.2 Patient interviews
Patients aged under 25 years (or parents of children/adolescents) triaged to the two
least urgent categories (4 or 5) and residing in socioeconomically disadvantaged
suburbs were provided with study information and invited to express an interest in
participation. Semi-structured phone interviews were conducted, and detailed notes
taken by the researcher. The researcher checked responses with participants by
repeating them back, allowing an opportunity for participants to add to or clarify
responses and ensure accurate noting. The proposed interview guide is provided in
Table 5.1.
Table 5.1. Guide for semi-structured patient interviews.
1. How did you come to make the decision to present to the ED?
2.

How would you describe your visit to the ED?

3.

What is the most important thing to you when deciding where to go?

4.

In a ‘perfect world’ what would your best option have been?

5.4.3 General practice focus groups
General practitioners, practice nurses and practice managers from general practices
working with disadvantaged communities were invited to participate in focus groups.
Participants were asked to share their perceptions and experiences in response to
previous research undertaken in our region (1, 119). Focus group interviews were
recorded and transcribed.

5.4.4 Analysis
We used an inductive process of thematic analysis (figure 5.1) (122). This involved the
lead researcher using a manual approach of reading and re-reading notes and
transcriptions for observations and familiarisation. Initial codes were identified; these
were data-driven and helped organise the data. Codes were then sorted into
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managers with years of experience ranging between one to twenty-five. Interviews took
approximately fifteen minutes, while focus groups ran for sixty minutes. Pseudonyms
were applied to patient participants, GPPs were allocated a code (GPP-1 to GPP-15).
Three key themes were constructed from analysis of interviews and focus groups: a
need for care or services; availability of services; and qualities valued by patients (Table
5.3).
Table 5.2. Demographic profile of semi-structured interview participants
Patient’s
Participants Patient’s Interviewee
Age of
Name
Patient
Gender
(Self/Parent) Occupation
(years)
Abbie

F

Parent

Student

16

Brayden

M

Self

Student
(University)

20

Cathy

M

Parent

Student

12

Deb

F

Self

Casual employee

25

Ethan

M

Self

Student

22

(Technical College)
Faith

F

Parent

Student

15

Georgie

F

Parent

Student

16

Heidi

M

Parent

Student

15

Isabel

M

Parent

Student

4

Table 5.3. Key themes and sub-themes

Theme
A need for care or services

Sub-theme
Perceived urgency
Need for reassurance

Availability of services

Timeliness
Affordability
Referral
Location of services

Qualities valued by patients

Communication
Connection
Comfort
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5.5.1 A need for care or services
Patients and GPPs identified a need for care or services as a driver for accessing ED
services, defined as the ability of patients to identify and act upon their need for medical
opinion. This was discussed as a perceived urgency for medical attention or reassurance
regarding their symptoms.
5.5.1.1 Perceived urgency
In discussion of perceived urgency, patients and GPPs described anxiety or fear
regarding symptoms:
"It was like three days before I could start treatment [from my GP]. I was
[fairly] miserable, and then I went to the hospital ‘cos I can’t even drink
water without throwing up. Not only do I live alone but all my family are in
[another state].” (Brayden, young adult)
“I think there’s a fear of something that they [patients] should have done
but then didn’t” (GPP-1)
Patients also identified the urgency of others in the ED: “I know [ED staff] have to
prioritise” (Georgie, mother of 16-year-old female). Another expressed concern of
taking healthcare providers away from more urgent needs of others:
“I don’t want to be going and taking up space, because I understand that
there’s like a backlog … if I’m just in the waiting room, burning people’s time
and there’s a serious thing there, I don’t want to take time away from
someone.” (Brayden, young adult)
5.5.1.2 Reassurance
Patients described their need for reassurance regarding symptoms, particularly in the
instance of injuries where they identified the likely need for radiology services. One
mother explained, “I would still go to the ED because that’s where [radiology] is,” (Cathy,
mother of 12-year-old male). For others, reassurance was described as a need for
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information, “The main thing was to know what the problem was.” (Abbie, mother of
16year-old female). Or, “I needed to know if my injury was serious” (Ethan, young adult).
The GPPs identified reassurance and a potential relationship between reassurance and
patients’ health literacy.
“[In disadvantaged areas there is] less education in relation to health
matters and [patients are] probably less able to make a decision about
whether they really need to be able to turn up in a hospital facility of not.”
(GPP-6)
The GPPs considered the role of social media and the growing awareness of and need
for mental health services as increasing the need for reassurance and drivers of ED
presentations.
“I think social media has got a lot to do with that as well [group
agreement]. Somebody will access [social media] and when they do
everything that they see sounds terrible.” (GPP-1)
“We are definitely seeing more mental health. You know, anxious kids and
then they get depressed and they try a little bit of this and a little bit of that.
Mum and Dad are wringing their hands - when you’ve got mum and dads
involved, not knowing what to do - it’s very common.” (GPP-14)

5.5.2 Availability of services
The second theme, availability of services, refers to opportunity for patients to access
medical services once a need was identified. During analysis, it was recognised
participants discussed this in terms of timeliness of service, affordability, referral to the
ED, and location of services.
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5.5.2.1 Timeliness of services
Timely access to services was discussed by goth groups. Patients focused on challenges
accessing same-day appointments while GPPs discussed challenges in providing sameday appointments while balancing existing appointments. Patient participants stated:
“I tried the GP and I often try [after-hours in-home doctor] but they don’t
always come out to my area. When they won’t come, I go to the hospital.”
(Faith, mother of 15-year-old daughter)
“Accessibility to care is the most important thing, it’s so hard to get an
appointment. I would go to the GP if they were available but that’s unlikely,
it usually takes two weeks to get an appointment unless I ring at 9am on the
day.” (Isabel, mother of 4-year-old male)
All three GPP focus group discussed managing daily demand:
“In relation to our bookings we have changed a fair bit, we’ve got almost 30%
book on the day now.” (GPP-1)
“At least they can see the nurse first and then if a doctor is required then they
always go and see them, as per the need, like a non-booked urgent
appointment, it’s like ‘squeeze-ins’.” (GPP-8)
“Yeh, [we] do up to a point [have available appointments], up until about
9.30am and then they’re all gone. It’s a lot that are left free for the day, they
fill up because there’s a demand. This is a [large] practice and they fill up.”
(GPP-14)
Timely access to mental health services was a concern among GPPs, who believed a lack
of availability within the community may contribute to ED presentations:
“Mental health I think, knowing that the wait time at [local youth service] is
extended. Yeh, there’s more patients [with mental health problems], because
they can’t access other services, so they [young adults] can’t access
psychology support from other providers in town, that adds to the
frustration.” (GPP-1)
115 | P a g e

5.5.2.2 Affordability
Affordability of services was discussed with opposing responses. Some participants
discussed a preference to pay for GP services rather than visit the ED.
“My job is casual, I don’t have sick leave, time off work is tricky, I’d prefer to
go to the GP and pay to get it sorted.” (Deb, young adult)
“The savvy consumers look at the overall cost, in terms of four to five hours
of sitting in an ED, versus getting an appointment and being able to sit at
home, or at work until the GP appointment. So, overall, they’re looking at it
from that time: cost equation.” (GPP-12)
Others discussed affordability of GP services.
“[Cost] is the most important thing. I’m willing to wait a long time [in the
ED] because I can’t afford the GP and x-ray” (Ethan, young adult)
“For [young adults], if the practice charges they may not feel that they can
pay for the service.” (GPP-5)
While GPPs discussed funding models as hindering the provision of affordable services.
“Ideally, I would love [to ask patients] just to pay $20 and that’s it because
most people will have $20 in their bank account, as opposed to $65, for some
people that’s a lot of money to have. They do get their refund straight away,
back from Medicare, but if they don’t have that initial $65 up front you can’t
charge a gap payment and then bulk-bill because that’s illegal, whereas to me
that would be ideal.” (GPP-4)
5.5.2.3 Referral of patients to the ED
Patients discussed ‘referral’ as the advice from a family member/friend or a medical
practitioner (GP or hospital specialist), they did not consider a letter as a necessary
requirement of referral. For example, one patient participant was referred to the ED by
a family member, another by a hospital specialist for the provision of a specialty
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pharmaceutical script and, another by her GP for oral antibiotics and wound dressing
provisions.
“I was talking to my mum, she’s a nurse and advised me I should have gone
to the hospital like the day before. Yeh, they advised me to go to the hospital”
(Brayden, young adult)
“Yeh, I saw my GP, he sent me back to the emergency department because
they didn’t give me dressings or antibiotics when I was discharged from
hospital.” (Deb, young adult)
Conversely, GPPs discussed ‘referral’ as a formal process (letter or phone call) to the
ED. They discussed using caution in referring patients to the ED yet acknowledged calls
to the practice were not tracked so were unable to comment on how many are
informally referred to the ED due to unavailability of appointments.
“I do take pride in trying to make sure anyone I send has got more than 50%
chance of getting admitted, I hate sending people in and them getting sent
home …” (GPP-12)
5.5.2.4 Location of existing services
This sub-theme was discussed in all GPP focus groups. Their concern was the lack of
services in areas of greatest need. When asked why they thought there was a higher
rate of non-urgent ED presentations from socioeconomically disadvantaged areas, one
participant stated: “It doesn’t surprise me. When you look at that area, there’s no big
super clinic or after-hours clinics, they’re all in town aren’t they” (GPP-4). In another
focus group a GP stated, “[Disadvantaged suburbs] are crying out for more medical
services” (GPP-12).
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5.5.3 Qualities valued by patients
The third theme related to the experiences of patients, the qualities they valued, and
GPPs’ perspectives on existing relationships and networks. This theme was defined as
the characteristics of a service provider or support network important to patients and
were discussed from the perspective of positive and negative experiences. Three subthemes were recognised: communication, connection, and comfort.
5.5.3.1 Communication
Communication was the need to feel listened to by health professionals and the ability
to understand what they were being told. Heidi (mother of 15-year-old son) and Ethan
(young adult) identified the importance of being listened to, and another participant
mentioned her difficulty with communication regarding her symptoms: “It wasn’t their
[ED doctor] fault I couldn’t understand them, but clear communication is important to
me” (Deb, young adult). A mother stated, “They explained everything to us, I’d go to the
ED again” (Faith, mother of 15-year-old female).
5.5.3.2 Connection
The GPPs discussed connection in the context of changes within family networks. They
identified these changes and the likelihood young adults have not yet engaged with a
regular GP as contributing to ED demand.
“I think they’re just not there too, because the extended family and nan would
tell you, ‘don’t worry dear, he’s just got a cough’”. (GPP-15)
“… the under 25 [years of age], they are most likely to not have a regular GP
practice. They rarely need to see a doctor, often more mobile.” (GPP-5)
This was also commented on by a patient participant who discussed the experience of
his flatmate:
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“My housemate is from [another city], he was looking for someone, he
struggled to get somewhere close that would see him, and they’ve gone ‘we
won’t take any more patients’. (Brayden, young adult)
5.5.3.3 Comfort
Patients highlighted the importance of feeling comfortable when seeking health care
and described the ED environment as unsuitable, uncomfortable or distressing. One
mother explained, “My son is autistic and it [the waiting room] is really hard with so
many people.” (Cathy, mother of 12-year-old male). Another stated, “I’ve been to ED a
few times and the long wait can be very distressing.” (Georgie, mother of 16-year-old
female). And, “My son has a fear of hospitals since [his last visit], but the nurse was
fantastic. She made him feel comfortable” (Isabel, mother of 4-year-old male).

5.6 Discussion
Interviews and focus groups provided a deeper understanding of the perceived needs
and service requirements of young people living in disadvantaged suburbs. The three
key themes provide greater insight into factors influencing the decision to present to
the ED with a non-urgent condition.

5.6.1 Perceived urgency and health literacy
Patient participants identified perceived urgency for medical assessment and a need for
reassurance regarding symptoms as a major factor for presenting to the ED. This
accords with international studies identifying perceived urgency as a driving factor in
non-urgent ED attendances (68, 69). In our study we also found patients expressed
anxiety and fear about the consequences of not seeking health advice. Fear and anxiety
can arise from an anticipation or awareness of some form of danger – this finding
provides deeper insight into how perceived urgency arises. Another research team also
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observed uncertainty and fear could drive the patient’s perceived urgency (66), which
then contributes to the need for reassurance (70).
The GPPs discussed a possible deficit in health literacy and the use of social media sites
as contributing to the need for services. Health literacy has been identified as one of
many factors contributing to healthcare access as it influences to an individual’s ability
to identify their need for care and to subsequently seek care (123). In this study, patient
participants demonstrated suitable health literacy when they discussed their need and
clearly explained their perceived urgency for medical attention or reassurance. Patients
demonstrated an awareness of the needs of others attending the ED and the need to
prioritise care in the ED, expressing concern their presentation may take time and
resources away from the more urgent needs of others. Patient participants also
discussed their preference for GP services but their inability to access these services led
to their ED presentation. No patients mentioned social media as the reason for their
attendance. This was in contrast to some GPPs who instead perceived a lack of patients’
health literacy and use of social media as contributors to ED presentations. Other
studies have also observed a tendency by healthcare professionals to ‘condemn’ the
behaviour of patients accessing ED services with non-urgent conditions (70, 92), yet in
this study we did not observe a reason for this. This highlights the need for healthcare
professionals, policy makers and health service planners to understand the factors
influencing patients’ decision-making processes when providing or planning services
and strategies to manage demand.

5.6.2 Right time, right place, right service:
Timeliness of appointments in general practice was discussed by both groups as an
actual or perceived unavailability of GP services and the convenience of EDs always
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being open. The GPPs discussed their experience and challenges in accommodating the
demand for same-day appointments despite efforts to leave appointments open and
allow “squeeze-ins”. Limitations in timely access to GP services is a common theme
internationally (67, 69). Limited timely access in our region is further supported by the
high incidence of non-urgent presentations occurring during business hours (47%)
(119).
The location of services was discussed by GPPs when asked to discuss findings of an
earlier study which demonstrated a disproportionate representation in non-urgent
presentations by residents from the most disadvantaged suburbs (119). One GP stated,
“[disadvantaged suburbs] are just crying out for more of medical services” (GPP-12).
Research conducted in Australia (22) and the USA (54) has demonstrated an
association between greater GP density and fewer non-urgent ED presentations.
Affordability was predominately discussed by GPPs who expressed concern regarding
current funding models and the cost to young and disadvantaged populations. They
believed cost was a factor in patients’ decision-making processes. The GPPs also argued
that the current model needs to be reviewed to ensure affordable access. Surprisingly,
affordability was not a major theme among patient participants or in an earlier survey
of 477 patients with non-urgent conditions (1). This finding was unexpected given the
region’s low rate of bulk-billing. In the 2016 study, it was determined that factors
contributing to non-urgent ED presentations went beyond cost. The response from
patients in this current study was in conflict with what the GPPs expected, and again,
demonstrates patients may be willing to pay for the right service available at the right
time. Discussions around cost and affordability are complex and contextual. Healthcare
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professionals in this study believed cost was a factor in patients’ decision-making
processes yet this was not a key factor for patients.
In our study, patients were referred for needs that could have been more suitably
managed elsewhere (e.g. oral antibiotics and dressing supplies), highlighting the
convenience of EDs for medical professionals. Studies investigating why patients are
referred to ED with non-urgent conditions are limited; to date there is knowledge this
occurs locally and internationally, but the underlying factors are yet to be understood
(1, 4). More work is required to gain greater understanding of this practice.
Service qualities valued by patients included communication, connection, and comfort,
highlighting important attributes of healthcare services. These are not new to the
discussion of health care provision but are not frequently discussed in literature around
non-urgent ED presentations. This finding assists in providing recommendations for
service planning. Some patients did not feel the ED was the right place for them or their
children and discussed the inconvenience of ED. Patients also discussed their
preference to be seen and managed in general practice but were not able to secure
timely appointments resulting in their ED presentation. This fits the conceptual
framework of access to healthcare developed by Levesque and colleagues (123) who
discuss service appropriateness and the ability of patients to engage.

5.6.3 Limitations
Our objective was to recruit a purposive sample based on the profile of overrepresented groups in non-urgent ED presentations identified in earlier research.
Potential participants included those living in socioeconomically disadvantaged
communities and aged under 25. The majority of those who expressed an interest were
parents of adolescents and only one young child. It is likely the perceptions and
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experiences of other members of the community might be different. General practice
focus groups were conducted among discrete groups of colleagues; it is possible there
may have been some reluctance to share openly; however, the investigators experienced
open and frank conversation and do not believe this was a limitation. A strength of this
study is the contextual focus, building on previous work in our region, providing a
picture of local needs and experiences.

5.7 Conclusion
This study aimed to gain a deeper understanding of the service requirements of
children and young adults from socioeconomically disadvantaged communities
attending the ED with non-urgent conditions. We discovered a genuine perceived need
for urgent medical attention with timely access to alternative services being a
contributing factor. The patients described using ED services with consideration,
making rational choices based on their need and service accessibility. This was in
contrast to the perceptions of health professionals who believed patients presented to
the ED because it was free or because attendees had poor health literacy.
The convenience of ED services was a key factor for both patients and health
professionals with patients valuing communication, connection and comfort when
accessing services. The findings of this study would be useful to inform health policy
and service planning aiming to meet PHC needs in disadvantaged communities locally
and further afield.
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CHAPTER 6 – Phase 3 (Interpretation)
Engaging health service leaders in research through nominal
group technique

6.1 Overview
The final phase of this study is presented in this chapter. This phase was informed by
key findings from the previous two phases, bringing them together to present to key
stakeholders in a collaborative forum. The aim of this phase was to address the
increasing number of mental health presentations to the emergency department (ED),
and the over-representation of young people and those from the most
socioeconomically disadvantaged suburbs presenting to the ED with non-urgent
conditions, by establishing priorities and recommendations.
This chapter includes the content of a paper under review with the Australian Journal
of Rural Health (AJRH). The Human Research Ethics Committee (Tasmania) Network
approval letter H0018233 is included as Appendix 9
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6.2 Abstract
Objective: In this paper we present a process for creative decision-making with key
health service stakeholders using nominal group technique (NGT). The aim is to
describe the use of NGT by researchers to assist in engaging stakeholders in a regional
setting to interpret local research knowledge and translate it into targeted local health
service recommendations. The purpose of the NGT was to develop priorities and
recommendations to address the increasing number of mental health presentations to
the emergency department (ED), and the disproportionately high number of young
people from the most socioeconomically disadvantaged suburbs presenting to the ED
with non-urgent conditions.
Method and design: This structured and democratic method enables all participants
to have an equal voice in discussion and decision-making and is recognised as beneficial
in time-pressured industries such as healthcare. The technique involved four steps:
silent generation of ideas; round-robin focused sharing; group discussion and
clarification of ideas; and voting and ranking of priorities and recommendations.
Setting and participants: This study was undertaken in Northern Tasmania and
brought together a diverse group of seventeen participants from the local health
service, university and community.
Results: Participants prioritised nurse practitioner and community paramedic models
to enhance equitable access to primary health care services in Northern Tasmania.
Conclusion: Nominal group technique was highly effective in bringing together a
diverse group of key stakeholders in our regional area. Evidence-based, contextually
relevant and targeted solutions were identified to address access to primary health care
services for vulnerable populations.
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What is already known
•

EDs are the canary in the coalmine for health services and the communities they

serve. Over-representation of presentation types demonstrates community health
needs and service availability.
•

In 2018-2019 the equivalent to the combined populations of Brisbane and

Adelaide presented to EDs across Australia and were triaged to the two least urgent
categories.
•

Rural and regional Australian areas demonstrate a higher proportion of non-

urgent presentations than urban areas.
What this paper adds
•

An effective approach to engaging key stakeholders in rural and regional health

service planning using rigorously collected data and high-quality evidence-based
findings.
•

Nominal group technique can be used to establish evidence-based solutions

which are targeted to meet the challenges of access to primary health services by
vulnerable populations in rural and regional communities.
•

Nominal group technique facilitated the identification of recommendations

and priorities to improve access to primary health care services in a regional community
among socioeconomically disadvantaged populations.
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6.3 Background
Nominal group technique (NGT) is a consensus research method with a specialised
purpose which engages a diverse group of participants in ‘creative decision-making’
during a face-to-face meeting (104). Nominal group technique was first used in
aerospace program design by NASA (124) and has since been used across a number of
industries, including health, education and business (104), and is growing in use by
nursing researchers (125-127). Nominal group technique can be used to identify
problems, establish priorities and to develop recommendations based on ranking and
weighting, thereby obtaining group consensus through a democratic process (127). This
technique provides an opportunity for researchers, field experts and lay people to work
together in a collaborative process to establish priorities and recommendations,
thereby enabling consensus on complex issues (104, 128). In NGT, all views are
considered equal; the structured design limits the contribution of dominant
personalities and provides participants with time to share ideas, discuss and vote (104).
For example, NGT was recently used by an Australian research team to develop a
clinical placement assessment tool for nursing students (127). Participants included
nursing students, university lecturers and health sector clinical educators and the NGT
facilitated “rich, all-encompassing creative face-to-face discussion where participants
[could] openly articulate their ideas” (127).
Nominal group technique was developed by Delbecq and Van de Ven in 1968 and
consists of four stages (104):
1.

Silent generation of ideas

2. Round-robin including all participants (no discussion or clarification)
3. Group discussion and clarification of ideas
4. Voting (silent) and ranking (calculation) of priorities or recommendation
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Nominal group technique is a ‘problem-minded’ approach, meaning a problem is
presented and participants are given silent time to reflect and write their thoughts
before ideas are shared (104). By allowing the process of silent generation, participants
have time to reflect on the ‘problem’ presented, forming their own ideas rather than
reacting to the ‘problem’. This is known as a ‘proactive search process’ and is a key
feature of NGT (104). The process is proactive because participants are given the
opportunity to silently consider the problem or question while writing down their
thoughts. These are then summarised and each participant shares with the group. In
contrast, a reactive process occurs when concentration is interrupted and decisions are
rushed (104).
This paper describes the use of NGT in the final phase of a larger explanatory sequential
mixed method study, a method which relies on findings from earlier phases to inform
the next (40). The larger project sought to identify the health service requirements of
patients presenting to the emergency department (ED) with non-urgent conditions and
to translate findings into key recommendations and priorities to inform future service
planning. These recommendations and priorities were informed by contextually
relevant, high quality evidence-based research findings. A study protocol and the
results from these first two phases are published elsewhere (99, 103, 119). A summary
of Phases 1 and 2 are provided below.

6.3.1 Phase 1
The first phase was a large retrospective data analysis of seven-years’ routinely collected
ED data. Descriptive and inferential statistics were used to establish a profile of patients
and to determine trends in presentations (119). Key findings from this first phase were
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used as foundational information to inform participants during the forum and are
summarised in Table 6.1.

6.3.2 Phase 2
The profile of patients and trends identified in Phase 1 was used to inform a purposive
sample of participants for Phase 2. Interviews with patients and focus groups with
general practice staff were conducted to gain a deeper understanding of the factors
contributing to patients’ decisions to present to the ED (99). These findings are also
summarised in Table 6.1.
Table 6.1. Summary of findings presented to group participants (based on earlier research)
How many?

1.

Who?

2.
3.

When?

4.

Why?

5.

35.9% of all ED presentations were by local residents with non-urgent
conditions.1
Median age of patients 29 years (median population age 43 years)
0-4 and 15-24 years of age were 1.5 times more likely to present than those
in other age groups1
Residents from socioeconomically disadvantaged suburbs up to four times
more likely to present1
46% occurred in regular business hours1

Lack of primary health care services in socioeconomically disadvantaged
suburbs1
6. Diagnostic groups:1
i.
33% as result of minor injury
ii.
21.4% received non-specific diagnoses
iii.
2.2% metal health diagnoses (with increase of 73% over 7 years)
7. Interviews with patients and general practice staff revealed:2
i.
A genuine perceived urgency for medical attention (fear and
anxiety)
ii.
A need for reassurance
iii.
Challenges accessing/providing same-day appointments
iv.
Convenience of ED
v.
Cost was mentioned but not a major theme for patients but was a
concern for GPs
8. A time series analysis of non-urgent ED presentations demonstrated a
privately run GP service with extended hours of operation and walk-in
appointments reduced the number of non-urgent presentations to the ED
by local residents by 7 per day over a two-year period (2014-2016)
1
Socioeconomic disadvantage as a driver of non-urgent emergency department presentations: A
retrospective data analysis (119)
Access to emergency department services: factors contributing to non-urgent presentations by
Northern Tasmanians (99)
2

A PowerPoint presentation of this research is attached as Appendix 10
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6.3.3 Phase 3
The aim of the final phase (using NGT) was to interpret local research knowledge and
translate findings into health service recommendations to enhance equitable access to
primary healthcare services in Northern Tasmania. To achieve this, we engaged key
stakeholders and invited them to attend a forum where results from the earlier research
were presented. Each of the stakeholders brought their own expertise, experience, and
local community knowledge to the group, adding further value to the priorities and
recommendations put forward.

6.3.4 Study setting
The study was conducted in Northern Tasmanian, a region serviced by a 300-bed public
hospital with a 30-bed ED (109). This is the only ED in the region and acts as a referral
centre for the North and North West regions of Tasmania. Around 45,000 people per
year present to this ED; over half are triaged to the two least urgent triage categories
(8). Residents in this region experience greater socioeconomic disadvantage than in
other Australian regions (median weekly income $537AU versus $662AU nationally) (31)
and have a higher median age (median age 43yrs vs 38yrs nationally) (30). Tasmanians
also experience a lack of primary care and inequalities in the major social determinants
of health, including low education levels and high unemployment (71).

6.4 Method
Nominal group technique (NGT) was the preferred method for the third and final phase
of the project due to its suitability for engaging a diverse group of participants with a
broad range of expertise. The findings listed in Table 6.1 were the foundation for the
NGT. Potential participants were identified as local leaders in primary and acute
healthcare services, academia and community services, and included a consumer
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representative. A letter of invitation was sent to potential participants and included
information about the project and study aims. Participants who attended the forum
were formally consented.
The forum was held between 1600 to 1900 on a weekday evening in an accessible
central location. The four stages outlined by Delbecq and Van de Ven (104) were used
to guide the forum structure, these being silent generation of ideas, round-robin
sharing of ideas, group discussion and clarification of ideas, and voting and ranking.
Each step was allocated a specific amount of time and a strict timetable was followed
to ensure all steps could be completed within the allocated time and to ensure all
participants contributed (Figure 6.1). The research team were each given a role during
the forum to assist in the running of the evening. These roles were: primary facilitator;
fieldnote recorder; summary of recommendations, scribe (whiteboard); and
timekeeper. The primary facilitator was a PhD candidate also employed by the health
service who worked under the supervision of a supervisor experienced in this method.

Introduction and
background

1. Silent generation of
ideas

2. Round-robin,
sharing of ideas

30min

10min

25 min

Presentation of
ranking and conclusion
30min

4. Voting and ranking
of ideas
15min
(+ 30min dinner)

3. Discussion and
clarification of ideas
40min

Figure 6.1. Forum structure for the Nominal Group Technique.
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The first thirty minutes were allocated to group introductions, the agenda and brief
overview of NGT, and a presentation of the data outlined in Table 6.1. Once the
presentation finished, the participants were then given 10-minutes for silent generation
of ideas, providing time to reflect and write down their ideas and recommendations.
During the last two minutes of this step, the primary facilitator asked participants to
write a sentence summarising their recommendations. Stage 2 was a facilitated roundrobin, during which participants were asked to read their summary sentence without
comment, clarification or questions. Responses were written on a whiteboard for all to
see. Once all participants had shared their idea, stage 3 began with the group given 40
minutes to discuss and clarify ideas. This step required aggregation, refining, and
defining of ideas to establish clear concepts for voting. Stage 4 proceeded with
participants being asked to vote (confidentially) for their preferred ideas. The total
number of votes given to each participant was calculated by dividing the total number
of concepts by three (129). Votes were then tallied, and priorities established. Ranking
and rating was achieved by providing the participants first preference with the highest
number of points. In this study, participants were asked to vote for three concepts, a
number one would be allocated three points, their second preference would receive two
points and the final preference one point. The number of actual votes each idea received
was also recorded. This enabled the research team to prioritise concepts, if two received
the same number of points, the priority would be given to the one with the most votes
(104).
To prepare for the forum the research team conducted a ‘trial-run’ with university
academics. This allowed an opportunity for the team to familiarise themselves with the
process, to test the planned structure and to receive critical feedback. Ethics approval
was obtained from the Human Research Ethics Committee (H0018233).
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6.5 Results
Seventeen participants attended the nominal group technique forum including: senior
managers from the Department of Health, Tasmanian Health Services and Primary
Health Network; clinical staff from the emergency department and general practices
(nursing and medical); academics from the University of Tasmania; local Council and
community groups; and a consumer representative. Years of experience in health (or as
a consumer representative) ranged from five to forty years with a combined total of
over 360 years’ experience.
Participants put forward eighteen concepts at the end of the round-robin based on the
findings from Phase 1 and 2 of the project. Following discussion, aggregation and
defining, seven concepts were put forward for final voting and participants were
allocated three votes each. Consensus was determined through ranking and scoring as
were summarised in Table 6.2. The group also discussed the characteristics of services
designed to meet the needs of young people and those living in socioeconomically
disadvantaged areas. The researchers and forum participants recognised these
characteristics as essential for all services seeking to address this need and a group
decision was made to separate these out from the concepts (Table 6.3).
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Table 6.2. Health service priorities
Ranking and concept

Number of
votes

Score

1.

In-community nurse practitioner and/or
community paramedic

14

32

2.

Urgent care centre

11

25

3.

Online GP booking system activated by triage nurse
in ED when patient meets criteria (GP to be funded
at ED cost rate)
ED clinicians have the ability to refer directly to
Community Rapid Response Service
ED clinicians have the ability to divert non-urgent
presentations

10

20

7

9

5

8

4.
5.
6.

Online access to view day-time availability of GPs

3

5

7.

Increased education of the public about selecting
suitable services

1

1

Table 6.3. Health service characteristics
Right service
High standard and primary health care focused
Access to radiology, pathology, pharmacy etc
Integrated with existing medical, health, mental health, and community
services
Interprofessional and socially inclusive
Community led, driven and designed
Consideration of funding (Medicare, other government funding)
Patient safety – establish clear exclusion criteria
Right time

Open 7 days per week
Extended hours of service

Right place

Located in the area of greatest need (northern suburbs)
Remote from the ED
Accessible by public transport for those living in other suburbs
Ability to provide outreach services

The idea receiving the most votes was the establishment of an in-community nurse
practitioner and/or paramedic who could assess, treat and subsequently refer to other
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services if required. Participants also concluded service characteristics needed to
include: high quality, socially inclusive, interprofessional primary health care; be open
evenings and weekends; and be located remote from the ED in the area of greatest need
with public transport access and an ability to provide outreach services.

6.6 Discussion
The findings from earlier phases of this project provided the cornerstone for this final
phase, enabling the research team to inform and facilitate reflection and discussion,
and to establish contextually relevant recommendations and priorities based on local
profiles, trends, and experiences. The use of NGT supported a process whereby a
diverse group of participants were presented with rigorously collected, analysed and
summarised data and then voted, resulting in the decision that a community-based
nurse practitioner (NP) or community paramedic would be the best fit for this setting.
Forum participants identified the characteristics of an ‘ultimate model’ which would
provide high quality primary health care, be socially inclusive, and located in the area
of greatest need with the capacity to provide outreach services. The model would
include an interprofessional approach to holistic healthcare provision including
services such as GPs, NPs, community paramedics, dental health practitioners, mental
health professionals, physiotherapists, and social workers. This would be community
led, driven, and designed and provide extended hours of service, seven days per week.
Words used by participants to describe this ‘ultimate model’ included accessible,
affordable, reliable, consistent, trustworthy, responsive, attentive, and effective.
A similar model was discussed in a scoping review which aimed to understand existing
evidence of strategies “to improve access to primary care by vulnerable populations”
(73). The authors of the review concluded “approachability, availability and
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affordability” are important factors for vulnerable populations in access to primary care;
furthermore, the authors suggest access could be improved by “formal integration of
services” (73). Interestingly, most discussions around primary care services focus on GP
services; however, the diverse group of participants in this forum recommended
primary care provided by NPs or community paramedics. The findings of Khanassov et
al. (73) were echoed in the model put forward by forum participants and support the
recommendations suggested to address the needs of Northern Tasmanians.
The use of NGT enabled us to achieve our aim to interpret research knowledge and
translate it into local health service priorities and recommendations for the provision
of equitable and accessible primary healthcare services. The forum was attended by a
diverse group of health service, community and academic leaders and a health
consumer representative. Diversity enabled discussion which included a broad range
of

perspectives,

allowing

the

group

to

consider

potential

priorities

and

recommendations more deeply than a single professional group. Collaborative
approaches with clear strategic frameworks prevent particular groups focusing solely
on their own priorities (130). With a combined total of more than 360 years’ experience,
the participants were able to contribute expert knowledge and contextual
understanding to research findings and translate these into service recommendations.
Further strengths and benefits of NGT include: time efficiency; the facilitation of a
diverse group of participants to collaborate; the opportunity for solutions to be
developed; and the determination of priorities (104). In this study we observed all of
these benefits.
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6.6.1 Time efficiency
The time efficiency of this method was particularly beneficial in our context where
participants were from varied healthcare, community and university sectors with busy
schedules. By holding the forum at the end of the working day and including a 30minute dinner break, we were able to engage a diverse group of leaders to attend the
forum. The forum ran for three hours, the maximum amount of time recommended by
McMillan and colleagues (131). The research team determined this amount of time was
needed to ensure adequate time for the round-robin and group discussion stages due
to the large number of participants. Time efficiency is also experienced by the research
team using this method because of the reduced time required to follow-up participants
and collate questionnaire responses compared to other methods such as Delphi
technique (104, 132).

6.6.2 Facilitation of the opportunity for a diverse group of participants to collaborate
The opportunity to collaborate is another benefit of NGT and was observed in our study.
Engaging participants from a broad range of professional backgrounds, including
managers, academics, community workers, clinically based nurses and doctors and a
consumer would not usually be experienced in regular work meetings. This enabled
broad perspectives of the problem to be considered and discussed, reducing
professional silos and providing a holistic approach to priorities and recommendations.
A limitation of diverse representation of participants can be the perceived or actual
power imbalance. However, as a well-structured approach, NGT provides all
participants with the opportunity to share their ideas during the round-robin stage.
During discussion and clarification, the facilitator directs the meeting to ensure
everyone has an opportunity to contribute and all participants have an equal voice
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during voting. There were dominant personalities in our group, but all participants
were able to contribute equally and the strong voices did not appear to sway the final
ranking of recommendations and priorities.

6.6.3 Opportunity for solutions to be developed
The development of solutions was a key benefit in our study and assisted in reducing
the traditional gap between research and practice. Through the provision of local
research findings and the independent silent generation of ideas, participants were
informed and able to consider the problem using a problem-minded approach. This
stage and the round-robin stage allowed for ‘high quality’ ideas which then led into a
proactive discussion developing the ideas and allowing the opportunity for clarification
(104). Perkins, Farmer (133) published a policy analysis paper in 2019 and advocated for
“communities, service providers and researchers” to take action in developing
“authentic rural solutions”. By using NGT we established locally relevant
recommendations and priorities through collaborative action in a regional setting.
These recommendations and priorities aimed to address the increase in mental health
presentations and the over-representation of patients with non-urgent conditions from
socioeconomically disadvantaged suburbs.

6.6.4 Co-creation
Nominal group technique provides a framework for co-creation, which is a
collaborative generation of knowledge that occurs when academics and stakeholders
from sectors such as healthcare, academia and community work together (134). Cocreation is the move from knowledge translation to knowledge production. It takes a
systems perspective and views research as a creative process which considers human
experiences and includes an emphasis on “… the quality of relationships, and
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governance and facilitation arrangements, especially power-sharing measures and the
harnessing of conflict as a positive and engaging force” (134). The co-creation design
in this project added strength to the recommendations.
This technique would be highly beneficial in other regional and rural studies aiming to
develop evidence-based and contextually relevant solutions. In this study, many of the
key stakeholders had already established professional relationships, which enriched the
collaboration and allowed newly established research knowledge to be shared with
health service leaders working within the regional context.

6.6.5 Limitations
A limitation of this study was the group size which was larger than generally used in
NGT and may have limited group discussion. However, the research team felt the
benefits of including participants from diverse backgrounds with varying perspectives
outweighed the potential risk in this situation, particularly considering the problem
being discussed is both multifaceted and complex. A lack of anonymity can be a
limitation of NGT, but in this case we observed broad discussion from all members of
the group who appeared comfortable sharing ideas. The time allowed for group
discussion can also limit the number of ideas put forward by participants. In this study,
participants were encouraged to put forward further recommendations during
discussion. The research team were satisfied participants provided an extensive list of
recommendations and were able to aggregate and define these ideas for voting and
ranking. Community or hospital based mental health representatives were not able to
participate in the NGT forum. It is likely representation from this group may have led
to more specific recommendations to address the increasing demand for mental health
services.
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6.7 Conclusion
Nominal group technique was an effective and efficient method to achieve our aim of
translating

research

knowledge

into

local

health

service

priorities

and

recommendations. Using NGT, we engaged a diverse group and reached consensus that
established priorities for healthcare service provision specific to our region. Through
this process, the group identified priorities and recommendations relating to equitable
access to a socially inclusive interprofessional model of primary health care.
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CHAPTER 7 – Discussion
Who, when and why do patients present to the emergency
department with non-urgent conditions? What can we do
differently?

7.1 Overview
Chapter 7 brings the three phases of this research together with international literature
to discuss what is known and explore the new knowledge that has been gained.
Similarities and differences are discussed in relation to presentation profiles and trends,
and patient and healthcare professionals’ perspectives. Recommendations and
solutions are presented along with supporting evidence and implications for policy and
practice. Study strengths and limitations are also discussed.
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7.2 Introduction
The overarching aim of the research contained in this thesis was to identify the service
requirements of patients with non-urgent conditions presenting to a regional
Australian emergency department and to translate these findings into key
recommendations and priorities for future health services. Through a sequential
approach combining seven years of ED data with patient interviews, primary care focus
groups and a priority-setting forum with key stakeholders, this study found that young
people from the lowest socioeconomic suburbs were over-represented in ED
presentations, along with a significant increase in mental health presentations. Patients
demonstrated making considered and rational decisions based on perceived urgency
and service availability, and key stakeholders offered recommendations for the
provision of unique and holistic healthcare services.
The research presented in this thesis provides unique insight into the service
requirements of patients presenting with non-urgent conditions in Northern Tasmania.
It provides a detailed, evidence-based picture of who presented to the ED with nonurgent conditions and when and why patients presented and outlines a service model
that could address community needs. The importance of understanding health care
demands before implementing solutions was highlighted in a systematic review
published in 2018. The systematic review found the causes of ED demand to be poorly
understood and predominately outside the walls of the ED, yet solutions were
predominantly focused on strategies within the ED – a knowledge to implementation
mismatch (11).
This study provides evidence of inequitable access to health services at the time of need
and reflects a method that can overcome the mismatch between the causes of ED
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demand and the solutions implemented. The National Institute for Health Research in
the UK explains the importance of understanding the “… complex relationships
between demand, access and service provision” (105) in addressing healthcare needs
between primary health services and ED services. Knowledge of the profile and trends
in non-urgent ED presentation provides an opportunity to target health services based
on population needs (3). Findings of this study will be useful in informing future health
service planning and policy.

7.3 What is known
The literature review conducted for this thesis (Chapter 2) analysed international peerreviewed literature published between 2010 and 2020, and contributed insight into
who presented to EDs with non-urgent conditions and when and why they presented.
It also confirmed the complexity of the situation. Three key findings emerged from the
literature review: first, the importance of understanding the local context; second, the
need to consider vulnerable populations; and third, the need for timely access to
primary care alternatives. Comparison between the findings of this study and those
included in the literature review reaffirm the complexity of healthcare and the
importance of understanding the local context before developing solutions.

7.3.1 Profiles, trends and perspectives
This study has identified an over-representation of young people from disadvantaged
suburbs and a significant increase in mental health presentations among patients
presenting to EDs with non-urgent conditions. Patients were observed to make sound,
informed decisions to present to the ED; these were generally based on the lack of
available alternative healthcare services. Patients presented to the ED because they
were anxious about the possible seriousness of their symptoms. Discussion of cost
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provided interesting insight with cost considered by health professionals to be a major
driver of ED presentations (70, 92), but not by patients in this study, a finding that has
repeated across international studies. Patients’ profiles and perspectives and
presentation trends are discussed with comparisons between this research and
international literature. Emergency departments are faced with health care demands
according to the needs of the community they serve; they are a microcosm.
Consequently, it should not be surprising to find differences across geographic regions
and health systems because each community is unique in its health profile and service
availability.
7.3.1.1 Socioeconomic position
A significant population need was identified in the over-representation to the ED by
patients from suburbs with low socioeconomic position (SEP) (Phase 1 of this research).
Suburbs with lower SEP were identified to have limited access to primary care services
(Phase 2). The research project found that patients from the most disadvantaged
suburbs were up to four times more likely to present to the ED with non-urgent
conditions than patients from more advantaged areas. Participants in the general
practice focus groups identified a lack of primary care services in the areas of greatest
need in this regional city. The Tasmanian Parliament Joint Select Committee Inquiry
into Preventative Health raised inequitable access to health services as a concern and
stated that “statistical correlations” needed to be used to inform future service planning
(71). The striking correlation observed in this study – between ED presentations and
social disadvantage – will be useful to governments and healthcare providers aiming to
improve equitable service provision across Northern Tasmania and other communities.
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7.3.1.2 Younger age
Another important finding was that parents of young children (0–4 years of age) and
young adults (15–24 years of age) were 1.5 times more likely to present at EDs than the
general population. Young patients reported difficulty accessing primary care.
services when needed. This study reaffirms a study from rural NSW that found a high
proportion of young adults presenting to regional and rural EDs (23). In contrast,
metropolitan EDs in NSW there did not demonstrate the same high incidence of
presentations by young adults, demonstrating a potential challenge in accessing
primary care services by young adults in regional and rural areas. International studies
have also found over-representation of younger age groups. However, there is a lack of
consistency in how ‘younger age’ was measured, ranging from 0-2 years (53) to 20-45
years (46). In this research, a high proportion of non-urgent ED presentations are by
younger people and demonstrate the health needs of younger populations.
In 2019, the Australian Department of Health released the “National Action Plan for
the Health of Children and Young People” which aimed to ‘drive action’ across
jurisdictions (national, state and local) and to prioritise needs and inequalities in
healthcare provision (135). The action plan acknowledges the importance of health
outcomes and life experiences of children and young people, which influence “… future
social and economic wellbeing and connectedness of our community” (135). It is
necessary for healthcare services to ensure health needs are met across the lifespan to
enable children and young people to achieve long-term benefits of better health.
Young people and parents of children were able to contribute their experiences and
perspectives though interviews in Phase 2 of this research. The key findings were then
used to inform the key stakeholder forum to ensure their voices informed key
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recommendations and priorities. Including Phase 2 and sharing the findings at the
forum enabled health service leaders to consider factors outside cost alone and identify
a service model that would meet the patients’ need for services where communication,
connection and comfort were a priority.
7.3.1.3 Mental health
The research found that non-urgent mental health presentations had increased by 73%
over the seven-year period of data collection. This was an alarming finding and to the
best of our knowledge has not been reported in other studies looking at non-urgent ED
presentations. A limitation of using the International Statistical Classification for
Diseases and Related Health Problems (ICD-10) is that it does not capture all mental
health presentations with some being allocated to other classifications. For example,
self-harm may be listed as an injury. It is therefore likely that actual mental health
presentation numbers are higher.
Patient participants for this study did not include patients with mental health
conditions, so those perceptions and experiences were not able to be captured in this
research. This methodological limitation occurred because patients with mental health
conditions are seen and assessed in the main department of the ED, and the
recruitment of interview participants was undertaken by nurse practitioners in the fast
track area. Nevertheless, the general practice participants (GPPs) discussed their
concerns regarding a growing need for mental health services in Northern Tasmania,
and the extended waiting times from GP referral to professional mental health
assessment. The significant increase in non-urgent mental health presentations to the
ED, along with reported extended waiting times following GP referrals, indicates
significant unmet demand for mental health assessment services in Northern Tasmania.
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Following a national survey in 2018 of 28,000 people aged 15 to 19 years, Mission
Australia reported increasing mental health concerns among young people. For the first
time in the 17-year history of the survey, mental health was the number one health
concern for young people (118). Furthermore, in 2019, the Royal Australian College of
General Practice (RACGP) reported 65% of patients had discussed psychological health
concerns with their GP, outweighing musculoskeletal (40%) and respiratory (39%)
health concerns (28). These statistics are alarming and indicate a growing problem that
requires further and urgent investigation. The explanatory sequential mixed method
used in this research would provide a strong framework for future research as it enables
the researcher to gain a holistic picture of complex issues and to translate key findings
into health service recommendations.
7.3.1.4 Cost and education campaigns
An interesting finding of this study was the difference between patient and healthcare
professionals’ perspectives on the role of service costs. The GPPs assumed that cost was
a major driver of non-urgent ED presentations, yet this was a relatively minor driver for
patients who focused more on service availability, their perceived urgency and service
characteristics. In contrast, the three focus groups with GPPs focused on cost, bulkbilling and funding models. Cost, bulk-billing and funding models were a dominant
theme for GPPS but not for patients (Chapter 5). This contrast is supported by earlier
research in Australia (92) and France (70). Both studies found healthcare professionals
were likely to believe cost was a major contributing factor for patients, yet this was not
reflected in patient responses.
Affordability will remain essential and has been highlighted by numerous health bodies,
included the WHO (136), the Royal Australian College of General Practice (28) and
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researchers (42, 73). Nevertheless, cost was not a major theme among patients in this
study, despite its location in a regional area that experiences greater socioeconomic
disadvantage than other Australian regions (Chapter 4) and has lower rates of GP bulkbilling than other Australian regions (29).
The topic of cost for primary care services versus free ED services has previously been
discussed in a tone that attributes blame to patients (44, 92). Instead, patients in this
study focused on the characteristics of services such as quality communication,
connection with healthcare providers and a need to feel comfortable, not cost.
While the discussion of cost and affordability is complex, it was encouraging to
compare the findings of this study with other studies that also found cost was not a
major driver of non-urgent ED presentations (1, 6, 59, 61, 70). It is important for
healthcare service providers, planners and policy makers to provide services that
consider all characteristics valued by patients. The WHO lists these as:
“… high quality, safe, comprehensive, integrated, accessible, available and
affordable for everyone and everywhere, provided with compassion, respect
and dignity by health professionals who are well-trained, skilled, motivated
and committed” (136).
Affordability is mentioned in this list, but it is one of sixteen characteristics. Healthcare
providers, planners and policy makers must consider each of these characteristics in
planning future models of healthcare and in providing care.
Education campaigns have also been suggested as a potential strategy for driving down
non-urgent ED presentations. However, a study from Singapore demonstrated their
limited long-term influence, with presentation numbers increasing once the campaign
had ended (15). There is a need to move beyond the assumptions of cost barriers and
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education, towards ensuring the right healthcare services are available at the time of
need and in the location of need.
7.3.1.5 Health services
The number of non-urgent ED presentations by local residents ranged between 38 to
48 per day during the seven-year study period, close to half (46%) of which occurred
in-hours. Patients discussed a preference for GP services but reported difficulty in
accessing timely appointments. Some even reported the ED to be a “distressing”
environment. The GPPs discussed the challenges in providing same-day appointments,
stating that appointments typically fill by 10:00am. Furthermore, the GPPs discussed a
lack of primary care services in the suburbs of greatest need (socioeconomically
disadvantaged).
Limited access to primary care services was a common finding across international
research that aimed to understand why patients accessed ED services with non-urgent
conditions (1, 5, 6, 22, 33, 37, 38, 42, 43, 46, 54, 56, 60, 62, 63, 67, 68, 70). This presents
a unique challenge in the Australian context where acute public ED services are funded
and operated by state governments and primary care services are supported by federal
Medicare funding government but are privately run. It is uncommon for these groups
to work together in joint funding resulting in fragmented service provision.
Patients discussed healthcare service characteristics they valued, these being:
communication, connection and comfort. These three characteristics were presented
at the key stakeholder forum along with other key findings (Table 6.1). The priority put
forward by stakeholders was to establish a service employing a nurse practitioner (NP)
and/or community paramedic to triage, assess, treat and/or refer patients as required
and within their scope of practice. The group envisaged this first step would then be
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integrated into an urgent care-type service based in the area of greatest need
(socioeconomically disadvantaged suburb) and would include additional services
aiming to provide holistic community-based primary health services.

7.4 Research findings and recommendations
Australia is a mid–high income nation with good quality health care by international
standards, yet services are not adequately meeting community healthcare needs (26).
The Grattan Institute states that the organisation, management and funding of primary
healthcare in Australia are lagging behind changing healthcare needs, economics, and
technological improvements (26). Both the Grattan Institute and the Tasmanian
Government have recommended better health data collection and analysis to inform
service planning, distribution and provision (26, 71). The methods of data collection
and analysis in this research could point the way forward to meeting this need. The
following recommendations from the findings of this research suggest how this might
be done.

7.4.1 Right service, right time, right place
This study highlights a lack of appropriate healthcare services available in areas of
socioeconomic disadvantage at the time of need. The WHO released a document in
2018 calling for governments and healthcare providers to deliver “the right health” (137).
In this document the WHO list the A-to-E’s for ensuring populations have access to the
right services at their time of need and in the right place. These are: Access to services;
Breaking down barriers; Civil society; Determinants of health, and Equality and nondiscrimination (137). In Northern Tasmania this would consist of:
•

Access to services through the provision of quality healthcare.
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•

Breaking down barriers though intentional and dedicated efforts to provide
services in areas of need, ensuring disadvantage is not increased through a lack
of access.

•

Civil society would be addressed by ensuing disadvantaged communities are able
to participate in the development of health policy and health service design to
identify what the right services, available at the right time and in the right place
would encompass.

•

Determinants of health would also need to be given serious consideration. As
discussed in Chapter 6;Section 6.3.4, Tasmanians experience inequalities in the
major social determinants of health, including low education levels and high
unemployment (71).

•

Equity and non-discrimination, or the lack thereof, is reflected in Northern
Tasmania through the lack of provision of primary care services located in the
suburbs of greatest socioeconomic disadvantage.

The WHO recommends that a “holistic and united response” is required (137). By
considering the A-to-E factors and engaging in processes to ensure these points are
followed it is possible to establish healthcare providers to provide the right service at
the right time and in the right place. The first priority identified at the key stakeholder
forum (Chapter 6) was to establish an in-community nurse practitioner (NP) and/or
community paramedic role. This innovative approach would address patient health
care needs by providing timely services located within an area of socioeconomic
disadvantage. In Australia, the majority of NPs are employed within acute care settings
(26) yet they are endorsed to “… function autonomously and collaboratively in an
advanced and extended clinical role” (138). Furthermore, the Tasmanian Parliament has
recommended an expanded scope of practice for NPs to improve healthcare access (71).
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This recommendation is in line with the International Nursing Council’s guidelines for
advanced practice nurses who provide healthcare services to “complex and vulnerable
patients or populations” based on their expertise (139). A community paramedic’s scope
of practice is less clearly defined but they also have set prescribing authority with the
“individual practitioner’s scope of practice determined by their individual skills,
training and competence” (140). The key stakeholders envisaged that these healthcare
professionals would provide a unique model of care including triage, assessment and
management of patients within their scope of practice, and referral as necessary.
The second priority was to establish additional interprofessional healthcare service in
the socioeconomically disadvantaged suburb. This service would provide urgent care
and be open seven days with extended hours of practice. The initial NP/paramedic
model of care commenced in the lower SEP community would be integrated into this
service. The key stakeholders envisaged this would provide high standard, socially
inclusive primary health care. Recommendations included additional co-located
diagnostic services (pathology, radiology) and the development of an integrated model
to include nursing, paramedicine, medicine, pharmacy, allied health, mental health,
and social and community services. Patient safety would be met by adopting best
practice pathways for care with clear exclusion criteria for patients requiring referral
directly to alternative healthcare services such as the ED.
The key stakeholders also recommended this new service be community led and
financially viable to facilitate collaborative and integrated services primary healthcare
services outside the ED. To achieve this, the stakeholders recommended working with
young adults and parents of young children in socioeconomically disadvantaged
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communities through existing networks (such as community houses) to further identify
specific community needs and priorities to inform health service planning.

7.4.2 Supporting evidence
Work by the WHO (136, 141, 142), (Australian Government) Department of Health (135),
Grattan Institute (26), Tasmanian Government (71) and international researchers (73,
105) provide both an evidence and policy foundation for the above recommendations.
The WHO developed the Declaration of Alma-Ata in 1978, calling for urgent action to
protect and promote health (142). This declaration became pivotal in the development
of primary healthcare across international health services. In 2018, this historic
document was updated at the WHO Global Conference on Primary Health in Astana
(136). The vision for primary health care according to this declaration is stated in Table
7.1. This vision statement highlights a need for integrated, collaborative, personcentred approaches to health service planning, design and governance with suitably
qualified professionals in the provision of health care.
Table 7.1. World Health Organization and United Nations Children’s Fund vision for primary health
care (136).
Governments and societies that prioritise, promote and protect people’s health and
well-being, at both population and individual levels, through strong health systems.
Primary health care and health services that are high quality, safe, comprehensive,
integrated, accessible, available and affordable for everyone and everywhere, provided
with compassion, respect and dignity by health professionals who are well-trained,
skilled, motivated and committed.
Enabling and health-conducive environments in which individuals and communities are
empowered and engaged in maintaining and enhancing their health and well-being.
Partners and stakeholders aligned in providing effective support to national health
policies, strategies and plans.

The WHO Commission on Social Determinants of Health (CSDH) provides useful
strategies for the provision of equitable health care. It emphasises health equity as a
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matter of social justice, stating that the role of health systems becomes especially
important “… through the issue of access, which incorporates differences in exposure
and vulnerability, and through intersectoral action led from within the health sector”
(141).
In this research we found limited healthcare services in the areas of greatest
socioeconomic disadvantage contributing to inequitable access to healthcare services.
The recommendations put forward by the key stakeholders would address this issue
and in turn address a key aim identified in the CSDH document by fostering health care
services that provide “… cooperative relationships between citizens and institutions”
(141). Furthermore, Khanassov, Pluye (73) also recommended similar concepts in
addressing the healthcare needs of disadvantaged populations by advocating for the
integration of services which combine all primary health services including social and
mental health services.
The findings of this study also provide insight into another vulnerable population. An
over-representation of children and young adults presenting to the ED with non-urgent
presentations was also observed. The focus for health service development should
include focused consideration for the needs of younger patients. The National Action
Plan for the Health of Children and Young People (Australian Department of Health)
focuses on health equity, empowering parents and caregivers, and addressing mental
health needs (135). It advocates for effective collaboration through the inclusion of
children and young adults in planning processes:
“… it is imperative that children and young people feature at its very core.
This includes actively engaging, collaborating and reflecting with children
and young people so that they are central in determining and shaping the
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services, strategies and approaches that affect them, and – ultimately – are
empowered to be healthy, safe and thriving.” (135)
Engagement was achieved in this study by interviewing the parents of children and
teenagers, and young adults who shared their perspectives and experiences. The
National Action Plan highlights the need for healthcare services that continue to
engage and address the needs of younger populations.
A key recommendation of this study was for a holistic, patient-centred model. Similar
principles have been put forward elsewhere, but the reality of achieving this is more
complex. A scoping review that aimed to identify existing “interventions that improve
access to primary care services for vulnerable populations” across Australia and Canada
(73), found a lack (research gap) of studies focused on primary healthcare services
addressing vulnerability from a patient perspective:
“Formal integration of services means bringing all primary medical and
social service providers together, typically with mental health service
professionals, to meet the needs of the disadvantaged population.” (73)
The model put forward by this study’s key stakeholders included service integration
targeted to community needs and is in line with Tasmanian Government
recommendations to provide “proactive” strategies for tackling inequity in access to
health care services (71). The review by Khanassov, Pluye (73) reinforces the model put
forward by key stakeholders who envisaged an adaptation of services to meet
community needs.

7.5 What this study adds
This study adds a unique, holistic approach to the conversation of access to primary
healthcare services, non-urgent ED presentations and the needs of disadvantaged
populations. Establishing a profile of who presents to the ED with non-urgent
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conditions, and when and why they present, and trends in this area, has provided the
opportunity to better understand the decision-making processes among overrepresented populations. Young patients from socioeconomically disadvantaged areas
were significantly over-represented in non-urgent ED presentations and described
having limited options available when needed. Patients demonstrated making rational
decisions based on service availability and their perceived urgency and unlike health
professionals, did not rate cost as a major driver.
The addition of the final translation phase enabled local research knowledge to be
presented to key stakeholders and provided the opportunity to develop priorities and
recommendations based on the local context using a democratic method. The
stakeholder forum resulted in a move away from traditional medical models of care to
the recommendation for an interprofessional model of primary healthcare.
The explanatory sequential mixed method used in this study provided a framework to
investigate a complex situation. This method was highly beneficial in identifying and
explaining drivers of ED demand and included patient and primary care provider
perspectives. It also provided clear, research-informed information on the drivers of ED
presentations to key stakeholders which led to priorities and recommendations that
focused on addressing those drivers. This research provides evidence for the causes of
ED demand in Northern Tasmania and outlines recommendations and priorities based
on findings. This approach provides an example of how to address the mismatch
between causes and solutions as outlined by Morley and colleagues (11). The method
used in this research proved effective in the investigation of who presents and when
and why they accessed ED services with non-urgent conditions and will be of use to
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other research teams aiming to gain deeper insights into complex health needs and
service provision, such as understanding the increase in mental health presentations.
These findings will be valuable for policy makers and health service planners in
addressing inequitable access to health services in Northern Tasmania and beyond. If
the recommendations and priorities are implemented health care assessments and
outcomes for vulnerable populations may be improved. Further work could focus on
evaluation of interventions implemented to improve health service access and
population health outcomes.

7.6 Study limitations
An explanatory sequential mixed method was used in this study. It is a method known
to take a greater time due to the need for each phase to be analysed before moving to
the next (40). While the time taken to do so was a potential challenge in this study it
proved beneficial and facilitated a thorough investigation of the research problem.
Phase one was limited to the quality of data collected at the time of the patient’s
presentation to the ED. This data is not perfect but in investigation of complex systems
there is a need to move beyond traditional models of research towards new ‘complexityinformed’ models (100). Routinely collected ED data is also used to inform state and
federal government reports and is deemed the most suitable data for use in this kind of
analysis. Furthermore, during the seven-year period of data collection the ED where
this data was collected employed an Emergency Department Information System (EDIS)
administrator with a role of verifying data entry. This role is not standard practice in
EDs and adds strength to the data used in this study.
Patient interviews and GPP focus groups were conducted in 2018, two years after the
retrospective analysis. The reason for this was due to concerns regarding continuity of
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the quantitative data after June 2016 when the ED changed to a new data platform. The
new platform presented a number of initial challenges and the EDIS administrator role
no longer existed. A decision was made not to include data collected after June 2016. It
is possible that further findings may have developed if data up until 2018 were included
and this may have provided further insight to interviews, focus groups and the key
stakeholder forum.
A further limitation of the explanatory sequential mixed method is its dependency on
the researcher’s ability to decide which quantitative results require further
investigation in the qualitative phase. In this study, this was undertaken by revisiting
the quantitative analysis and careful consideration of current international literature.
Finally, patient interviews were limited to those of participants who agreed to
participate and may have limited the perspectives and experiences of other patient
populations. For example, it is likely that interviews with patients with mental health
conditions may have contributed additional findings. Further investigation into the
service requirement of patients with mental health conditions in this region is
recommended.

7.7 Implications for policy and practice
This study provides greater insight into who presented to the ED in regional Northern
Tasmania with non-urgent conditions and when and why they presented. The
implications of this study will inform policy aiming to address inequity in healthcare
service planning and provision. The results show that services aiming to meet the needs
of socioeconomically disadvantaged populations must provide socially inclusive
patient-centred services with extend hours of service. These services also need to be
located within the area of greatest need.
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Moving well beyond any notion of patient-blame, the findings of this study found a lack
of primary care services for presenting patients. Holistic, socially inclusive, patientcentred models are needed to meet local community needs and provide sustainable
models of care into the future.

7.8 Final discussion
The aim of this study was to identify the health service requirements of patients
presenting to the ED with non-urgent conditions and to translate these findings into
recommendations for local health services and areas for future research. The findings
highlight inequitable access to healthcare services by young and socioeconomically
disadvantaged populations and a rising demand for mental health services. Interviews
revealed that patients made considered and rational decisions based on their perceived
urgency for medical attention and the services available to them when needed. Key
stakeholders believed that solutions should involve high quality primary healthcare
providing access to a range of services including diagnostic and imaging, that would be
integrated with holistic and interprofessional services, thus moving away from
traditional medical-based primary healthcare models. Professional services would
include nursing, paramedical, medical, allied health, mental health and social services
and would be socially inclusive and informed by local community needs and priorities.
The findings of this study provide a clear picture of the healthcare needs of patients
presenting to EDs with non-urgent conditions. This patient population contribute to
over half of all ED presentations in Northern Tasmania and just under half of all
presentations across Australia. Implementation of the recommendations and priorities
put forward by the key stakeholders would improve equitable access to patient-centred
primary healthcare services, available at the time of need and in the right location.
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The Grattan Institute states:
“Internationally, the evidence suggests that primary care systems which
provide universal access to a comprehensive range of local, community-based
services that are well integrated, coordinated and continuous, produce better
health outcomes and more efficient health services. Evidence remains limited,
but to the extent it is available it suggests stronger primary care cuts the
number of avoidable hospital visits, improves population health, ensures
better access and reduces inequity.” (26)
It is foreseeable that the evidence-informed recommendations put forward by the
stakeholders would provide ‘integrated, coordinated and continuous’ care leading to
improved health outcomes for a vulnerable population. This study opens the way for
future research aiming to ensure patient-centred, equitable access to health services.
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Chapter 8 – Conclusion

8.1 Overview
This final chapter provides a summary of the research project along with its significance
and contribution to its field. Suggestions for future research are summarised along with
recommended methods for investigation.
Finally, the thesis finishes as it began, with a reflection. Reflection enables us to look
back on past events and experiences and learn; it informs our future choices and actions
– and hopefully ways we might improve.
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8.2 Summary
Emergency departments are a microcosm of the communities they serve and act as the
canary in the coalmine for health services, alerting governments, service providers and
researchers of deficits in health care provision. Internationally EDs continue to face
increasing demands. In 2019 Australian EDs saw over eight million presentations, and
almost half were non-urgent. More than mere numbers, each of these eight million
presentations signified a personal experience like those contained in the vignettes in
Chapter 1 – patients, who like Danielle and Ryan, knew they did not need emergency
care but were unable to access alternative healthcare services at the time they needed
them.
Northern Tasmania’s higher proportion of non-urgent ED presentations is driven by
younger patients and those from socioeconomically disadvantaged suburbs. Their
presentations were non-urgent and could have potentially been met by suitable local
primary healthcare services, should these have existed. This research also identified a
significant increase in mental health presentations among non-urgent ED
presentations. Patients were found to make considered and rational decisions based on
their perceived urgency and service availability.
Leaders in health service provision, academia and community services recommended a
community-based nurse practitioner and/or community paramedic as a starting point
for improved access to high quality, interprofessional and integrated health care. This
recommendation was informed by the rigorously collected data from the first two
phases of this research, which pointed to developing evidence-based solutions. These
solutions also fit within the WHO’s A-to-E recommendations for ensuring the right
service is available at the right time and in the right place (137). The methods used in
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this study provide a strong example of research that can address the current mismatch
between the causes of ED demand and effective and sustainable solutions.

8.3 Study significance and contribution
Inequitable access to healthcare services by vulnerable populations coupled with a
growing demand for mental health support was highlighted in this research and
demonstrates the healthcare needs in this regional Australian community. The
routinely collected ED data (2009 to 2016) used in this study has been used for multiple
government reports, yet the conclusions drawn from this analysis have not been
previously reported to the best of the candidate’s knowledge. Using the data in this way
has provided direction for future research and priorities for health service planning.
While focused on a local context this study is translatable across other healthcare
settings and will be of use to health service planners and policy makers, particularly in
regional and rural areas experiencing similar challenges. Findings from this study have
already been used to inform state government and private health insurance reports
(Appendixes 2 and 3).
The explanatory sequential mixed method was highly valuable in establishing evidencebased and contextually relevant recommendations. Through establishing a patient
profile and identifying trends to inform a purposive sample for interviews this research
provides deeper understanding of patient needs. New insight informed targeted
strategies to address the situation of ED demand and access to primary healthcare
services. This approach provides a strong example for how research in complex health
systems can be conducted; it is strengthened by using quantitative analyses and
patients’ experiences to inform the collaborative recommendations put forward by key
stakeholders.
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The approaches used in this study will assist researchers to understand local health care
needs and establish priorities for future service planning. This study found patient
participants to understand when to present to primary care or ED; therefore a public
health campaign to dissuade them from using the ED would be of little or no use.
Limited service availability was a major driving factor of non-urgent ED presentations,
but cost was not. Extended hours and better situated services will have more impact
than bulk-billing. These conclusions negate the validity of the ‘blaming’ stance some
health professionals held towards non-urgent ED-users. The patient’s voice is integral
to effective service change.

8.4 Suggestions for future work
This study has provided a foundation for future research and highlights the need for
research that crosses between acute and primary models of care, and values patients’
perspectives and experiences. Addressing the increasing presentations for mental
health requires a program of research with further use of an explanatory sequential
mixed method. This study focused on ATS 4 and 5 presentations; further investigation
is required to determine the level of need for mental health services across all ATS levels.
The findings of patients’ experiences and perspectives in this study did not include any
from patients presenting with mental health concerns. This additional knowledge
would inform future patient-centred mental health services.

8.5 Reflection
As I reflect over my research experience beginning in 2015, I cannot forget my own initial
biases and judgements of patients who presented to the ED with non-urgent conditions.
I remember several occasions when I was triaging patients wondering why they had come
to the ED and why they had not tried something more ‘suitable’. In my mind these
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presentations were ‘inappropriate’ – I was blaming these patients. This blame came out
of my own misunderstanding of complex healthcare systems and the challenges for
patients in navigating them. This research has led me to have a different view. I now
realise that a lack of alternative primary care services is a major driver of ED demand. A
moment that will be forever etched in my memory was when I was sitting in the office one
afternoon, looking at the bubble graph which is presented here as (Figure 4.3. It so clearly
demonstrated the over-representation of ED patients from the most disadvantaged
suburbs. As I looked at the graph I mapped where these suburbs were and where the
largest general practices were located. Despite having worked in healthcare in this city
for over 25 years it was not until that moment that I realised how inequitable access to
health services was. I was shocked by the revelation, shutdown my computer and went
home. After hearing patients’ experiences and researching this topic, I am forced to admit
that even in a healthcare system like Australia’s we are still a long way from having
universal health care. My hope remains to see improved access to healthcare services and
improved health outcomes for the most disadvantaged and vulnerable of our populations.
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Appendix 1
Emergency department crowding: A systematic review of causes,
consequences and solutions
Morley C, Unwin M, Peterson GM, Stankovich J, Kinsman L. Emergency department
crowding: A systematic review of causes, consequences and solutions. PloS One.
2018;13(8):e0203316.
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0203316

Systematic review undertaken during candidature; the candidate undertook the role
of second reviewer. This review has informed this PhD research but is not an
assessable component of the thesis.
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Appendix 2
Conference Abstracts
Four conference presentations were given by the candidate during candidature and
were based on the research contained in this thesis.
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Unwin M, Morley C, Stankovich J, Rigby S, Peterson G, Crisp E, Kinsman L. The state
of our emergency departments: Tasmanian trends and perspectives. Paper presented at
15th International Conference for Emergency Nurses; Sydney, Australia 2017 October 1113.

The state of our emergency departments: Tasmanian trends and
perspectives.
Introduction: Tasmania has the oldest population of all Australian states and
territories, and the second highest proportion of residents living in the most
disadvantaged quartile of the Socio-Economic Indexes for Areas (SEIFA), with the
whole state classified as regional or remote. These factors are all known to increase the
probability of attending an emergency department (ED). Faced with this challenging
profile, it is essential for future planning to characterise the drivers behind ED
utilisation in Tasmania. This presentation will detail a program of research seeking to
understand why, where and when people attend EDs in Tasmania.
Method: A retrospective analysis of ED presentation data to Tasmania’s four public
hospital EDs over a four-year period (July 2010 to June 2014) was undertaken. Also, a
waiting room survey of non-urgent (triage categories 4 and 5) patients was conducted
to identify factors influencing decision making processes to attend the ED.
Results: There was a 3.4% increase in state-wide presentations with a 6.8% increase in
high acuity (triage categories 1 to 3) presentations, over the studied timeframe.
Variations in regional ED presentations included a 16% increase in the South (with a
significant increase in the elderly), a 5.1% increase in the North and a 3.9% decrease in
the North-West. The waiting room survey established that 40% of patients had
attempted to access alternative health care options before attending the ED, 31% would
have preferred to be managed by their own general practitioner and 29% were referred
to ED by a healthcare professional.
Discussion:

This research identified regional variations in ED attendances and

demonstrated the preferences of non-urgent patients to be managed outside the ED. A
summary of ongoing work focusing on the drivers behind the increased presentations
in the South and service requirements of non-urgent patients presenting to ED will also
be presented.
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Unwin M, Crisp E, Rigby S, Kinsman L. The emergency department and non-urgent
presentations: What is Northern Tasmania’s experience? Paper presented at 2018
Emergency Tasmania Conference; Cradle Mountain, Australia; 2018 August 10-12.

The emergency department and non-urgent presentations: What is
northern Tasmania’s experience?
Each year there are in excess of seven and a half million presentations to emergency
departments (EDs) across Australia, half of these are triaged into the two least urgent
triage categories. A total of 3.8 million presentations arrived at EDs across Australia
between July 2016 and June 2017 with non-urgent conditions, the equivalent of the
entire population of Melbourne. Within Tasmania, just under 84,000 (54%) were
triaged into these least urgent categories. Recent research in Northern Tasmania
demonstrated that 40% of patients presenting with non-urgent conditions had
unsuccessfully attempted to access alternative services before arriving at the ED, 29%
indicated they had been referred to the ED by their GP or practice nurse. This current
body of work is aims to identify the healthcare needs of patients presenting to the ED
with non-urgent conditions who have been unsuccessful in accessing alternative
services.
Initial findings demonstrate an over-representation of patients from suburbs with a low
socio-economic index for advantage (SEIFA) scores, with individuals from the lowest
ranking suburbs being up to four times more likely than those from mid to high ranked
suburbs in their incidence of ED access. Patients under 25 years of age were also overrepresented whilst the most frequent discharge diagnosis was the result of minor
injuries.
This presentation will also include discussion from patient and general practice
interviews in order to identify factors contributing to ED access with non-urgent
conditions. It is anticipated that findings from this project will be used in future
planning of healthcare services across Tasmania.
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Unwin M, Crisp E, Rigby S, Kinsman L. Investigating why young people from
vulnerable communities are more likely to present to the ED with non-urgent
conditions. Paper presented at 3rd Global Conference on Emergency Nursing and
Trauma Care; Noordwijkerhout, The Netherlands; 2018 October 4-6

Investigating why young people from vulnerable communities are more
likely to present to the ED with non-urgent conditions
Background and Aim: Two factors identified in increasing ED demand are the high
volume of non-urgent ED presentations and limited timely access to primary care
services (PCS) (Bond et al., 2007, Moineddin et al., 2011). Across Australia, the number
of presentations to EDs with non-urgent conditions annually is the equivalent to the
entire population of our second largest city, Melbourne (3.8 million). Between July 2016
and June 2017 these presentations contributed to 50.0% of all ED attendances
nationwide. This trend continues in Tasmania, whose population represents some of
Australia’s most disadvantaged communities, with 54% (84,000) of presentations
triaged as non-urgent between 2016-17 (AIHW, 2017). Furthermore, research in
Northern Tasmania identified 31% of non-urgent patients would prefer to be managed
by their PCS (Unwin et al., 2016). The aim of this project was to investigate the use of
ED services in Northern Tasmania by patients with non-urgent conditions, including
those unable to access timely PCSs and those referred from PCS. These findings will
then be used to inform future patient-centred service planning.
Methods: An explanatory sequential mixed-method was adopted, with the first stage
identifying the profile of patients attending ED with non-urgent conditions and
revealing trends over time. This included a retrospective data analysis of routinely
collected ED data from July 2009 to June 2016 and included time-series analysis to
determine the impact of co-located nursing and medical services. The second stage was
to identify the perceived need and service requirements of patients who were unable to
access timely PCS or who were referred to the ED with non-urgent conditions. Focus
groups will be conducted with patients and with clinicians from PCS to investigate this
phenomenon.
Results: Residents of suburbs with a low socioeconomic index for advantage (SEIFA)
score were up to four times more likely to access the ED with non-urgent conditions
than residents from suburbs with a medium to high SEIFA. Children, adolescents and
young adults (under 25 years of age) were over-represented and contributed to 41% of
non-urgent ED attendances. The most common presentations were a result of injury or
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poisoning (35%). Results of yet to be conducted focus groups with clinicians and young
adult ED attenders from poorer suburbs will also be presented.
Conclusions/Discussions: This presentation will provide new insight into why young
patients from vulnerable communities access ED services with non-urgent conditions
and will underpin future health service planning and inform evidence based policies.
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Unwin M, Crisp E, McCann D, Francis K, Kinsman L. Access to emergency department
services: factors contributing to non-urgent presentations by Northern Tasmanians.
Paper presented at The National Nursing Forum: Nursing Now – Power of Policy;
Hobart, Australia; 2019 August 21-23

Access to emergency department services: factors contributing to nonurgent presentations by Northern Tasmanians
Introduction/Purpose: Around 50% of people attending Australian emergency
departments (EDs) present with non-urgent conditions. Of the eight million ED
presentations between July 2017 and June 2018, 3.8 million (48.7%) were triaged into
the two least urgent categories. In Tasmania this proportion was 53.6% (n=87,012).
Research conducted Northern Tasmania in 2015 identified that 31% of non-urgent ED
patients would have preferred to be managed by their general practitioner (GP). This is
the equivalent of 8,000 fewer presentations annually, or 22 per day. The aim of this
current project is to understand the factors that contribute to the decision to access ED
services in Northern Tasmania by people with non-urgent conditions, and to inform
future service planning.
Methods: An explanatory sequential mixed method was implemented with three key
objectives: to identify trends in ED attendance by people with non-urgent conditions
through retrospective analysis of seven years of routinely collected ED data; to identify
the perceived needs and service requirements of this patient population; and
interpretation and translation of these findings into local health service
recommendations.
Results: Analysis of the ED data included establishing a profile of ED attendees based
on demographic data. This analysis revealed that 41% of presentations were by young
people (under 25 years of age). Socio-economic factors also demonstrated a significant
correlation, with those living in the most disadvantaged suburbs being up to four times
more likely to attend the ED than those from more advantaged suburbs. Data from
focus groups with people who have attended the ED from these over-represented
communities (currently in progress) will also be presented.
Conclusion: This presentation will provide new insight into why Northern Tasmania’s
most disadvantaged communities are over-represented in non-urgent ED data and will
highlight key areas for future consideration in health services planning and inform
evidence-based policies.
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Appendix 3
Publication: Investigation the referral of patients with nonurgent conditions to a regional Australian emergency
department: a study protocol

Unwin M, Crisp E, Rigby S, Kinsman L. Investigating the referral of patients with nonurgent conditions to a regional Australian emergency department: a study protocol.
BMC Health Services Research. 2018;18(1):647.
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-018-3411-4

Copy of published article contained in Chapter 2 (as per University of Tasmania thesis
requirements).
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Appendix 4
Ethics approval – H0016504 (Phase 1)
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Appendix 5
Publication: Socioeconomic disadvantage as a driver of nonurgent emergency department presentations: A retrospective
data analysis

Unwin M, Crisp E, Stankovich J, McCann D, Kinsman L. Socioeconomic disadvantage
as a driver of non-urgent emergency department presentations: A retrospective data
analysis. Plos one. 2020;15(4):e0231429
. https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0231429

Copy of published article contained in Chapter 3 (as per University of Tasmania PhD
thesis requirements) and copy of email to advise published article had been added to
Health Inequities and Disparities Research Collection.
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Appendix 6
Summary of research into non-urgent emergency department
presentations in Northern Tasmania

Research summary requested based on preliminary data to inform Price Waterhouse
Coopers feasibility study into the establishment of Urgent Care Centres in Launceston
and Hobart.
Requested by Ian Bell, Manager of Primary, Rural and Palliative Care, Health Planning,
Planning, Purchasing and Performance, Department of Health (Tasmania)
Date: 29 November 2018
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Summary of research into non-urgent emergency department
presentations in Northern Tasmania
Honours and PhD (ongoing) research by Maria Unwin (UTAS) 2015 – 2018
Supervised by Prof Leigh Kinsman, Dr Elaine Crisp and Mr Scott Rigby

This summary includes a combination of data from: patient surveys; statistical
analysis of local non-urgent emergency department (ED) presentations and, review
of international literature.
The aim of this research program is to identify the service requirements of nonurgent ED presentations in Northern Tasmania. Data analysed to date were collected
between July 2009 and June 2016, and have provided insight into who, when, where
and why residents present to the ED in Launceston, Tasmania.
Key points to date:
Who?
Non-urgent presentations are more likely to be young adults and children (42% were
under 25 years of age), based on seven years of ED data (figure 1).
How many?
Over 151,300 non-urgent presentations over seven years, consistently over 50% of
total ED presentations. Surveys indicated that 40% had attempted to access
alternatives services before presenting to the ED.
When?
The number of non-urgent presentations is consistent across all days of week
(including weekends) and overwhelmingly between the 8.00 am and 10.00pm
Where?
The incidence of presentations is higher in suburbs with a low Socio-Economic
Indexes for Area (SEIFA) ranking. For example, a resident of Rocherlea is four times
more likely to present to the ED than a resident of East Launceston (figure 1). The
patient survey demonstrated that cost is not a factor in decision to present. Service
mapping indicates there is a mismatch between primary demand and supply (figure
2 and 3).
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Why?
The survey identified that 29% of non-urgent ED presentations were referred by their
GP. The most frequent presenting problem was for musculoskeletal concerns.
Presentation trends over the seven years remained constant with just two areas of
increase:
1. mental health presentations, and;
2. admissions of elderly patients.
Characteristics of successful models to reduce ED demand

This is a growing body of international research identifying successful strategies for
the implementation and integration of services to reduce ED demand. International
literature has identified that the following factors are integral to successful projects:
•

•

•

Contextually relevant and designed to meet local demand. According to our
results, contextual relevance in Launceston would mean catering to people
in the poorest suburbs, young adults, the elderly, people with
musculoskeletal problems, and those with mental health issues.
Interprofessional teams to provide a range of healthcare, including
management of acute needs and chronic disease management, mental
health and social services.
Co-designed with service users to ensure local needs and priorities are
identified.

Figure 1. Number of non-urgent presentations, by age, to the Launceston General Hospital,
Emergency Department, 1 July 2009 to 30 June 2016.
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Non-urgent ED presentations per capita based on Socio-Economic Indexes for
Areas.

Figure 2. Average number of non-urgent presentations, per capita, based on Socio-Economic
Indexes for Areas (SEIFA). The greater the socioeconomic index the higher the SEIFA score.

Geographical location of over-represented services and major primary care
services

Figure 3. Six suburbs with highest proportion of non-urgent ED presentation in relation to six
large primary care services in Launceston.
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Appendix 7
Non-urgent emergency department presentations, Northern
Tasmania – 25 to 34 years of age

Research summary requested based on preliminary data to inform Health Data for
Health Outcomes report, for St Lukes Health.
Requested by Lucy Byrne, Manager Director, Health Tasmania Pty Ltd
Date: 15 August 2018

257 | P a g e

Non-urgent emergency department presentations, Northern Tasmania
(Report to St Lukes)
25 to 34 years of age (July 2009 to June 2016)
Ms Maria Unwin, Dr Elaine Crisp, Prof Leigh Kinsman, School of Health Sciences, College
of Health and Medicine, University of Tasmania.
The report is based on data obtained for the ‘Primary care to emergency department:
right service, right time, right place’ project (HREC H0016504) and forms part of a PhD
project currently being conducted by Maria Unwin (data is currently unpublished). The
data used in this analysis was provided by the Department of Health and Human
Services and contributes to a larger data set routinely collected by the emergency
department (ED) at the Launceston General Hospital (LGH). All data is unidentifiable.
For the purposes of this report, data for ED presentations of patients aged between 2534 years of age were compared to overall presentations. Only patients with a home
address based within the LGHs catchment area on Northern Tasmania were included.
If

you

have

any

queries

please

feel

free

to

contact

Maria

Unwin

(maria.unwin@utas.edu.au).
Number of presentations with non-urgent conditions between the ages of
25-35 years:
The number of presentations to the ED at the LGH in this age group has remained
relatively consistent over the seven-year period, around 3,500 per year and contributed
to 15.6% of all non-urgent ED presentations over the seven years of data collection.
However, this age group contribute to just 11.1% of the overall population in Northern
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Tasmania 1 . Consequently, this age group is slightly over-represented in those
presenting to ED with non-urgent conditions. Gender split was relatively even with 52%
being male. Those aged between 25 to 29 years contributed to just over half (54.1%) of
presentations within this sub-group of 25-34-years of age.
Suburb of residence and Socio-Economic Index:
Suburbs have been analysed based on Socio-Economic Indexes for Areas (SEIFA) (ABS,
2013 2), non-urgent ED presentations were more likely to be by patients from the most
disadvantaged suburbs with those residing in a suburb with a SEIFA of 1 or 2
contributing to 41.3% of non-urgent ED presentations, yet the actual population of
Northern Tasmanians, within this age group and living in these areas contribute to just
31.1%.
Mode of arrival:
The vast majority of presentations by this age group arrived by their own means of
transport (89.2%), this was slightly higher than the overall study population (85.8%).
Those who arrived by ambulance, in this age group, contributed to 7.2% of arrivals,
while the arrival mode of the overall study population triaged to ATS 4 or 5 was 12.1%.
Diagnosis and outcome of the presentation:
The most common reason for presenting to the ED was for injury/poisoning (based on
ICD 10 codes), in the 25-34 year old age group this diagnosis contributed to 31.1% of all
presentations while it was slightly higher in the overall study population 34.6%. The
second most common diagnosis was relating to general complaints ‘influencing health

1
AUSTRALIAN BUREAU OF STATISTICS, 3235.0 – Population by Age and Sex, Regions of Australia,
Data Cube only, 2016, Table 6, Estimated Resident Population by Age, Tasmania, Persons, Released
30 June 2016, accessed 13 February 2018.
2
AUSTRALIAN BUREAU OF STATISTICS, 2033.0.55.001 - Socio-economic Indexes for Areas (SEIFA), Data
Cube only, 2011, Table 3, State Suburb Index of Relative Socio-economic Disadvantage, Released 28 March
2013, accessed 15 February 2018.
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status and contact with health services’, with 15.8% versus 13.2% in the study
population. This diagnostic group most commonly refers to general conditions, or signs
and symptoms without a diagnosis.
Non-urgent ED presentation by patients in this age group were less likely to require
admission to hospital as an outcome of their presentations, 4.7% versus 7.7% in the
overall population while those discharged home contributed to 86.4% of those aged
25-34 years and 84.6% of the overall study population. This age group were also slightly
more likely to ‘leave at own risk’ or ‘did not wait’ 8.4% versus 7.2% overall.
A method of identifying non-urgent ED presentation that could have been potentially
managed within a primary care setting such as a general practice is to consider those
who were discharged without referral or only with referral back to their general
practitioner (GP). Over the seven-year period, 73.6% of presentations by patients aged
25-34 years fell into this category, this is consistent with the overall study population
at 73.2%.
Summary:
In summary, presentations to the LGH ED by Northern Tasmanians aged between 2534 years are over-represented and are more likely to come from disadvantaged
communities. They are more likely to arrive by their own means of transport and less
likely to be admitted to hospital.
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Appendix 8
Ethics approval – H0017492 (Phase 2)

261 | P a g e

262 | P a g e

Appendix 9
Ethics approval – H0018233 (Phase 3)
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Appendix 10
Presentation: Key stakeholder forum
Date: November 2019
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