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Abstract

Background: The Emergency Department (ED) plays a crucial role in delivering healthcare,
focusing on the rapid assessment and treatment of serious illnesses or injuries, often providing life-
saving resuscitation and stabilisation. However, EDs face increasing pressure from rising patient
volumes, increased acuity and limited resources. This growing demand highlights the need for
innovative strategies to optimise ED operations and improve patient outcomes. Patients
presenting to the ED with non-urgent concerns need to be managed through more appropriate

pathways.

Aim: This study aims to analyse the characteristics of non-urgent ED presentations and propose a

novel care pathway to address the healthcare needs of this patient group effectively.

Methods: A mixed-methods approach was employed, combining qualitative and quantitative data.
Five focus groups with healthcare professionals provided qualitative insights into non-urgent
presentations. A quantitative patient database review spanning eight years (65,000-90,000 annual
ED presentations) was conducted to identify trends and inform the new pathway development.
The stage-gate process was used to guide the development and refinement of the proposed care
pathway, ensuring systematic evaluation and iteration at each stage based on stakeholder feedback

and data insights.

Findings: Analysis revealed a priority non-urgent patient group defined by specific criteria: ‘walk-
ins’ to the ED, self-referred, Australasian Triage Scale (ATS) four or five, not redirected to urgent
care and presenting within six months of a prior ED visit. These individuals predominantly resided
in high-deprivation areas, were aged 20—69 years, had low-acuity diagnoses and high ED attrition
rates. Using these findings, the Coordination, Assessment, Treatment and Community Hauora
(CATCH) model was developed. This pathway integrates ED based nurse practitioners
undertaking assessment and treatment alongside community-located patient navigators who
empower patients and connect them with appropriate healthcare services. Unlike the conventional
ED model, grounded in critical care and triage principles, the CATCH model is tailored to address

non-urgent care needs.

Conclusion: This research identifies a distinct non-urgent patient group presenting to the ED and
introduces a targeted care pathway leveraging nurse practitioners and patient navigators. Future
studies could implement the CATCH model to evaluate its real-wotld effectiveness in improving

care and reducing ED demand.
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Introduction

Glossary of terms

The following terms are used in this thesis and are defined as follows:

Acuity: This pertains to the level of severity or intensity of a patient’s condition, illness, or injury
and the corresponding need for medical attention or resources. High-acuity patients typically
require urgent and complex care, such as those in critical or life-threatening situations, whereas
low-acuity patients have less severe conditions that can often be managed with routine or less

intensive interventions.

Emergency Department: A specialised medical facility within a hospital designed to provide
urgent treatment for severe injuries, sudden illnesses, or conditions that require immediate medical
attention. It operates 24/7 and is staffed by healthcare professionals trained to handle a wide range
of emergency cases.

Hauora: a Maori philosophy of health and well-being unique to Aotearoa-New Zealand.

Healthcare stakeholder: in this study this pertains to the healthcare professionals (clinicians and

managers) who participated in the focus group interviews.
Health needs assessment: A structured evaluation conducted to identify an individual patient’s
specific health needs, preferences and barriers to care, enabling the development of an effective

care plan.

Kaitiaki: a guardian; a person who has been given a responsibility to protect something,

XV
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Long-term conditions: Health conditions that require ongoing management and medical
attention over an extended period, often for life. Examples include diabetes, heart disease, asthma

and arthritis.

Manaaki: a Maori concept that means to care for, support and uplift others.

Patient navigator: A person who guides patients through the complex healthcare system, helping

them overcome barriers to care.

Primary care services: The first point of contact for individuals seeking healthcare, typically
provided by general practitioners, nurses and other healthcare professionals in local clinics.
Primary care focuses on general health issues, preventative care, early diagnosis and treatment of

common illnesses, as well as managing long-term conditions.

Re-presentation / reattendance: Refers to a patient returning to a healthcare facility, often the

ED, within a specified time period after an initial visit.

Triage: The process of assessing and prioritising patients based on the severity of their conditions

or injuries to ensure that those in most urgent need receive timely care.

xvi



Chapter I: Introduction

Innovation is the key to the future, but basic research is the key to future innovation.

Jerome Isaac Friedman (1930 — present)

The demands on Aotearoa-New Zealand’s (NZ) acute healthcare services are growing at a similar
trajectory to other developed countries, as a consequence of the confluence of an ageing population
and associated rise in long-term health conditions. NZ also faces issues with the supply of
healthcare services, due in part to a large proportion of the healthcare workforce (general
practitioners and registered nurses) reaching retirement age, healthcare recruitment not sustaining
the numbers of healthcare workers needed and budgetary constraints (Ministry of Health, 2018b).
NZ’s health system is publicly funded, primarily financed through general taxation and is
administered by Health New Zealand - Te Whatu Ora. In 2022, the system underwent significant
reform, transitioning from 20 district health boards to a unified national approach (Health New

Zealand, 2021).

Primary care forms the foundation of the NZ healthcare system, with general practices, urgent care
clinics and community health services providing frontline medical care. General Practitioners (GP)
operate as independent businesses, funded through a combination of government subsidies and
patient co-payments. The government funds primary care through Primary Health Organisations
(PHO), using a system where funding is based on the number of people enrolled. This helps make
sure healthcare services are available in different regions. Secondary and tertiary healthcare
services, including hospital care and specialist treatments, are primarily funded and provided by Te
Whatu Ora (Health New Zealand, 2021). As part of this system, the Emergency Department (ED)

is government funded and offers free access to NZ residents and citizens, serving as a critical first
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point of contact for acute health issues and a gateway to hospital-level care (Ministry of Health,

2016).

The primary function of the ED is to rapidly assess and treat patients with serious illness or injuries,
often providing life-saving interventions of resuscitation and stabilisation to patients that generally
require admission to the hospital (Ministry of Health, 2016). However, EDs worldwide are under
increasing pressure from rising patient volumes, higher acuity of cases, non-urgent presentations
and limited resources. When the demand for ED services exceeds capacity, patient safety and care
quality are jeopardised. Such imbalances in supply and demand are associated with ED
overcrowding, access block (delayed admissions due to unavailable inpatient beds), longer wait
times, reduced job satisfaction for healthcare workers, lower care standards and in extreme cases,
higher patient mortality (Australasian College for Emergency Medicine, 2019; Richardson, 20006;
Sprivulis et al., 2006). These adverse outcomes highlight the need for innovative approaches that
can optimise ED operations, improve patient outcomes, decrease ED demand and enhance the

patient experience.

There have been many avenues explored when attempting to address ED demand and one area of
focus is on non-urgent presentations. Non-urgent presentations have been described as patients
who visit the ED for conditions that do not require immediate medical attention (Durand et al.,
2011). The core purpose of the ED is to provide care for serious illnesses and injuries, raising the
question of whether non-urgent cases should be managed elsewhere (Ministry of Health, 2016).
However, there is no single definition of ‘non-urgent’ within the literature and various criteria are
used to identify these presentations. For instance, the systematic review by Durand et al. (2011)
found that non-urgent rates to the ED varied greatly in the studies they reviewed with rates between
4.8 and 90 percent, with a median rate of 32 percent. It was evident within these research studies

that they all utilised differing criteria to identify non-urgent presentations. There were some studies
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that simply used low-acuity triage scores to define non-urgent presentations, such as triage scales
four and five (Al-Raddadi et al., 2020; Jimenez et al., 2021; Unwin et al., 2020). However, these
studies were challenged in the literature as overestimating non-urgent rates and not addressing
clinical complexity (Nagree et al., 2013). Other studies combine low-acuity triage scores (four and
five) with other criteria such as, the patient’s mode of arrival, admission status, if they were self-
referred and the duration time of their treatment (Durand et al., 2011; Duwalage et al., 2021). Itis
evident defining non-urgent presentations is complex in nature, with multiple definitions present

in the literature.

Notwithstanding, non-urgent presentations are typically those where a delay of several hours in
treatment is unlikely to result in a worse outcome (Kelekar et al., 2024). The characteristics of
patients who present as non-urgent have been examined in the literature despite the variations in
definitions. The most prominent characteristic is that of a patient’s age where the majority of
studies found that patients who were presenting as non-urgent were younger adults. McHale et al.
(2013) found a higher rate of non-urgent attendance among patients aged 16 and under, compared
to those over 85. Similarly, a UK study found that younger adults (16 - 44 years of age) had a
higher rate of non-urgent ED visits than older people (over 65 years of age) (O’Keeffe et al., 2018),
likely as a result of younger patients tending to have less long-term conditions and therefore lower
levels of clinical complexity. There were multiple other characteristics discussed in the literature
examining non-urgent presentations and these included: healthcare operating hours; proximity to
the ED; socioeconomic status; and patients perceptions (Duwalage et al., 2021; McHale et al., 2013;
O’Keeffe et al., 2018). Exploring such characteristics can help develop solutions to reduce non-

urgent ED presentations, thus easing pressure on setrvices.

Whilst there is considerable literature on the frequency and impact of non-urgent presentations,

there is limited focus on interventions to reduce such visits. Key intervention strategies in the
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literature include diversion techniques (e.g., ambulance redirection, patient redirection and
telehealth), enhanced primary care services (e.g., co-located GP clinics and extended primary care
hours), interventions targeting frequent ED users (e.g., case management) and approaches focusing
on patient navigation (Chen et al., 2024; Kirkland et al., 2019; Soril et al., 2015; Tohira et al., 2014).
Among these, diversion strategies are the most common, aiming to redirect non-urgent patients
away from the ED, though the supporting evidence of these techniques remains limited. This
study aims to fill research gaps by exploring non-urgent presentations at an ED based in NZ and
identify interventions that may more effectively care for these patients whilst reducing non-urgent

visits to the ED.

This research explores the characteristics of patients who present to the ED in NZ who do not
require emergency care, also known as non-urgent presentations. Further, using a healthcare
stakeholder group, the research seeks to develop a new pathway, which enables non-urgent patients
to receive appropriate healthcare services without increasing the demand for the ED. More

specifically, the research secks to address the following questions:

1. From the perspective of the Emergency Department healthcare stakeholder group, what
are the characteristics of patients attending the ED who could have improved outcomes

with alternative pathways?

2. Among patients attending the Emergency Department, which group is prioritised by the

healthcare stakeholder group for requiring an alternative care pathway?

3. What alternative approach, informed by both evidence and views of the healthcare

stakeholder group, could be implemented to improve the outcomes of this patient group?
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This thesis is structured into six chapters. Chapter two, the literature review is divided into two
parts: Part one examines the role and implications of the ED, whilst Part two explores innovations
in healthcare and interventions used to address challenges faced by the ED. Chapter three is a
methodological review, discussing the rationale for employing a pragmatic philosophical wotldview
and a mixed-methods framework to address the research questions. The methodology that
supports this research design is detailed in the Methods chapter four. Chapter five presents the
study findings and the final Discussion chapter is divided into three parts: Part one answers the
research questions using findings from this study and current literature; Part two discusses the
theoretical contributions of this study; and Part three provides limitations, conclusions and

recommendations for future research.
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Chapter II: Literature review

Wisdom: begins in wonder

Socrates (470 BC — 399 BC)

2.1 Introduction - literature review

A literature review is the beginning of any research study and serves several purposes. It provides
a comprehensive overview and synthesis of existing knowledge, theories and findings relevant to
the research topic. The literature review identifies gaps, inconsistencies and arguments within the
literature, which inform the rationale for conducting new research. It establishes the conceptual
foundation that underpins the research, guiding the formulation of key research questions (Polit &
Beck, 2021). Additionally, the literature review evaluates methodologies employed in previous
studies, accessing their strengths, weaknesses and applicability to the current research context.
Ultimately, the literature review supports the validity and significance of the research and also
contributes to the advancement of knowledge by proposing new perspectives and suggesting

directions for future research endeavours in the reviewed field (Moule, 2017).

This chapter aims to evaluate the existing literature concerning Emergency Department (ED)
demand and is divided into two main sections. Part one provides an overview of Aotearoa-New
Zealand's (NZ) current population dynamics and examines how these changes impact healthcare
demand, particularly within the ED setting. It explores the structure of the ED system, highlighting
existing challenges and the repercussions of increasing hospital demands in NZ. Different patient
demographics will be considered, with a specific emphasis on non-urgent presentations. Part two
shifts the focus to innovation in healthcare, specifically exploring strategies aimed at alleviating ED
demand through alternative pathways. This section synthesises existing research and initiatives
designed to optimise ED efficiency and patient outcomes. Finally, the literature review concludes

by outlining the research aim and objectives that will guide the study.
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2.2 Literature search strategy

This literature review involved a comprehensive search of relevant databases, including: CINAHL
Complete, MEDLINE, PubMed, Scopus, Google Scholar and New Zealand-specific resources
such as the Ministry of Health publications. These databases were systematically searched to gather
a substantial body of literature relevant to the research topic. The search strategy included the
following key terms: ‘non-urgent,” ‘low-acuity,” ‘avoidable,” ‘inappropriate use,” ‘non-emergent,’
‘Emergency Department,, ‘New Zealand,” ‘healthcare innovation,” ‘Emergency Department
utilisation,” ‘emergency care models,” and ‘navigation’ to capture all pertinent articles. Various
combinations of these terms were used to ensure all relevant literature was captured. This strategy
yielded an initial pool of 47,705 records. Following de-duplication and the application of inclusion
criteria (peer-reviewed, published within the last twenty years, English language, full-text
availability), 34,055 records remained for screening. Titles were screened for relevance to the
research topic, resulting in 9,543 records retained for abstract review. Abstracts were reviewed by
the primary researcher in consultation with academic supervisors, with additional studies identified
through reference and citation tracking. This process culminated in the selection of 87 articles for

inclusion.

The final body of literature was thematically analysed and careful consideration was given to ensure
the findings were relevant not only to clinicians but also to non-clinical and business-focused
stakeholders, such as managers, policymakers, and business leaders. Of the included articles, 20
examine the ED system and clinical context; 32 explore definitions and characteristics of non-
urgent presentations; 17 investigate healthcare innovations; and 18 address patient navigation. This
structured synthesis provides a clear and comprehensive foundation to inform clinical practice,
guide policy development, and support further research into effective, contextually appropriate
interventions for managing non-urgent ED demand. The literature highlighted wvarious

perspectives and findings, with the predominant themes being discussed in this chapter.
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Partl: Navigating the Frontline: The Population, Role and
Challenges of the Emergency Department.

In the mudst of chaos, there is also opportunity

Sun Tzu (544 — 496 BC)

Recent demographic shifts in NZ have profoundly reshaped the healthcare landscape, with notable
impacts on EDs. This section of the literature review explores several key aspects: first, it examines
how demographic trends, particularly an ageing population, influence ED services. Demographic
changes present both challenges and opportunities, necessitating adjustments in ED workload
management and resource allocation strategies. The ED plays a critical role as the frontline
responder to acute medical crises and a gateway for urgent care needs, functioning as a safety net
within the healthcare system by providing essential interventions and stabilising patients during
medical emergencies (Ministry of Health, 2016). Reviewing ongoing challenges such as ED
overcrowding, prolonged wait times and resource shortages is paramount. These issues not only

affect patient outcomes but also strain operational efficiency and will be discussed in this section.

This section also examines non-urgent presentations in the ED. While these cases are not
immediately life-threatening, they significantly contribute to congestion and strain on resources.
Analysing patterns of non-urgent visits offers insights into healthcare utilisation and identifies
opportunities to redirect appropriate cases to alternative care settings. By synthesising these
interconnected themes, this part of the literature review aims to offer a comprehensive

understanding of current ED operations in NZ.

2.3 Demographic trends

The population of NZ is increasing; as of December 2020, the population was 5.1 million

(compared with 3.5 million in 1991) and is projected to rise to 6.1 million by the year 2043 (Ministry
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of Health, 2021). The age structure of a population is of great significance to healthcare delivery;
the World Health Organization (2021) states that globally, population ageing continues at an
unprecedented rate. The statistics from 2020 show that the share of older persons aged 65 years
and over in the world population was 9.3 percent which has already surpassed the percentage of
children under the age of five (8.7%). Population ageing is predicted to continue at an accelerated
rate and by 2050 the proportion of people over the age of 65 years (15.9%) will be more than
double that of children under five (7.1%) and will hold an increased share of the whole population
when compared to youth (15-24-year-olds) (13.7%). NZs older population (over 65years of age)
already accounts for 15.2 percent of the total population and is expected to double in the next 20

years (Ministry of Health, 2021).

The ageing population creates challenges for the healthcare system as older people present with
more complex conditions (including increased multi-morbidity), consume more resources, are
more likely to be admitted to hospital (Lowthian et al., 2011) and the general decline of physical
and functional capabilities with age can cause barriers when attempting to access healthcare services
(World Health Organization, 2021). Not only this, but the population over the age of 65 years
generally utilise more healthcare services than the younger population. This is evidenced by 42
percent of all health funding in NZ being spent on older people who make up only 15.2 percent
of the total population. Conditions such as cancer, heart disease and dementia are more common
within the older population and therefore it is predicted NZ will likely see an increase in these

conditions in the years to come (Ministry of Health, 2021).

With advances in technology, science and medication, people are living longer and this attributes
to the ageing population. In 2019, life expectancy at birth in NZ was 80.4 years of age for males
and 83.5 years for females (average of 82 years for both), which is an increase from the average life

expectancy of both sexes in 1990 which was 75 years of age (World Health Organization, 2021).
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Alongside life expectancy, health-adjusted life expectancy has become a key topic of discussion.
Whereas life expectancy refers to the mean number of years a baby born today would expect to
live, health expectancy refers to the mean number of years lived in good health. The World Health
Organization (WHO) describes good health as encompassing complete physical, mental and social
well-being, rather than simply the absence of illness or disability. While both life expectancy and
health expectancy have increased within NZ over time, health expectancy has not kept pace with
the increasing rate in life expectancy (Ministry of Health, 2021; World Health Organization, 2021).
This indicates that although people are living longer, they are spending more time in poor health.
Poor health has been attributed to the increasing prevalence of noncommunicable or long-term

conditions, which are particularly relevant to NZ as discussed below.

2.4 Noncommunicable disease

Noncommunicable diseases, also known as long-term conditions, are generally conditions of long
duration and are the result of a combination of genetic, physiological, environmental and
behavioural factors. Examples of noncommunicable diseases include cardiovascular disease,
diabetes, chronic respiratory diseases and cancers. In contrast, communicable diseases are caused
by bacteria, viruses, parasites and fungi that can spread from person to person. Examples of
communicable disease include tuberculosis, influenza, HIV and viral hepatitis. With the
investments in diagnosis, treatment and control of communicable diseases over the past 20 years
there has been a decrease in the prevalence, incidence and mortality of infectious diseases at a
global scale. These developments combined with changing lifestyle practices have led to a dramatic
change in the leading cause of death, with noncommunicable / long-term conditions accounting
for the majority of deaths worldwide over the past two decades. Globally, noncommunicable
diseases accounted for 60.8 percent of all deaths in 2000, with an increase to 73.6 percent in 2019
(World Health Organization, 2021). However, when looking at high-income countries specifically,

noncommunicable diseases account for a large proportion of deaths, with a mortality rate of over
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85 percent. NZ is classed as a high-income country and the impacts that lifestyle choices have had
on the population of NZ are significant when examining long-term conditions (World Health

Organization, 2021).

The increase in long-term conditions is driven by urbanisation, adoption of unhealthy lifestyle
practices and importantly, population ageing. Modifiable behaviours including tobacco use,
alcohol consumption, unhealthy diets and physical inactivity all increase the risk of developing a
long-term condition. The consumption of cigarettes (tobacco smoking) was considered one of the
leading modifiable health risks in NZ in 2017 accounting for nearly ten percent of all illness,
disability and premature mortality (Ministry of Health, 2020). Tobacco smoking causes harm to
nearly every system and organ within the human body and it is the main cause of lung cancer and
chronic obstructive pulmonary disease (COPD). Smoking is also a major cause of heart disease,
stroke and other cancers. There is also the incidence of being exposed to environmental tobacco
smoke which is a known risk factor for Sudden Infant Death Syndrome (SIDS) and respiratory
illnesses in children (Ministry of Health, 2021). Overall, the modifiable behaviour of smoking can
cause serious harm to the health of the population and causes illness which increases the demand

for healthcare services.

Unhealthy diets, alcohol consumption and physical inactivity all have negative impacts on health
and are associated with long-term conditions. Obesity is a multifactorial condition influenced by
a complex interplay of factors, including dietary patterns, levels of physical activity, genetic
predispositions, variations in the gut microbiome, hormonal responses such as stress-related
cortisol production and insulin regulation, as well as broader social determinants like
socioeconomic status and access to affordable, nutritious food (Lin et al., 2020). NZ has a high
prevalence of obesity sitting at 30.9 percent among adults aged 15 years and over which is an

estimated 1.24 million adults (Ministry of Health, 2021). Obesity contributes to the development

11
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of multiple long-term conditions such as hypertension, type 2 diabetes, cardiovascular disease,
cerebrovascular disease and arthritis (Lin et al., 2020). When conditions are grouped together, the
leading causes of death for the total population in NZ in 2018 were ischaemic heart disease,
cerebrovascular disease and trachea, bronchus and lung cancer (Ministry of Health, 2021).
Cardiovascular disease refers to conditions which affect the heart and blood vessels of the body
and these diseases accounted for 15 percent of all health loss in NZ in 2020, mainly comprised of
ischemic heart disease and strokes. The implications of lifestyle choices can be seen by the evidence

above and obesity alone contributes to several long-term conditions.

When an individual is diagnosed with more than one long-term condition, this is defined as
comortbidity or multimorbidity (Stanley et al., 2018). It has been reported that at an individual level,
people who experience multimorbidity have poorer health outcomes, worse functioning status,
lower quality of life and increased risks from polypharmacy. At a wider level, implications of
multimorbidity on the health care system have been identified. Healthcare expenditure is now
dominated by the needs of people with long-term conditions in high-income countries and this is
exacerbated when people experience multimorbidity. Multimorbidity is not only present in older
people, but it is more prevalent and as the population continues to age, multimorbidity will
continue to rise (Ministry of Health, 2021; World Health Organization, 2021). Stanley et al. (2018)
found in their study that over one-quarter of the NZ population have multimorbidity, calculated
utilising pharmaceutical dispensing data. More specifically, they found that multimorbidity was
more prevalent among older people, those living in areas of socioeconomic deprivation and

amongst Maori and Pacific people.

Socioeconomic deprivation has a large impact on population health. Child poverty has been of
particular concern within NZ in recent years and the statistics associated with child poverty can

explain why. The rates of child poverty in NZ are rising and child poverty has been linked to
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increasing numbers of hospital admissions for asthma, pneumonia, rheumatic fever and serious
skin infections (Shackleton et al., 2021). According to the Ministry of Health (2021), data for the
year ending June 2020 revealed that children living in poverty have a 40 percent higher risk of dying
during childhood, experience acute illness three times more frequently and are more than twice as
likely to be admitted to hospital for an acute illness. The impacts of child poverty have also been
seen to continue into adulthood with an increased risk of cardiovascular disease, dental decay,
lowered longevity and increased mental illness. While all ethnic groups experience poverty, Maori
and Pacific ethnic groups experience poverty at higher rates. In the year ending June 2020, there
was an average of 11.3 percent of children across NZ experiencing poverty, however, 19.5 percent
of Maori children and 26.1 percent of Pacific children were living in poverty (Ministry of Health,
2021). The impacts of poverty within N’Z have a significant impact on the healthcare system due

to the negative impacts on the overall health and wellbeing of the population.

As the global disease burden has shifted to long-term conditions within NZ, due to the evolving
ways in which individuals live, it has created extreme pressures on the healthcare system. The
healthcare system within NZ was built to provide acute illness care and this dynamic shift of long-
term conditions along with the increasing and ageing population has created challenges for all
healthcare services (Ministry of Health, 2021). The healthcare system within NZ comprises
multiple organisations of public, private and not-for-profit organisations and without investment
in considerable change, the system will remain inefficient and ineffective in delivering services to
an evolving population. The number of hospital admissions will continue to rise with the increasing
burden of long-term conditions along with the ageing population and the adjustments that have
been seen to date have not kept pace with the increases in demand. This research project is
specifically concerned with the challenges faced by the ED because of population change. The

ED as a system will be described next.
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2.5 The Emergency Department, a complex and dynamic system

The ED is a central component of the healthcare system as it interacts with primary healthcare and
is the gatekeeper to hospital level care for patients with acute illness. The purpose of the ED is to
provide rapid assessment and treatment of patients with serious illness or injuries and this includes
providing resuscitation and stabilisation to patients that often require an admission to hospital
(Ministry of Health, 2016). EDs in NZ are publicly funded and free for patients, operating 24
hours a day, seven days a week (Ministry of Health, 2016). It is essential for patients who are
suffering serious illness or injury to get treatment in a timely manner. An example of this is a
patient suffering from a stroke, where the sooner the appropriate treatment begins, the less brain
damage occurs and therefore this results in a better outcome for the patient (Sung et al., 2021).
This example is important in relation to NZ as stroke is classed as one of the top three leading
causes of death (Ministry of Health, 2021). To ensure that patients with the most serious illness
receive timely treatment, EDs operate on a priority scale known as the triage system (Corkery et

al., 2021; Ministry of Health, 20106).

The Australasian Triage Scale (ATS) assesses the level of urgency of a patient’s condition and is
the first point of contact for all patients arriving at Health New Zealand - Te Whatu Ora EDs.
The ATS was developed in emergency medicine in order to prioritise patient care in the presence
of limited time, space, material and staff resources (Australasian College for Emergency Medicine,
2013). Generally, the ATS is completed by a senior emergency nurse as their education and
experience provides them with the skills to assess, prioritise and deliver emergency care (Corkery
et al,, 2021). Although the ATS adequately describes urgency, it does not describe the severity,
complexity or the workload associated with delivering care to the patient (Australasian College for
Emergency Medicine, 2013). In other words, the ATS measures how long a patient can safely wait
for medical assessment and treatment. The ATS is a five-tier scale which is defined in Table 1

below.
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Table 1: Australasian Triage Scale categories

ATS Score Time to treatment  Definition

1 Immediate Immediately life threatening

2 10 minutes Imminently life threatening, or important time
critical

3 30 minutes Potentially life threatening, potential adverse

outcomes from a delay of more than 30 minutes, or
severe discomfort or distress.

4 60 minutes Potentially serious, or potential adverse outcomes
from a delay of more than 60 minutes, or discomfort

or distress.

5 120 minutes Less urgent or dealing with administrative issues
only.

Note: Adopted from Australasian College for Emergency Medicine (2013) and Ministry of Health (2016).

Triage not only allows a patient to be categorised by urgency, but it also allows patients to be
allocated into the most appropriate assessment and treatment space available within the ED
(Cotkery et al.,, 2021). This systematic approach is essential, especially as the demand for ED
services continues to increase year after year, while the availability of treatment spaces remains
limited. Effective triaging helps manage patient flow and optimises the use of resources. The
relationship between supply and demand in the ED will be discussed next along with the impact

of resources.

2.6 Supply and demand in the ED

Globally, healthcare organisations are experiencing growing demand for services. EDs within NZ
have experienced increased attendances, with over a million ED presentations in the 2014/2015
financial year. This was a ten percent increase in presentations from the year 2010-2011 (Ministry
of Health, 2016). The evolving population has resulted in patients presenting to the ED with

complex health needs which has created a strain on the supply of healthcare resources. EDs have
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not only experienced challenges with increased presentations, but the rising number of hospital
admissions seen in NZ (Ministry of Health, 2021) and the stagnant supply of hospital beds has

created challenges when managing ‘access block’ and subsequent overcrowding.

Access block is defined as a situation where a patient that needs to be admitted to hospital is delayed
from leaving the ED to an inpatient unit due to a lack of inpatient beds/insufficient hospital
capacity (Cheng et al., 2022). Access block is a major issue within EDs and compromises patient
safety. Patients who are delayed from being transferred to an inpatient unit consume the limited
resources of the ED whilst they are waiting and this causes increased wait times for other patients’
assessments and treatments. EDs are not designed to function as an inpatient ward and they also
are not equipped to deal with the burden of an inpatient load, hence access block has been
associated with poor patient outcomes and an increased risk of medication delays, medication
errors and adverse events (Burgess et al., 2022; Cheng et al., 2022). When exploring adverse events,
a NZ study utilising retrospective data found an association between access block and seven-day
mortality. More specifically, the study found that new patients arriving to the ED had a ten percent
relative increase in mortality when more than ten percent of the current patients waiting for
admission within the ED were experiencing access block (Jones & van der Werf, 2021). Access
block is the most common indicator for ED overcrowding, which is a global healthcare challenge
that has been shown to cause delays in healthcare service delivery and poor-quality care (Burgess

et al.,, 2022; Cheng et al., 2022).

The increase in the number of ED presentations, the increased demand for resources with the
complexity of multimorbidity and the implications of access block all contribute to ED
overcrowding (Burgess et al., 2022). Overcrowding is defined as the situation where the functions
of the ED are inhibited primarily because the number of patients waiting to be seen, undergoing

assessment and treatment, or waiting to depart exceeds the physical or staffing capacity of the ED
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(Australasian College for Emergency Medicine, 2021). Put simply, overcrowding occurs when
there is an imbalance between the constant increase in ED presentations or patient needs (demand)
and the lack of hospital and ED resources (supply) (Savioli et al., 2022). Overcrowding can be
characterised by an increased time to triage, the inability of ambulance staff to offload their patients
due to limited space, time-critical treatment delays due to a lack of available treatment spaces,
patients being treated in corridors and patients waiting to be admitted due to access block (Rocha

et al., 2021).

An Australian retrospective stratified cohort analysis found that patients presenting when the ED
was overcrowded had a significantly higher 10-day in-hospital mortality than patients who
presented when the ED was not overcrowded. The study also observed that patients who
presented during overcrowded shifts exhibited higher acuity levels and received care that fell below
the standard performance measures (Richardson, 2006). This scenario exemplifies the challenge
posed by the imbalance between supply and demand in the ED. Sprivulis et al. (20006) also found
a relationship between overcrowding and death, with an associated increase of death on day two,
day seven and day 30 after an ED presentation during an overcrowded shift. In addition to
mortality, the increased waiting times and delayed initiation of treatment caused by overcrowding
has been linked to patient dissatisfaction (Savioli et al., 2022). June-sung et al. (2020) found that
maximum ED occupancy was strongly associated with in-hospital cardiac arrest in their
observational study in Korea. Overcrowding not only impacts patients negatively, healthcare
professionals that work in EDs have identified overcrowding as the most important workplace
related stressor (Australasian College for Emergency Medicine, 2019). This review demonstrates
that heightened demand and constrained supply in the ED can lead to adverse outcomes for both

patients and healthcare professionals.
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2.7 A conceptual framework of patient flow in the ED

The ED is a complex and dynamic system and it is important to understand the system to address
the acute demand it experiences. There is an input-throughput-output model that has been utilised
to display the parameters that regulate the flow and capacity within the ED (Richardson et al., 2005;
Savioli et al., 2022). The input of the ED refers to the context within which patients present for
treatment and the flow of input can alter for various reasons. The ageing population and the
proliferation of long-term conditions have influenced the increase in ED attendances, therefore
increasing the input. Other factors which influence input are related to community profiles such
as: poverty, availability of alternative services, transport, public education, an individual’s
perception of what constitutes an emergency along with what patients perceive the role of the ED
to be (Richardson et al., 2005). The input of the ED can be widely varied and unpredictable as
many factors such as car accidents, workplace accidents, heart attacks and strokes can happen at
any point of time. Interventions which have been applied to decrease demand at the input stage
have included ambulance diversions, educating the public about the role of the ED, identifying and
redirecting ‘inappropriate’ patients and upskilling primary health care services (Hossam, 2018;

Richardson, 2000).

Secondly, there is the throughput phase which reflects how internal factors within the ED impact
on patient flow. Throughput is affected by the physical environment, staffing levels, equipment
availability, diagnostic testing availability, processing times and staff working patterns and attitudes
(Richardson et al, 2005). Interventions which have been established to increase throughput
include fast track protocols, executing and reporting radiology tests promptly and adjusting staffing
ratios on certain high demand shifts (Hossam, 2018; Savioli et al., 2022). Lastly, there is the output
phase, which constitutes the need to move patients on from the ED. Factors that impact output
are hospital capacity, access block, delays with inter-hospital transfers, delayed discharges from

inpatient wards, admissions through elective surgery along with the availability to community
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services (Richardson et al., 2005; Savioli et al., 2022). Interventions that have been utilised to
improve output are implementing effective discharge services, postponing elective surgery to
decrease planned admissions, assigning bed managers and establishing ED observation areas

(Hossam, 2018).

Overall, the ED is a complex and dynamic system, with multiple variables. Access block and
overcrowding overwhelm ED resources and result in the ED being unable to fulfil its purpose.
When ED resources are overwhelmed, timely assessment and treatment of patients is inhibited and
this has been shown to have potentially lethal consequences. The importance of people receiving
timely care in their hour of need is essential, as noted with the stroke presentation example earlier
in this literature review. Therefore, it is paramount EDs have the capacity to cater for patients with
serious illness at any time of the day. The evolving population and the impacts of lifestyle choices
(smoking, inactivity, poor nutrition), poverty and comorbidity have all put widespread pressure on
hospitals and EDs globally and specifically in NZ. It is therefore essential to be innovative and
create new ways of managing acute demand. The ED must be the best place to deliver the right
care, at the right time, to the right patient, rather than the only place available. People who need
emergency care require time critical service; therefore, the increasing acute demand needs to be

addressed to increase patients’ safety and staff wellbeing.

This research study is concerned with the input phase of the ED, specifically the management of
patients presenting to the ED. Limited research has been conducted that has successfully
decreased demand from an input phase and particularly within NZ. For the operation of the ED
to be enhanced, this research study will explore patients who present to the ED who do not require
emergency care but play a role in increasing the demand. Such patient groups have been referred
to as minor, non-urgent, low-acuity, general practice type, primary care, non-emergent and

inappropriate presentations within the literature. These presentations will be explored next.
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2.8 Defining a non-urgent presentation

There is currently no universal definition of what constitutes a non-urgent presentation to the ED
and the term ‘non-urgent’ has been characterised in the literature with a range of terms such as
‘general practitioner type’ (Toloo et al., 2020), ‘low-acuity’ (Nagree et al., 2013), ‘avoidable’ (Liu et
al., 2021) and ‘potential primary care’ (Masso et al., 2007; Schiitze et al., 2019) presentations. Most
of the literature utilises ‘non urgent’ as the favoured term (Afilalo et al., 2004; Al-Raddadi et al.,
2020; Durand et al., 2012; O’Keeffe et al., 2018; Unwin et al., 2020) and therefore this term will be
used within this review. Although several studies utilise the same term, such as ‘non-urgent’, there
are various methods that are used to report these presentations which creates challenges in
comparing the prevalence of these presentations. A systematic review by Durand et al. (2011)
examining non-urgent presentations found a variation of between 4.8 percent and 90 percent of
presentations being identified as non-urgent. The variety of methods used within the literature
include exclusively triage score, triage score and presentation criteria (e.g., mode of arrival,
admission status, self-referred, specific presenting complaint exclusions, time of treatment) and

presentation criteria without the use of triage scores.

Firstly, the most simplistic method employed is the triage score that a patient receives as they arrive
at the ED and their urgency is assessed by a health professional. There are two main triage scales
used within the literature and these include the ATS, described previously and the Canadian Triage
and Acuity Scale (CTAS), which are both five-tier scales used to prioritise patients as they arrive to
the ED (Australasian College for Emergency Medicine, 2013; Jimenez et al., 2021). The CTAS
utilises the same framework in relation to the ‘time a patient can safely wait’ as the ATS which was
described in Table 1, with triage one requiring immediate care to triage five being able to safely
wait for two hours. Three studies utilised the CTAS triage scale to define non-urgent presentations,

however there were variations in what they classed as non-urgent.
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Afilalo et al. (2004) defined non-urgent presentations as patients who were allocated a CTAS of
five and classed triage two, three and four patients as urgent. They did not include triage one
patients within their study comparisons, this was due to their study being focused on gathering
information from patients via questionnaires and patients allocated a triage one score were not
appropriate to be approached. Their results showed that 25 percent of the presentations were non-
urgent cases. It is important to note this may be slightly over-estimated when compared to other
studies as triage one patients were not included. Al-Raddadi et al. (2020) also used the CTAS and
excluded triage one patients (life-threatening), however they classed all triage four and five patients
as non-urgent. They concluded that 78.5 percent of the study population were non-urgent
presentations. The final study that utilised the CTAS was Jimenez et al. (2021), who used triage
four and five patients to define non-urgent similarly to Al-Raddadi et al. (2020), however they
compared non-urgent presentations with patients with a triage three score which they classed as
urgent and they excluded triage one and two patients in their study whom they classed as emergent.
They therefore concluded that 50.3 percent of patients in their study were non-urgent and 49.7
percent were urgent. Although these studies use the same CTAS they have differing methods to

define non-urgent presentations and comparing their results is therefore challenging.

There were two studies which used the ATS exclusively to define non-urgent presentations, with
triage four and five patients being classed as non-urgent. Their results showed that 56.5 percent
(Unwin et al., 2016) and 54.1 percent (Unwin et al., 2020) of patients were non-urgent. The latter
study concluded their results from a seven-year retrospective database review (Unwin et al., 2020).
Defining non-urgent presentations exclusively by triage scores has been challenged within the
literature. It is noted within the description of the triage scale that it is a measure of urgency and
not a measure of severity or complexity (Australasian College for Emergency Medicine, 2013)
which has led to some controversy. Multiple authors have expressed their concern of non-urgent

presentations being over-estimated within the literature due to studies using an exclusive triage
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method to code presentations (Duwalage et al., 2021; Nagree et al., 2013; Schutze et al., 2019;

Toloo et al., 2020).

Duwalage et al. (2021) reported that if triage four and five scores were employed exclusively in
their study, 26-40 percent of patients would have been incorrectly identified as non-urgent. It was
also noted in the study by Al-Raddadi et al. (2020) that 15.3 percent of their non-urgent (triage 4
and 5) presentations were subsequently admitted to hospital. This is concerning as these patients
have been reviewed by healthcare professionals as requiring hospital level care and therefore should
not be classed as non-urgent or a primary care type patient. Nagree et al. (2013) uses specific
patient examples to describe why it is not useful to use triage scale alone. They explained that an
older woman who sustained an arm fracture may be triaged as a scale four (low urgency); however,
the patient may live alone and be unable to complete the activities of daily living without assessment
and management from a multi-disciplinary team (high complexity) and therefore the patient may
be difficult to be managed within primary care. In contrast, they described a younger person who
may be triaged as a scale two for a fever and rash due to the differential diagnosis of meningitis,
once this patient is assessed and serious illness is excluded, they can usually be discharged, therefore
this patient would be high urgency but low complexity and may be able to be managed in primary
care by experienced physicians. Therefore, it is important to address more than just triage score

when defining non-urgent patients.

In contrast to exclusively using triage scores, some research studies did not include triage scores in
their methods of defining non-urgent presentations. Most of these studies retrospectively reviewed
patient clinical details to define non-urgent presentations (Akbulut et al., 2008; Liu et al., 2021;
O’Keeffe et al., 2018). O’Keeffe et al. (2018) defined non-urgent as a patient who presented to the
ED as a first attendance (not a follow-up presentation), who may have had some investigations or

treatments, but all of which could have been reasonably completed in a non-emergency care setting
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and were discharged home. Their results showed that 15.1 percent (n=555,564) of patients were
classed as non-urgent over a three-year data period. A NZ study by Elley et al. (2007) used an
expert panel of 12 healthcare professionals (General Practitioners, ED specialists and Registered
Nurses) to review patients notes and decide if they were appropriate for the ED. The expert panel
reviewed 180 case notes and defined 37 percent of these presentations as primary care appropriate.
It is important to note that there was poor agreement between professionals during the process
and in some instances (15 percent of cases) panel members gave different responses to the same
case at different times. Elley et al. (2007) described the difficultly in ascertaining what constitutes
a primary care appropriate presentation, as clinicians within their study could not agree even with
full clinical details of patients such as diagnoses. Another NZ study found no clear consensus
between healthcare professionals on what constituted ‘appropriateness’ of an ED attendance

(Richardson et al., 2000).

Another method of categorising non-urgent presentations without the triage code is the
Australasian College for Emergency Medicine (ACEM) method which is discussed within several
studies (Duwalage et al., 2021; Nagree et al., 2013; Toloo et al., 2020). The ACEM method is used
to identify the patients attending the ED who could be suitable for general practice services. This
method codes patients who are self-referred, have not arrived by ambulance and who have a
medical consultation time of less than one hour as being primary care suitable (Duwalage et al.,
2021; Nagree et al., 2013; Toloo et al., 2020). Although this method uses patient presentation
factors, it has been challenged as it does not include discharge destination (Duwalage et al., 2021).
Therefore, patients who come through the ED and have a consultation time of less than one hour,
such as urgent trauma cases requiring emergency surgery, would be coded as primary care
appropriate. Duwalage et al. (2021) found that utilising the ACEM method in their study classed
six percent of patients incorrectly as general practice type, as these patients were either admitted,

transferred to another hospital, or died. This resulted in Duwalage et al. (2021) using a modified
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ACEM method which included ‘not admitted, not transferred and did not die’ as additional criteria.
Using their ACEM-modified method, they analysed data from four hospitals in Queensland,
Australia, over a six-year period and identified variations in GP-type presentations: 33 percent
(99,108 cases), 19 percent (75,189 cases), 17 percent (39,388 cases) and seven percent (21,026

cases). These percentages are vastly decreased from the studies which use triage score alone.

Finally, there is a combination of criteria used within multiple studies, where triage score is included
with patient presentation data (Masso et al., 2007; Pak & Gannon, 2021; Schiitze et al., 2019; Toloo
et al., 2020). A widely discussed method is that of the Australian Institute of Health and Welfare
(AIHW), which defined a GP type patient as one who has a triage score of four or five, did not
artive by ambulance/police/correctional vehicle, was not admitted, was not referred to another
hospital and did not die (Nagree et al., 2013; Schiitze et al., 2019; Toloo et al., 2020). Despite these
critetia, the ATHW method has been shown to overestimate non-urgent / GP type presentations,
as Nagree et al. (2013) found 25 percent of their research population were classed as non-urgent
with the AIHW, whereas different methods (ACEM, diagnosis and Sprivulis methods) concluded
that 10-12 percent of presentations were non-urgent cases using the same data. The AIHW has
since ceased the reporting of statistics analysed with this method due to the concerns of over-
estimating non-urgent presentations (Schiitze et al., 2019). The Sprivulis method is a more complex
method used and is based on the difference between the discharge rate of self-referred patients and
that of GP-referred patients, who have a triage score of three, four or five, were not admitted and
arrived by self, family or friends (Nagree et al., 2013; Toloo et al., 2020). This method has been
described as a more reflective method of GP capability to manage low-acuity presentations due to
the analytic approach of discharge rates between self-referred and GP-referred presentations
(Toloo et al., 2020). Nagtree et al. (2013) and Toloo et al. (2020) found the Sprivulis method to
have similar results to that of the ACEM method. Lastly, a code framework was created by Schiitze

et al. (2019) which had multiple criteria including presenting problems.
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Schiitze et al. (2019) completed a retrospective audit of ED records from an Australian hospital
based in Sydney. An advisory panel which consisted of doctors, nurses, research fellows, GPs and
an ED research professor was formed in their study. The panel reviewed existing code frameworks
and subsequently created their own. The code consisted of patients who were triage four or five,
did not arrive by ambulance, helicopter, police, community transport, or by internal transfer, who
were self-referred, had a new episode of care, were not expected to be admitted, did not have a
triage speciality code (e.g., trauma call) and did not have any of the 21 of the presenting problems
they listed (e.g. chest pain, assault, collapse). The code was then used to analyse three months of
data from December 2016 to February 2017 and specificity and sensitivity test of the code frame
was performed. They concluded that 29 percent of patients during this time were potentially
primary care presentations. They established the code frame had a very high sensitivity (99.9%),
which identified patients who were admitted to hospital and therefore not appropriate for primary
care. The specificity code was 49 percent, but this was deemed acceptable in the concept of risk
aversion. The authors stated that they would prefer to be risk averse and see additional primary
care presentations within the ED then send potential ED patients with urgent or complex
conditions to primary care. The code was tested on all data from two hospitals for the 2011 to
2016 period to establish if it was consistent, they found non-urgent presentation rates of 28.7 and
28.4 percent. This study was the only one found which created and tested its own coding

framework.

The New York University (NYU) ED visit algorithm was widely used in health services research
to retrospectively assess the appropriateness of ED visits using retrospective discharge codes from
administrative data. Originally developed with International Classification of Diseases, 9" edition
(ICD-9) diagnosis codes, it has been instrumental in evaluating the impacts of significant health
policy changes in the United States of America. Its popularity arose due to its accessibility and

simplicity; requiring only primary discharee diagnosis codes. Howevert, its reliance on outdated
p > req g only p y g g )
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ICD-9 codes has posed challenges. As newer diagnosis codes under ICD-10 were introduced, the
algorithm's ability to accurately classify ED visits has diminished. While the NYU ED visit
algorithm has significantly contributed to understanding ED utilisation and informing health
policy, its reliance on outdated coding systems highlights the need for ongoing updates and
adaptations (Johnston et al., 2017). While sensitivity rates of the NYU ED algorithm have not
been extensively studied in recent literature, its widespread historical use warrants discussion. It
serves as a notable example of utilising retrospective discharge codes to evaluate the
appropriateness of ED visits and the ICD-10 criteria is used within the hospital system in NZ

(Ministry of Health, 2021).

It is evident that defining non-urgent ED presentations is a complex concept, with multiple
definitions and codes present within the literature. Simply put, non-urgent presentations typically
refer to visits for conditions where delaying treatment for several hours would not likely lead to a
worse outcome (Kelekar et al., 2024). Despite there being no universal definition for non-urgent
presentations, multiple studies have found similar characteristics within patient groups they have
classed as non-urgent. Itis important to understand the characteristics of non-urgent presentations
to develop interventions which aim to decrease these presentations to the ED. The next section
consists of research which underpins the current research study and explores characteristics and

interventions related to non-urgent presentations to the ED.

2.9 Characteristics of non-urgent presentations

The most prominent patient characteristic related to non-urgent presentations which has been
identified in the literature is age, specifically younger patients. A large database review which
included the majority of ED attendances in England over a one year period found non-urgent (or
as they described, inappropriate) presentations peaked in early childhood, were elevated throughout

teenage and young adulthood years with the odds of a non-urgent presentation reducing from the
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age of 27 (McHale et al., 2013). McHale et al. (2013) concluded that patients 16 years of age and
under had a 15.04 per 100 non-urgent attendance rate, compared to patients over the age of 85
years who had a 2.43 per 100 non-urgent attendance rate. Another study based in the United
Kingdom which analysed adult patient data from 13 EDs found the odds of a non-urgent
attendance were significantly higher for 16 to 44-year-olds when compared to 45 to 64-year-olds
(OR 1.42,95% CI: 1.41 to 1.43, p<0.001) and also compared to patients 65 years of age and older
(OR 3.81, 95% CI: 3.78 to 3.85, p<0.001) (O’Keeffe et al., 2018). The findings from these two
studies in which the younger population are over-represented in non-urgent presentations are
consistent with research in Australia (Duwalage et al., 2021; Unwin et al., 2020; Unwin et al., 2016),
the United States (Chen et al., 2015; Uscher-Pines et al., 2013) Switzerland (Clément et al., 2010;

Diserens et al., 2015) and Canada (Afilalo et al., 2004).

McHale et al. (2013) discuss that for young children the decision to attend ED for their condition
solely comes from their parents or caregivers and suggest this may be due to the pressures of
parenthood and a view that ED is the best place to receive appropriate care. Duwalage et al. (2021)
and McHale et al. (2013) also discuss the prevalence of non-urgent conditions by young adults and
teenagers and suggest that this may be due to a poor understanding of ED use, a lack of knowledge
of other services, cost, less patience and poor access to primary care. In contrast, the older
population may have less non-urgent cases due to the complexity of health that comes with age

and the increased prevalence of long-term conditions and co-morbidity (Lowthian et al., 2011).

The time in which non-urgent presentations occur has also been extensively studied. This has
stemmed from the concept that primary care services that could appropriately manage non-urgent
presentations typically are only available during daytime hours. Unwin et al. (2016) found that two
thirds of non-urgent presentations in their study presented during after-hours (16:00 to 08:00

weekdays and all hours on weekends). Duwalage et al. (2021) utilised a different approach to define
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after-hours, which focused on the availability of general practitioners rather than using times
outside 08:00 to 17:00 Monday to Friday. General practitioners were available in their region from
08:00 to 18:00 Monday to Friday and 08:00 to 13:00 on Saturday, they therefore defined after-hours
as hours outside of these times. They found that 57 to 76 percent of non-urgent cases occurred
during the allocated after-hours times. O’Keeffe et al. (2018) and Unwin et al. (2020) also
concluded that non-urgent presentations within their study populations had higher rates during
after-hours. McHale et al. (2013) and Duwalage et al. (2021) both specifically found that non-
urgent cases were higher during bank holidays. These results suggest that the available hours of

primary care services may influence the rates of non-urgent presentations to the ED.

Several studies explored patient presentations that resulted from a referral by a healthcare
professional to the ED and were subsequently classed as non-urgent. Unwin et al. (2016) found
that 25 percent of the presentations classed as non-urgent in their study had been referred by a GP,
similarly Afilalo et al. (2004) found that 20 percent of the non-urgent presentations in their study
were referred by a healthcare professional. The definition used to define ‘non-urgent’ in multiple
studies incorporates the need for a patient to be self-referred (Masso et al., 2007; Schutze et al.,
2019). Therefore, many studies have not examined the characteristic of primary healthcare referrals
to the ED; however, after the results from these studies, it may be possible referrals from other
services may be non-urgent in nature. The distance to an ED has also been described as a
characteristic impacting non-urgent presentations as discussed by reviewing the following

systematic review.

A systematic review by Kelekar et al. (2024) explored the relationship between distance as a
measure of healthcare access and the utilisation of EDs for non-urgent care in high and middle
income countries (USA, Canada, Europe, Italy, Belgium, Germany, Portugal, France, Turkey and

Korea). The review included studies that examined non-urgent care, focusing on EDs, non-urgent
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health services and distance. The review excluded studies involving patients transported by
ambulance services, referred from another hospital, or those measuring distance from another
health facility to an ED. Fifteen articles met the inclusion criteria, all demonstrating satisfactory
quality. Eight studies (53.3%) found moderate evidence of an inverse association between distance
and ED utilisation for non-urgent conditions, indicating that shorter travel distances were linked
to higher non-urgent ED use. The remaining studies in this review reported very low or low
evidence when they were evaluated using the Grading of Recommendations, Assessment,
Development and Evaluation (GRADE) framework. These findings suggest that proximity to
EDs influences non-urgent presentations, which has important implications for healthcare policies

aimed at reducing unnecessary ED use.

Kelekar et al. (2024) found the primary explanation for shorter travel distances being linked to
higher non-urgent ED use in the literature were travel costs, including both direct financial costs
and time costs. Higher travel costs were perceived to deter the use of EDs located farther from a
patient’s residence, especially when the presenting complaint was not perceived as urgent or life-
threatening. Several studies in the review by Kelekar et al. (2024) found that proximity to an ED
drives non-urgent use, with locational convenience being a significant factor. This was particularly
noted in two paediatric studies, which highlighted that parents often chose nearby EDs for their
children due to convenience (Benahmed et al., 2012; Guckert et al., 2022). Similarly, two studies
on adult populations also indicated that the convenience of using a nearby ED influenced non-

urgent visits (Naouri et al., 2020; Oh et al., 2018).

Another explanation presented in the Kelekar et al. (2024) review pertains to the lack of access to
primary care providers close to patients' residences. Two studies noted that parents might take
their children to EDs due to the unavailability of nearby primary care services. Guckert et al. (2022)

argued that parents perceive paediatric EDs as better equipped with the necessary resources and
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staff to quickly diagnose their child's condition, thus alleviating parental anxiety. This perception
of clinical urgency and the desire to relieve anxiety were also discussed concerning adult patients,
though it seemed more pronounced among paediatric cases. Only two of the fifteen studies
examined the effect of proximity to alternative healthcare providers. These studies found a positive
relationship between the distance to community health centres and the utilisation of EDs for non-
urgent services, supporting the notion that access to primary care influences ED usage patterns.
In summary, the systematic review by Kelekar et al. (2024) highlighted several factors contributing
to the distance decay effect in non-urgent ED use. The primary driver from the literature was the
cost and convenience of travel, with closer EDs being more frequently used for non-urgent
conditions. Parental perceptions of paediatric EDs capabilities and the lack of accessible primary
care providers also contribute to this phenomenon. The discussion of the influence of travel costs
and patients' residences highlighted the necessity of addressing socioeconomic deprivation and its

effects on health and ED utilisation.

Socioeconomic deprivation has been shown to increase the risk of hospital admission (Ministry of
Health, 2021) and has been studied as a characteristic which may influence non-urgent
presentations to the ED. McHale et al. (2013) examined deprivation levels within their study
population and found that patients who lived in the most deprived areas had the highest
presentation rates in both urgent and non-urgent categories. However, when they adjusted for age
and gender, they found that patients from the least deprived areas had higher odds of being a non-
urgent attendance. In contrast, Unwin et al. (2020) found that patients were 4.5 times more likely
to be a non-urgent presentation if they were from the most deprived areas when compared to the
least deprived. They observed that none of the larger primary care practices with access to
pathology and radiology services were in the most deprived areas of the local community they

examined, which they suggest highlights the disparities in the ability to access healthcare services.
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The examination of deprivation has also been linked to the characteristic of healthcare cost for
patients when accessing services. In NZ, the ED is a free service for citizens and residents, whereas
primary healthcare incurs a cost to the patient (Ministry of Health, 2016). This concept has created
a perspective that patients may access the ED for non-urgent services due to the financial burden
of accessing primary healthcare. Masso et al. (2007) conducted a study where patients and
healthcare professionals completed questionnaires to explore why patients attend the ED for non-
urgent (or as they termed, appropriate for primary care) conditions. They found the perspectives
of healthcare professionals and patients varied greatly. The main reason healthcare professionals
believed patients presented with non-urgent conditions was cost, whereas patients did not list cost
as one of the top reasons for using the ED. Unwin et al. (2016) also found that patients did not
believe cost was a main contributor to their decision to use the ED for a non-urgent condition.
Most of the characteristics related to non-urgent presentations were identified from patient
database reviews, however, it is important to understand the perspectives of patients who present

to the ED with non-urgent conditions and their reasoning for doing so.

There have been multiple studies which have explored the perspectives of patients who have
presented to the ED with non-urgent conditions. The most prevalent characteristic described by
patients in relation to their presentation was their perceived need. Despite the patients being
allocated to these studies due to their presentation being defined by the researchers as ‘non-urgent’
there were patients who believed their need was urgent. Masso et al. (2007) found that 67 percent
of patients in their study believed their condition required immediate attention and was too urgent
to wait to see a GP. Akbulut et al. (2008) found similar results in their study where 66 percent of
patients perceived they had an urgent need although they had been classed as non-urgent. Afilalo
et al. (2004), Unwin et al. (2020) and Al-Raddadi et al. (2020) also found patients in their studies
categorised their presentation need as urgent. Matifary et al. (2021) concluded that patients

overestimated the severity of their conditions. It is understandable that individuals with no medical
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education have difficulty in determining the urgency of their condition and it is important to take
into consideration patients’ perspectives when addressing non-urgent presentations. The second

theme which was most prevalent from patients’ perspectives was access to healthcare.

Several studies found that a portion of patients had tried to access primary care services prior to
arriving at the ED (Al-Raddadi et al., 2020; McKenna et al., 2020; Unwin et al., 2016). Unwin et
al. (20106) found that 40 percent of non-urgent patients in their study had tried to contact a primary
healthcare practitioner prior to presenting to the ED. This may suggest that these patients decided
to utilise the ED as they felt there was nowhere else to go. There was also a patient perception
that the ED was better equipped with services, specialists and equipment than primary care (Al-
Raddadi et al., 2020; Diserens et al., 2015; Matifary et al., 2021). Other reasons identified by patients
for their presentation to the ED was due to the easy accessibility (Al-Raddadi et al., 2020; Diserens
et al., 2015), the familiarity and trust of the service (Afilalo et al., 2004) and that it was their usual
place of consultation (Diserens et al., 2015). Patients also identified that they were unaware of
other emergency care alternatives (Diserens et al., 2015), did not know how to contact after-hours
services (Masso et al., 2007) and held a perception that other departments were inaccessible after
hours (Matifary et al., 2021). Opverall, the reasons for non-urgent presentations from a patient’s

perspective are multi-factorial.

Understanding the characteristics of non-urgent presentations is crucial for reducing the demand
for emergency services. The impacts of age, operating hours, referrals, distance to the ED,
socioeconomic deprivation and patients’ perceptions and their influences on non-urgent
presentations have been examined. While there is a wealth of literature discussing these non-urgent
presentations, research specifically addressing interventions to reduce such visits to the ED is
limited. Part two of this literature review will focus on change and innovation in healthcare, with

particular attention to interventions aimed at reducing non-urgent presentations.
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Part ll: Change and innovation in healthcare
Innovation is seeing what everybody else has seen and thinking what nobody else has thought

Dr Albert Szent-Gyorgyi (1893-1986)

Innovation in healthcare, particularly within the context of EDs, has become increasingly vital in
addressing complex challenges and optimising patient outcomes. Part two of this literature review
explores various innovative interventions aimed at transforming ED operations and enhancing
patient care. Specifically, it examines strategies to reduce non-urgent presentations, such as
diversion interventions, enhanced primary care services and population specific interventions. The
role of patient navigation, which is designed to streamline transitions and the continuity of care, is
also discussed in the context of promoting efficiency and patient satisfaction within healthcare

settings.

In the dynamic healthcare environment, there is increasing acknowledgment of the necessity for
transformative improvements to meet the challenges of contemporary healthcare delivery. This
section of the literature review also seeks to examine these innovations and their potential to
enhance ED efficiency and ultimately improve patient outcomes. Understanding these elements
is crucial for navigating healthcare innovation pathways effectively which is essential for this

research study.

2.10 Interventions to decrease non-urgent presentations to the ED

There have been four main themes identified when exploring interventional research to decrease
non-urgent presentations to the ED which are diverse in nature and these include diversion
interventions (ambulance diversion, patient redirection and telehealth services), enhanced primary
care services (co-located GP clinics, increased primary care hours), interventions which specifically

target frequent attendees to the ED (case-management) and interventions which focus on the older
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population. The most prevalent theme is that of diverting non-urgent patients away from the ED,
which includes interventions focused on ambulance diversion, patient redirection from the ED

and telehealth services.

A systematic review by Tohira et al. (2014) examined research studies that focused on the new role
of pre-hospital practitioners who provided care at the scene and/or referred patients to an
alternative healthcare service. Studies were eligible for inclusion if they compared the use of one
type of pre-hospital practitioner with standard ambulance crew, measured the number of patients
discharged at the scene, measured the number of patients transported to ED, reviewed subsequent
ED use or the appropriateness of care. The review included 23 studies from differing countries
(NZ, Canada and the UK) and most studies evaluated the use of emergency care practitioners in
the UK, one evaluated UK paramedic practitioners and other evaluated extended care paramedics
in NZ and Canada. All studies concluded that the introduction of the new roles saw a decrease in
the rate of patients transported to the ED when compared to conventional ambulance staff.
However, Tohira et al. (2014) found a large variation in the rates with results showing patients were
1.6 — 50 times less likely to be transported to the ED. They were unable to draw conclusions on

patient safety from the studies as they all used variable outcome measures.

A more recent systematic review by Kirkland et al. (2019) included randomised controlled trials
and cohort studies that evaluated the effectiveness of pre-hospital and ED-based redirection
interventions. There were 15 studies included in this review, of which 11 evaluated pre-hospital
diversion and four evaluated ED-based redirections. The reviewed interventions included pre-
hospital diversions, such as nurses or paramedics assessing emergency calls and educating patients
on alternatives to dispatching an ambulance. Additionally, advanced practitioners worked
alongside ambulance staff onboard ambulances to treat minor conditions at the scene. Other

interventions included transporting patients to minor injury clinics and implementing a clinical

34



L iterature review

protocol for older people, enabling referrals to community-based falls services. ED-based
redirection studies included interventions consisting of triage nurses using criteria to redirect
patients to primary care. Kirkland et al. (2019) concluded that the quality of the studies ranged
from moderate to low and stated the evidence to support or refute the effectiveness and safety of
ED diversion practice is lacking. Overall, the percentage of patients who were suitable for
diversion was low and many patients were reported to refuse diversion. However, Kirkland et al.
(2019) also concluded that diversion practices do not appear to be any less safe or harmful for low-

acuity patients than if they were treated in the ED.

Telehealth has been employed as a diversion intervention and NZ has its own government-funded
telehealth service, Healthline New Zealand. Introduced in 2001, Healthline was designed to
alleviate pressure on EDs by providing free, accessible health advice to the public twenty-four
hours a day, seven days a week. This national service connects individuals with qualified health
professionals, primarily registered nurses, who offer guidance on a wide range of medical concerns.
Whether secking advice for symptoms, needing information about medications, or deciding
whether to visit a healthcare provider, callers receive reliable, evidence-based information.
Healthline setves as an essential component of NZ's healthcare system, particularly for those in
rural or remote areas where access to immediate medical advice may be limited. Additionally,
Healthline plays a critical role during public health crises, providing up-to-date information and

advice to the public (Griffin et al., 2017).

Griffin et al. (2017) completed a review examining the impact travel time to EDs had upon
Healthline callers’ compliance with telephone advice. The review included 277,800 calls completed
between July 2010 and June 2012, made between 11pm and 7am. These calls were geocoded, the
patients were at their own residences and recommendations were documented. Among these,

36,300 (13%) calls were advised to seek emergency care, while 241,500 (87%) were advised to seek
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non-emergency care. Healthline’s large user base indicates its potential to divert non-urgent cases
away from EDs, thereby reducing overcrowding and easing the burden on healthcare resources.
However, it is important to recognise that while many people utilise Healthline for advice, this does
not necessarily translate to compliance with the recommendations provided. For instance, the
compliance rate for those advised to seek emergency care in the Griffin et al. (2017) review varied
significantly based on proximity to an ED, with only 39.4 percent of those living within a five-
minute drive following the advice, compared to just 12.5 percent of those more than 40 minutes
away. This variability in adherence highlights a critical consideration for ED interventions; the
effectiveness of telehealth services like Healthline not only depends on their usage rates but also
on patient’s willingness and ability to follow the given advice. Thus, while Healthline can
potentially reduce unnecessary ED visits, ensuring compliance with its recommendations remains

a key challenge that must be addressed to fully realise its benefits in managing the demand for EDs.

The second most prevalent theme to decrease non-urgent presentations to the ED were
interventions which increased primary care services. A systematic review by Huntley et al. (2014)
included eight studies which explored the relationship between increased primary care hours and
ED visits. Five of these studies concluded that increased access to primary care either by extending
the hours of operation or increased treatment slots reduced ED visits. Two studies explored the
impacts of co-locating a GP with the ED, with one study showing a decrease in ED visits and the
other (longitudinal study) showing an increase in ED attendance. Another study found no effect
from increased out-of-hours accessibility and ED visits. The evidence from these studies is
therefore contradictory. A recent before and after study by Fuhrmann et al. (2021) implemented a
walk-in clinic located on the same floor as the ED in a large tertiary hospital in Austria and found
that ED visits declined significantly. Patients triaged as four or five were sent to the walk-in clinic
(which operated between 16:00 to 22:00 on weekdays and 10:00 to 22:00 on weeckends to

complement GP practices) and the decrease in ED visits remained stable over a two-year period.
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This study was limited due to its before and after design and it did not report the outcomes of the
patients who were redirected, therefore conclusions on care appropriateness for patients were

unable to be formulated.

Primary care providers play a pivotal role in reducing hospital admissions and easing pressure on
EDs beyond just operating hours. Initiatives such as Primary Options for Acute Care (POAC) in
NZ exemplify how these providers contribute by offering community-based alternatives for acute
medical conditions, aiming to manage patients closer to home and enhance the efficiency of
healthcare delivery (Aish et al., 2003). Originating in the early 2000s, POAC aims to manage acute
medical needs within primary care settings, thereby reducing the pressure on hospital EDs and
inpatient services. The purpose of POAC is to offer timely, appropriate care to patients closer to
home, improving their overall healthcare experience and outcomes. By enabling GPs and other
primary care providers to deliver acute care services, POAC ensures that patients receive necessary
medical attention without the need for hospital admission. This includes services such as
intravenous therapy (such as intravenous antibiotics for cellulitis), diagnostic testing and wound
management. POAC is particularly beneficial in addressing the needs of patients who require
urgent but not emergency care, allowing for more efficient use of healthcare resources. It also aims
to reduce healthcare costs associated with hospital admissions and improve patient satisfaction by
providing more convenient and accessible care options. Aish et al. (2003) reviewed the use of
POAC in an Auckland region in 2001, noting that primary care providers successfully managed
enrolled patients. The study concluded that both patients and GPs expressed high levels of
satisfaction with the programme. Overall, POAC represents a strategic effort to enhance the
efficiency and effectiveness of NZ’s healthcare system by optimising the use of primary care

services for acute medical conditions.
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The final aspect of diversion interventions that were examined concern specific patient
populations. Two main groups have been studied in efforts to reduce non-urgent visits to the ED:
‘frequent attendees’ and ‘older people’. Soril et al. (2015) completed a systematic review which
examined case-management interventional studies for adults who were classed as frequent ED
attendees. They concluded that the outcomes varied: ten studies reported a decrease in ED visits
twelve months after implementing case-management interventions, while one study reported an
increase in visits and another showed no change. They noted the high-cost of case-management
interventions and believed that none of the interventions examined were likely to yield any
substantial cost savings for the healthcare system. A recent systematic review by Pritchard et al.
(2020) reviewed 53 studies (26 randomised control trials, eight cluster-randomised controlled trials
and 19 controlled before-after trials) with the aim to understand what interventions demonstrated
effectiveness in decreasing ED use and hospital admissions in patients aged 65 years and older.
They concluded that community-based interventions such as comprehensive geriatric assessments
and home visits reduced ED visits. However, it was noted that there was variability across
individual studies with outcome reporting, analysis and risk of bias, which limited their ability to
analyse impacts further. Overall, there have been several research studies completed within each
of these themes, however, findings are contradictory and drawing definite conclusions from the

studies has been limited.

Efforts to decrease non-urgent ED presentations have encompassed a range of strategies, including
diversion programs, primary care options like POAC and case-management interventions. These
initiatives aim to optimise healthcare resources, improve patient outcomes and alleviate pressure
on emergency services. Another promising approach gaining traction is the use of patient
navigation within the healthcare system. These navigators serve to strengthen the continuum of
care by enhancing coordination between primary care providers, specialists and community

services. By facilitating seamless transitions and ensuring comprehensive patient management,
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patient navigation has the potential to further streamline healthcare delivery and possibly reduce
non-urgent ED visits. To better understand the evidence surrounding patient navigation, it is
crucial to first explore the factors that influence a patient's ability to access healthcare. This will be

examined in the following section.

2.11 Access to healthcare

Access to healthcare is defined as the opportunity to reach and obtain appropriate services when a
perceived need for care arises. It is understood as the outcome of an interaction between individual
characteristics, such as those of people, households and social or physical environments and the
aspects of health systems, organisations and providers. Factors influencing access can relate to the
supply side, such as the features of health systems and organisations, or the demand side, including
population characteristics. Additionally, process-related factors which describe how access is
achieved, must be considered. Access encompasses the ability to recognise healthcare needs, seek
services, reach healthcare resources, utilise services and ultimately receive care that is appropriate

to those needs (Levesque et al., 2013).

Levesque et al. (2013) conceptualised a framework of healthcare access which is made up of five
core dimensions and five corresponding abilities. The dimensions are: (1) Approachability, which
refers to the transparency and ease with which individuals can identify available services; (2)
Acceptability, which concerns the cultural and social alignment between healthcare providers and
service users; (3) Availability and accommodation, which reflects the extent to which services are
provided at times and locations that meet the needs of individuals; (4) Affordability, which reflects
the economic capacity for people to spend resources and time to use appropriate services; and (5)
Appropriateness, which ensures that services provided are relevant and effective in addressing the
specific health needs of the population. Following the dimensions, the model shows that access

to healthcare is shaped by five corresponding abilities of individuals, which interact with the
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dimensions of accessibility. These abilities include: (1) the ability to perceive healthcare needs,
ensuring that individuals can recognise when they require care; (2) the ability to seek healthcare,
indicating their capacity and motivation to pursue services; (3) the ability to reach healthcare
resources, which encompasses the ability to physically access facilities; (4) the ability to pay,
reflecting the financial means to cover the costs of care; and (5) the ability to engage, which refers
to the individual's capacity to participate in healthcare decisions and follow through with treatment.
Together, these dimensions of accessibility and individual abilities determine the level of access

individuals have to healthcare services. The framework is shown below.
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Figure 1: Healthcare access conceptual framework

Note: this framework was adapted from (Levesque et al., 2013, p.5).

The five dimensions are associated with the supply side of the healthcare system, whereas the five
abilities are relevant when addressing demand. The dimensions of access identified are not entirely
independent constructs, as they often influence one another and can act at different stages of an

illness episode or during the process of seeking care. For example, geographic availability may
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interact with the affordability of transportation, together influencing access to health services.
Therefore, Levesque et al. (2013) suggest these constructs should be understood as interrelated and
that access to healthcare services can be seen as the result of an interaction between factors related
to individual characteristics (e.g. place of residence, economic resources, social status) and service
characteristics (e.g. availability, location and cost). It is not only the cost of healthcare services
themselves that determines affordability, but also an individual's capacity to pay for them. By
defining access as an attribute of services, it is emphasised that health services must be responsive
to the characteristics of the population to ensure that people are able to use the services when care
is needed. The characteristics of resources, individuals and communities may simultaneously shape
various dimensions of access (Levesque et al.,, 2013). It is important to understand that access is
multifactorial and complex when examining how patients navigate the healthcare system and it
must be considered that patients may need support to manage the interaction between their

personal characteristics and the specific services they require.

2.12 Equity in healthcare

The concept of equity in healthcare originates from ethical principles and is closely tied to human
rights, specifically the right of all individuals to attain good health. This commitment to equity was
first highlighted globally in 1978 at the World Health Organization’s Conference on Primary Health
Care in Alma-Ata, where health was framed as a fundamental driver of development. The
Declaration of Alma-Ata underscored the inequities in health between developed and developing
countries as socially, politically and economically unacceptable, calling for a collaborative, cross-
sectoral approach to achieve ‘Health for All’ and prioritising health equity as a global goal. This
commitment is encapsulated in the “inverse care law”, which states that healthcare availability often
inversely correlates with the population’s need, meaning those most in need of healthcare tend to

have the least access to it (Hart, 1971). This paradox has shaped the understanding of healthcare
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access globally and remains a critical framework within which health systems, including NZ’s,

operate (Ministry of Health, 2018a).

In NZ, despite advances in healthcare and extended life expectancy across populations, Maori,
Pacific peoples and those from lower socioeconomic backgrounds continue to experience the
greatest disparities in health access and outcomes. The Ministry of Health (2018a) defines equity
as the necessity for customised resources and strategies to attain fair health outcomes. It
acknowledges that individuals with varying levels of advantage may need different methods and
resources to achieve these equitable results. To further address these challenges, equity in
healthcare can be operationalised through two key approaches: horizontal equity, which advocates
for the equal treatment of equal needs and vertical equity, which addresses unequal treatment for
those with unequal needs. This distinction is essential in acknowledging that different groups have
distinct health requirements, often necessitating targeted interventions for disadvantaged groups
to achieve parity with their more advantaged counterparts. In NZ, the Treaty of Waitangi further
underscores the importance of health equity by recognising health as a taonga, or treasured

resource, with a focus on guaranteeing equitable outcomes for Maori (Ministry of Health, 2018a).

Healthcare providers in NZ play a critical role in advancing equity. As the initial point of contact
for many patients, they are positioned to directly address health disparities. Through culturally
competent care, advocacy for patient needs and a commitment to eliminating bias within the
healthcare system, providers can help ensure fair treatment for all patients. To fulfil this role
effectively, providers must be well-versed in the social determinants of health and how these factors
impact patient outcomes. Understanding the complex interplay of race, ethnicity, socioeconomic
status and geography with healthcare access enables providers to address the specific challenges
facing diverse patient groups. Patient navigation services align strongly with these principles of

health equity. By assisting individuals in overcoming barriers to care and addressing social
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determinants of health, navigators serve as pivotal agents in creating a more equitable healthcare
system, especially for those in marginalised communities (Calhoun & Esparza, 2017). The patient

navigation model of care is reviewed next.

2.13 Patient navigation: addressing access as both a challenge and

an objective

Patient navigation is a model of care that evolved from a need to guide and support patients
through health and social care systems to enable them to meet their healthcare needs (Calhoun &
Esparza, 2017; Freeman, 2013). Patient navigation is an evidenced based approach which seeks to
reduce the fragmentation of healthcare services and improve access to care for patients. The
process of patient navigation is facilitated by patient navigators. Patient navigators are people who
are trained to help patients overcome barriers to care and use the healthcare system effectively and
efficiently (Chen et al., 2024; Ranaghan et al., 2016). This section explores the theories the
navigation model is built on, the historical background of patient navigators, their role, outcomes
and future directions, illustrating their contribution to enhancing healthcare delivery and patient

outcomes.

The theory of empowerment provides a critical foundation for the concept of patient navigation
by emphasising the importance of enabling individuals to take control of their health and well-
being (Hickmann et al., 2022). Built on principles of self-efficacy, participation and social change,
the empowerment theory acknowledges that individuals thrive when equipped with the knowledge,
skills and confidence to navigate complex systems and advocate for their needs (Timothy et al.,
2024; Yue et al., 2024). It highlights the interplay between personal choices and systemic barriers,
aiming to empower people to overcome obstacles and access resources that enhance their quality

of life. In healthcare contexts, empowerment theory underpins strategies to address inequities and
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power imbalances often experienced by patients. By fostering a collaborative environment, it
encourages patients to become active participants in their care rather than passive recipients.
Furthermore, the theory helps address socioeconomic disparities and systemic inequities, that may
limit patients' abilities to make informed choices or access care (Timothy et al., 2024; Yue et al,,
2024). The empowerment theory underpins the goals of patient navigation, which bridges gaps in
care and enhances patient engagement. By cultivating self-efficacy and promoting equitable access,
empowerment theory provides a framework to support patients in overcoming challenges and

achieving better health outcomes (Timothy et al., 2024).

Empowerment also forms a critical foundation for self-determination in healthcare.  Self-
determination is achieved when patients feel that three innate needs are met: autonomy (control
over their actions), relatedness (a sense of connection with others) and competence (the ability to
impact their outcomes). When patient navigation services prioritise these needs, particularly for
minority populations, they foster environments that promote autonomous and health-supporting
behaviours, leading to improved engagement, satisfaction and outcomes (Timothy et al., 2024).
Self-efficacy is a patients’ belief in their ability to successfully manage their health and is
fundamental within healthcare. By building self-efficacy, navigation programmes empower
patients to feel confident in following treatment plans, communicating with healthcare providers
and making informed decisions. Self-efficacy reinforces self-determination by instilling confidence
and equipping patients with the skills to advocate for themselves when needed. Together,
empowerment, self-determination and self-efficacy form the foundation for successful patient
navigation programmes, fostering patient independence and resilience (Timothy et al., 2024; Yue
et al., 2024). Over time, patient navigation has evolved, but these core principles remain central to
its success. Before exploring the evolution of the navigation model, the origins of patient

navigators will be discussed.
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Patient navigators originated from the need to address disparities in healthcare by assisting minority
patients in navigating the fragmented healthcare system. The concept gained prominence in the
early 1990s, primarily in oncology, where patients often faced complex treatment regimens and
required multidisciplinary care. Dr. Harold Freeman is credited with pioneering the patient
navigation model in 1990 to reduce disparities in cancer care in a public hospital located in New
York City. His programme aimed to address the barriers that low-income and minority patients
faced, such as financial constraints, transportation issues and lack of information (Freeman, 2013).
The original programme focused on the period between the identification of an abnormal finding
from a cancer detecting procedure to the time of resolution by diagnosis and treatment.
Retrospective studies which examined the results of the free or low cost breast cancer screening
programme combined with patient navigation found significant results. The results showed
increases in early stage breast cancer diagnosis and treatment and an increase in the five year breast
cancer survival rate from 39 percent to 70 percent in the study population of minority women
(Freeman, 2013). After the success of the original patient navigation model, the scope of the
patient navigator was developed to encompass the entire cancer care continuum, including

prevention, detection, treatment, survivorship and end of life care.

Over the decades, the role of patient navigators has expanded beyond oncology to various fields,
including long-term condition management, primary care and mental health. The evolution of this
role reflects the growing recognition of the importance of coordinated care and the need to address
social determinants of health that affect patient outcomes. Patient navigators serve multiple roles
within the healthcare system, acting as liaisons between patients and healthcare providers. Their
primary responsibilities include patient advocacy, care coordination, education and support
(Calhoun & Esparza, 2017). Navigators advocate for patients, ensuring their voices are heard and
their preferences respected, they help patients understand their rights and facilitate communication

with healthcare providers. Additionally, navigators coordinate care across different healthcare

45



L iterature review

services and providers. This includes scheduling appointments, arranging transportation and
ensuring that patients follow through with their treatment plans. Patient navigators have the ability
to educate patients about their medical conditions, treatment options and preventive care. They
provide emotional support and help patients manage the stress and anxiety associated with medical
treatments. Moreover, navigators connect patients with community resources and support
services, such as financial assistance, housing and social services, addressing the broader social

determinants of health (Chan et al., 2023; Chen et al., 2024; Ranaghan et al., 20106).

The roles of patient navigators are varied depending on the programme that they are working for,
their work experience and their qualifications. Freeman (2013) suggested that because there is a
wide range of various tasks in patient navigation, patient navigators can come from a variety of
backgrounds. Patient navigators can be non-professionals such as lay persons, or health
professionals such as nurses, nurse practitioners and social workers depending on the required
tasks. Many different trained individuals have been used in patient navigation services as the role
of patient navigators is constantly evolving and expanding (Chen et al., 2024). Harvey et al. (2021)
describe nurse navigators as an emerging workforce focused on supporting individuals with
complex, long-term health conditions. Conducted in Australia, their study demonstrated how
nurse navigators play a pivotal role in helping patients re-engage with interdisciplinary healthcare
teams, particularly for those who have lost trust in the system. Harvey et al. (2021) emphasised
that this re-engagement is essential for addressing unmet needs and preventing hospital admissions.
Nurse navigators deliver authentic, holistic and continuous care, utilising advanced interpersonal
and decision-making skills to prioritise patient needs. The findings from Harvey et al. (2021)
highlight the advanced competencies of nurse navigators and their vital role in bridging gaps in
care while fostering meaningful patient engagement. Their study underscores the importance in

ensuring healthcare systems remain responsive and centred on patient needs. The integration of
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patient navigators into patient care has been shown to provide numerous benefits, which will be

described next.

The systematic review by Chen et al. (2024) focused on patient navigation in cancer treatment and
encompassed 59 articles, each examining the impact of patient navigation programmes on various
aspects of cancer care. A significant portion of the studies reviewed focused on the initiation of
cancer treatment, with 70 percent reporting notable improvements in treatment commencement
for patients enrolled in patient navigation initiatives. Similarly, 71 percent of the studies dedicated
to treatment adherence observed substantial enhancements in patient compliance with prescribed
regimens. Moreover, 87 percent of studies assessing patient satisfaction identified significant
benefits linked to the use of patient navigators, while 81 percent reported a positive influence on
key quality care indicators. Among the 37 studies that concentrated on disadvantaged populations,
76 percent concluded that patient navigators had a positive effect during treatment, particularly in
reducing barriers to care and supporting these vulnerable groups through their cancer journey.
Overall, the findings of this systematic review provided strong evidence for the effectiveness of
patient navigation programmes in cancer treatment. The results indicate that patient navigation
plays a vital role in enhancing access to care, improving treatment adherence and fostering better

outcomes, especially for disadvantaged cancer patients (Chen et al., 2024).

There was one systematic review which examined patient satisfaction with patient navigator
services in adult patients in an ambulatory care setting. This systematic review by Ranaghan et al.
(20106) included four studies: two were randomised controlled trials (RCT), one employed a quasi-
experimental pre-test-post-test design and one was a cohort study. Collectively, these studies
provide evidence suggesting that the implementation of a patient navigator yields beneficial
outcomes in terms of patient satisfaction, care coordination and timely access to healthcare

services. In one RCT by Ferrante et al. (2008), the effectiveness of a patient navigator in enhancing
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the timeliness of diagnosis, reducing anxiety and increasing satisfaction among urban minority
women following an abnormal mammogram was assessed. Women with suspicious mammograms
were randomly allocated to either standard care (n=50) or standard care with the additional support
of a patient navigator (n=55). No demographic differences were observed between the two groups.
Women in the intervention group experienced shorter times to diagnostic resolution (mean of 25
days compared to 42.7 days; p=0.001), with 22 percent of women in the control group remaining
without a definitive diagnosis at 60 days, compared to only 6 percent in the intervention group.
Additionally, the intervention group demonstrated lower mean anxiety scores (a decrease of 8 in
the intervention group versus an increase of 5.8 in the control group; p<0.001) and higher mean
satisfaction scores (4.3 compared to 2.9; p<0.001). These findings suggest that the involvement of
a patient navigator significantly improves key outcomes for urban minority women after an

abnormal mammogram.

The other RCT included in the systematic review by Ranaghan et al. (2016) evaluated the impact
of patient navigation on treatment completion times, satisfaction with cancer care and
psychological distress among patients with newly diagnosed breast or colorectal cancer. A total of
438 patients were randomised to receive either patient navigation or usual care. Trained lay
navigators worked with patients in the patient navigation group to assess treatment barriers and
identify resources to overcome them. The study employed intent-to-treat analysis to assess
outcomes within three months after the initiation of cancer treatment. The sample was
predominantly middle-aged (mean age 57), female (90%) and included 44 percent racial-ethnic
minorities, 46 percent with lower education levels, 18 percent uninsured and nine percent reporting
a non-English primary language. The randomised groups were comparable in baseline
characteristics. Primary analyses showed no statistically significant group differences in time to
completion of treatment, satisfaction with care, or psychological distress. However, subgroup

analyses revealed that socially disadvantaged patients (those without health insurance, with low
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English proficiency and non-English speakers) who received patient navigation reported
significantly higher satisfaction than those receiving usual care, with odds ratios indicating a greater
likelihood of satisfaction for these individuals: an OR of 3.75 (95% confidence interval (CI), 1.60-
8.79) for lower English proficiency, OR of 2.37 (95% CI, 1.28-4.40) for less than a high school
education and OR of 2.36 (95% CI, 1.41-3.93) for those without health insurance. Although the
primary analysis showed no overall benefit from patient navigation, these findings suggest that
patient navigation may improve satisfaction with care for certain disadvantaged individuals (Fiscella

etal, 2012).

The two additional research articles included in the systematic review by Ranaghan et al. (20106)
demonstrated less rigour than the two aforementioned RCTs, yet they still yielded notable findings.
The quasi-experimental study reported in the review indicated that participants in the nurse
navigator programme experienced higher satisfaction with care. Additionally, the cohort study
revealed a slight increase in mean satisfaction among navigated patients (90.7) versus non-navigated
patients (85.5), achieving statistical significance (p=0.03). Ranaghan et al. (2016) concluded that
patient navigators play a crucial role in enhancing patient satisfaction and overall experience. They
suggested that the four studies included in their review underscore the positive impact that patient

navigators can have on patients.

Although most research conducted on patient navigators focuses on the cancer-care continuum,
patient navigators have been used in other patient populations. Wouk et al. (2024) completed a
systematic review which examined the use and outcomes of patient navigation models of care
during the perinatal period (pregnancy through the first year postpartum) in people who use
substances. They reviewed 17 articles and concluded that patient navigation was associated with
reduced maternal substance use, increased use of services and improved maternal and neonatal

health. They specified that patient navigation programs which co-located care, engaged patients
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across the perinatal period and worked to build trust and communication with family members and
services providers were particularly successful. There were a lack of control groups in the studies
which were included in the systematic review and therefore it was concluded that additional
rigorous research is needed to strengthen the arguments for the use of patient navigation in this
population group (Wouk et al., 2024). It is known patient navigators are utilised for their impact
on vulnerable populations, along with the systematic review discussed previously, there was
another systematic review completed which investigated the transitions of care for patients with

complex care needs.

Howitt et al. (2024) conducted a systematic review to assess the impact of patient navigation
services on individuals with complex care needs (arising from long-term health conditions, severe
illness, or social vulnerability) during transitions in care. The review aimed to inform the
development of a best practice guideline by evaluating effects on quality of life, ED visits, follow-
up visits, patient satisfaction and hospital readmission rates. There were 17 relevant studies
reviewed which primarily addressed the transitions of patients from hospital to home. Patient
navigation ranged from one month to one-year post-transition and findings suggested that
navigation support marginally increased follow-up visits, decreased 30-day readmission rates and
improved patient satisfaction. However, no significant changes were observed in quality of life or
ED visits within 30 days post-transition. Howitt et al. (2024) concluded that while patient
navigation shows potential benefits, the evidence remains inconclusive and further high-quality
research is warranted to clarify its effectiveness in this area. In addition to patients with complex
care needs, a systematic review was also conducted to explore the impact of patient navigation on

those with long-term conditions, which is discussed below.

The systematic review by McBrien et al. (2018) sought to consolidate evidence regarding the

effectiveness of patient navigator programmes in individuals with various long-term conditions
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compared to usual care. This review included 67 studies: 44 studies focused on cancer, eight on
diabetes, seven on HIV/AIDS, four on cardiovascular disease, two on chronic kidney disease and
one each on dementia and multimorbidity. Process outcomes, such as disease screening
completion and adherence to follow-up procedures, were the most frequently reported primary
outcomes (n=50). Patient satisfaction or experience was the primary outcome in one study and
three studies reported hospitalisation or emergency room visits as primary outcomes. Of the 67
studies, 45 (67%) demonstrated statistically significant improvements in at least one primary
outcome. However, no specific programme characteristics were found to correlate with statistically
significant improvements in primary outcomes. McBrien et al. (2018) concluded that while patient
navigator programmes improve processes of care, there is limited evidence on their impact on
patient experience, clinical outcomes, or cost-effectiveness. The authors underscore the need for
consistent definitions and further research to determine the most effective components of patient

navigator interventions.

The body of research reviewed underscores the substantial benefits of patient navigation
programmes across various healthcare contexts, particularly in cancer care and among vulnerable
populations. The systematic reviews by Chen et al. (2024) and McBrien et al. (2018) provide
evidence that patient navigators can enhance treatment initiation, adherence and patient
satisfaction, especially for individuals facing barriers to care. Despite the overall positive outcomes,
the studies also highlight the need for further investigation into the specific elements that
contribute to the success of these programmes, as well as their cost-effectiveness and impact on
patient experiences. Additionally, the review by Howitt et al. (2024) indicates that while patient
navigation shows promise in supporting individuals with complex care needs during transitions,
the evidence remains inconclusive, warranting high-quality research to better understand its

effectiveness. Overall, this synthesis of literature illustrates that patient navigation is a valuable
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strategy in improving healthcare delivery, but further rigorous research is essential to optimise its

implementation and refine its role across diverse patient populations.

2.14 Patient navigation in ED populations

Given the focus of this research on the ED, a review of studies was conducted that specifically
investigated the role of patient navigation within ED settings and among ED patient populations.
One study by Bakshi et al. (2022) was deemed relevant as their study examined patients who were
treated and released from the ED. This population is closely alighed with non-urgent
presentations, a key focus of this research study, as both groups share similar characteristics and
needs. Although the research study by Bakshi et al. (2022) is not a randomised controlled trial, it

is included here due to its relevance to the research topic.

Bakshi et al. (2022) completed a retrospective analysis of health care utilisation and costs in the 30
days following an index ED visit, comparing patients who received patient navigation with matched
controls. The primary outcome they assessed was all-cause return visits to the ED and the
secondary outcomes reviewed were hospital admissions and primary care appointments. The
patient navigator programme that was reviewed in the Bakshi et al. (2022) study was conducted at
three general acute care hospitals. Each hospital placed a patient navigator who was a layperson
with health care or social services experience, in the ED. The navigators’ primary roles included:
encouraging primary care engagement by scheduling post-ED discharge appointments and
addressing access barriers, coordinating care and referring patients to relevant health services and
identifying patients’ health-related social needs, connecting them to community resources such as

housing, food, transport and employment support.

The patient population in the Bakshi et al. (2022) study included patients enrolled in the allocated

hospitals from June 2018 through to October 2019, when the patient navigator programme was
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fully implemented. Using electronic health records, treat-and-release ED visits were identified.
Exclusions included high-acuity visits, defined by an emergency severity index score of 1 or 2;
weekend visits, as the patient navigation programme operated only on weekdays; and any visits
where complete data was not available. Overnight weekday visits were included, as these often
received a next-day follow-up via phone call. The intervention group included patients who
engaged with the patient navigator. To create a matched control group, three comparison patients
were selected for each intervention patient from individuals who did not use the patient navigator.
The groups were matched on prior ED visits, inpatient stays and primary care physician visits

within the six months prior to their ED visit (Bakshi et al., 2022).

Bakshi et al. (2022) described that during discharge planning, the patient navigators interacted
briefly with patients, drawing on motivational interviewing and trauma-informed care. The
navigators utilised a social needs assessment tool and shared regularly updated resource guides,
which included translation support. After patients were discharged from the ED, patient
navigators followed up via a phone call within 72 hours or coordinated a follow-up visit with the
patient’s long-term care team. During the study period, a total of 22,557 treat-and-release ED visits
were recorded at the hospital EDs participating in the programme. Of these, 12,113 visits met
inclusion criteria, comprising 1,315 visits with a patient navigator encounter and 10,798 potential
control visits. Following matching, the final sample included 1,117 intervention patients and 3,351

comparison patients.

Overall, no statistically significant difference was found in the likelithood of a return ED visit within
30 days for patients who received ED navigation compared to those who did not (OR, 0.88; 95%
CI, 0.71-1.08). However, among patients with no ED visits in the preceding six months, ED
navigation was associated with a reduced likelihood of a return visit within 30 days (OR, 0.68; 95%

CI, 0.52-0.90). For patients with one or more ED visits in the previous six months, the effect was
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not statistically significant (Bakshi et al., 2022). Regarding primary care follow-up, after adjusting
for relevant variables, patients who received navigation were significantly more likely to attend a
follow-up visit within 30 days (OR, 1.52; 95% CI, 1.29-1.77). However, there was no significant
difference in 30-day hospital admission rates (OR, 0.77; 95% CI, 0.47-1.27). The study by Bakshi
et al. (2022) was limited by its methodology as it was a retrospective cohort analysis and not a
randomised controlled trial, however its specificity to this research study’s population and the use

of patient navigators deemed it relevant for discussion.

Three randomised controlled trials were identified that investigated the use of patient navigation
within ED populations. However, these RCTs focused specifically on patients who frequently
utilised the ED and all three studies were conducted in the United States of America. The largest
study, in terms of research population size, was conducted by Seaberg et al. (2017). The aim of the
RCT by Seaberg et al. (2017) was to determine whether a trained navigator could reduce ED use
and cost in ‘super utilisers’ (patients with five or more visits a year to the ED) over a one year
period. They were concerned as although these patients only account for five percent of the
patients seen in the ED, they account for 25 percent of the total yearly ED visits. The study
employed a prospective, randomised controlled design conducted in an urban ED with an annual
adult patient volume of 57,000. A patient navigator collaborated with ED patients to review
diagnoses and prescriptions, assist in arranging follow-up appointments and transportation and
identify relevant community resources to support patient care. The patient navigator fulfilled these
responsibilities at the initial ED visit, at any subsequent visits and during follow-up phone calls

within two weeks and 12 months of the initial visit (Seaberg et al., 2017).

The patient navigator in the study by Seaberg et al. (2017) received comprehensive case
management training, gaining insight into the social services and medical resources within the

community, as well as a foundational understanding of the medical referral system. Eligibility was
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limited to patients presenting to the ED five or more times within a 12-month period. Seaberg et
al. (2017) justified this inclusion criterion by suggesting that five or more ED visits within a single
year indicate a level of frequency that is generally considered non-random. Exclusion criteria
included patients unable to provide written consent and those currently receiving hospice or
palliative care. The study included 148 patients in the treatment group and 134 in the control

group, with an average age of 44.6 years.

At the two-week follow-up, a high rate of retention was achieved, with 94 percent of both groups
successfully contacted. In this period, 47 percent of patients in the navigation group had attended
an actual primary care physician visit, compared to 43 percent in the control group, showing a
marginal increase in primary care engagement within the navigation group. Phone surveys further
indicated that patients in the navigation group averaged 4.89 primary care visits (95% CI = 4.36—
5.42) in the 12 months prior, while the control group averaged 5.05 visits (95% CI = 4.54-5.506), a
non-significant difference (p=0.51). Patient satisfaction levels, assessed via a 4-point Likert scale,
showed no statistical difference between groups, with both achieving a median satisfaction score
of 3.00 (95% CI = 2.86-3.14 for treatment and 2.87-3.13 for control, p=0.47). At the 12-month
follow-up, 43.3 percent of patients remained engaged in the study (44.6% in the treatment group
and 41.8% in the control). During this period, the treatment group demonstrated a significantly
higher mean number of primary care visits at 6.42 (95% CI = 5.14-7.70), compared to 4.07 visits
in the control group (95% CI = 3.38-4.76; p=0.0013). This suggests that patients receiving
navigation support may be more consistent in primary care engagement, potentially reducing
dependence on ED services. However, satisfaction scores remained consistent across both groups,
with a median of 2.00 (95% CI = 1.84-2.16 in both groups, p=0.57), indicating that increased
primary care engagement did not significantly impact patients perceived satisfaction with care

(Seaberg et al., 2017).
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In terms of healthcare utilisation, ED visits saw an overall 8.8 percent reduction over the 12-month
study period compared to the previous year. This reduction was more pronounced in the treatment
group, where visits dropped by 13.2 percent (from 1,148 to 996 visits) compared to a 4.3 percent
reduction in the control group (1,101 to 1,054 visits, p<0.0001). These findings suggest that patient
navigation may contribute to reducing ED overuse, likely by connecting patients with appropriate
non-emergency care. It was also noted that ED visit costs dropped more in the treatment group,
decreasing by 26.6 percent compared to a 17.5 percent reduction in the control group, indicating
that the programme may effectively lower ED-related costs. Nonetheless, the study’s limitations
include a small sample size and reliance on patient recall for reporting primary care attendance,
which introduces potential inaccuracies. Furthermore, the study’s comparison of data from the
year prior to enrolment with data from the year following enrolment may introduce a regression to
the mean effect and does not fully account for potential systemic changes in healthcare practices
or policies during the study period (Seaberg et al, 2017). The study findings suggest that
implementing a patient navigation programme in an urban ED setting may enhance primary care
engagement, reduce ED reliance and lower healthcare costs. Although patient satisfaction
remained similar between groups, the treatment group demonstrated a significant increase in
primary care visits and a notable decrease in ED visits and associated costs. These results indicate
that such programmes could be valuable in managing healthcare utilisation among frequent ED
users, though further research with larger samples and extended follow-up is recommended to

confirm these benefits.

The second prospective, randomised controlled trial reviewed was by Kelley et al. (2020) who
aimed to determine whether an ED initiated patient navigation programme designed to improve
access to healthcare for frequent ED users could decrease ED visits, hospitalisations and costs.
Participants were recruited from a large urban academic hospital ED with an annual volume of

over 150,000 visits. Eligibility criteria included adults aged between 18 and 62 with active insurance,
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fluent in English or Spanish and with four to 18 ED visits in the previous year, including the current
visit. Patients were excluded if over 50 percent of their ED visits in the prior year were for mental
health or substance use issues, if their current visit was due to mental health or substance-related
concerns, ot if they had more than 18 ED visits in the past year. Kelley et al. (2020) described the
rationale for the exclusion criterion as being a result of these groups typically presenting complex
needs beyond the study's scope. This selection process aimed to focus on a population most likely

to benefit from patient navigation to enhance engagement with primary and specialty care.

A patient navigator or research assistant spent 20 to 30 hours weekly in the ED, mainly on
weekdays, with additional evening and weekend shifts, to ensure broad recruitment coverage.
Following enrolment, each participant completed a comprehensive interview, covering
demographics, socioeconomic factors, health literacy, medical history, healthcare access and
reasons for ED use. Open-ended questions were included to determine the specific ways in which
the patient navigator could provide support. Participants were randomly assigned to either the
intervention group or usual care group through a stratified randomisation process that accounted
for the frequency of ED visits in the prior year. Those in the patient navigator group received 12
months of support from a trained bilingual patient navigator (50% effort) and a nurse navigator
(25% effort), selected for their qualifications in cultural sensitivity and communication. The
navigators completed two days of intensive training, focusing on identifying and overcoming
barriers to care and supporting patients through the healthcare system. The navigators were
supervised by a multidisciplinary team, including an emergency physician, a primary care physician,
the programme’s executive director and a coordinator, who met weekly to discuss each new
enrolee’s needs and provide ongoing guidance. For each patient, the navigator prepared a summary
detailing medical history, ED usage, access barriers, social determinants of health and desired
assistance. The team discussed resources and support options for each patient to guide the

navigator’s work (Kelley et al., 2020).
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The patient navigator facilitated primary care appointments, accompanying patients to up to three
visits and assisted with any required specialist referrals. For patients without an existing primary
care providet, the navigator scheduled appointments based on patient preferences and availability
at local clinics or healthcare centres. Before appointments, the navigator reviewed patient
concerns, offered support during the visit and developed a follow-up action plan. Regular follow-
up calls were scheduled every two weeks initially and then monthly, to monitor ongoing healthcare
needs and address any barriers, such as transportation. After each healthcare visit, the patient
navigator contacted the patient to review provider recommendations and assist with follow-up
tasks. For patients facing social challenges, such as housing instability or food insecurity, the
patient navigator provided information on local resources. This structured, continuous support

aimed to improve healthcare access, engagement and the overall well-being of participants (Kelley

et al., 2020).

A total of 227 eligible patients were identified through screening, among those approached, 100
patients agreed to participate in the study. The 114 patients who declined to participate cited
various reasons: 21 percent indicated they did not require navigation services; 18 percent were not
interested in or did not want navigation services and 13 percent reported feeling unwell. Notably,
35 percent did not provide a specific reason for their refusal. Of the 100 enrolled patients, 49 were
randomised to the ED patient navigator group, while 51 were randomised to receive usual care.
The two groups exhibited similar sociodemographic characteristics, as well as comparable numbers
and types of long-term conditions, including mental health conditions and similar rates of ED visits
and hospitalisations in the year preceding the study. The findings revealed that patient navigator
participants averaged 6.37 ED visits in the 12 months prior to enrolment, which decreased to 3.96
visits in the 12 months following enrolment. In contrast, usual care patients averaged 6.94 visits

pre-enrolment, decreasing to 5.90 visits post-enrolment. On average, navigated patients had 1.4
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fewer ED visits compared to usual care patients (p=0.01). Hospitalisation rates also differed, with
usual care patients averaging 2.49 hospitalisations pre-enrolment and 2.63 post-enrolment.
Conversely, patient navigated patients experienced 1.0 fewer hospitalisations compared to their
usual care counterparts (p=0.001). Additionally, while navigated patients incurred an average of
$10,202 lower hospital costs per patient compared to usual care patients, this finding did not reach

statistical significance (p=0.10) (Kelley et al., 2020).

The study by Kelley et al. (2020) has several notable limitations. The small sample size and single-
centre design may limit the generalisability of the findings. Additionally, more than half of the
patients approached in the ED declined to participate, possibly due to competing concerns related
to their illness or apprehension about engaging in research. Kelley et al. (2020) expressed that it is
likely those patients who chose to enrol were more motivated and engaged, which may have
introduced bias. The study also did not include patients presenting to the ED at various hours,
raising questions about the representativeness of the sample (Kelley et al., 2020). In summary, the
results demonstrate that implementing a patient navigation programme in the ED can significantly
reduce the number of emergency visits and hospitalisations among participants compared to usual
care. Although financial benefits from reduced hospital costs were observed, these were not
statistically significant. These findings suggest that patient navigation may be a valuable strategy
for improving care management and reducing reliance on emergency services. Future research
should seek to address these limitations and examine the long-term effects of such programmes

across diverse patient populations and settings.

The third RCT reviewed was by Lin et al. (2017) who examined if a navigation intervention
improved care coordination and reduced ED visits and hospitalisations among frequent ED users
in an urban ED. The study aimed to identify the most frequent ED users, focusing on those who

had the highest utilisation in the 30 days and 12 months prior to the intervention. A total of 72
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patients were randomised to either receive a pilot intervention or usual care. The intervention
included the assistance of a community health worker who helped patients navigate their care and
address unmet social needs, alongside an ED-based clinical team that developed interdisciplinary
acute care plans tailored to eligible patients. There were 72 patients randomised into the study,
with 36 assigned to the intervention group and 36 to the control group. After a period of seven
months, the study analysed ED visits, hospitalisations and associated costs for both the
intervention and control groups. The results indicated that patients in the intervention group
experienced a 35 percent reduction in ED visits (p=0.10) and a 31 percent decrease in admissions
from the ED (p=0.20) compared to those receiving usual care. Furthermore, the average direct
costs associated with ED visits per patient were 15 percent lower in the intervention group, while

inpatient direct costs per patient were reduced by 8 percent (Lin et al., 2017).

The findings by Lin et al. (2017) suggest that the intervention effectively reduced the reliance on
emergency services and hospital admissions among frequent ED users, although the reductions did
not reach statistical significance this may be due to the small sample size. The decrease in ED visits
and hospitalisations may indicate improved care coordination and support for patients' social
needs, potentially leading to better health outcomes and reduced healthcare costs (Lin et al., 2017).
In summary, the study highlighted the potential benefits of employing community health workers
and interdisciplinary care plans in managing high-utilisation ED patients. The observed reductions
in ED visits and hospitalisation rates suggest that such interventions could play a crucial role in
optimising care for vulnerable populations. Future research should further explore these
interventions' long-term impacts and scalability across diverse healthcare settings to confirm their

effectiveness and enhance patient outcomes.

There were no other RCT's retrieved when examining the evidence on patient navigation and ED

populations. However, there was an evaluation study completed which reviewed the patient
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experience and satisfaction of the patient navigator programme which was completed in the Kelley
et al. (2020) RCT. This evaluation study was completed by Samuels et al. (2021) and 80 percent
(39 out of 49) of the population from the Kelley et al. (2020) RCT completed a pre and post-
intervention survey. Following receipt of patient navigation services, participants were significantly
more likely to report ‘usually’ or ‘always’ being able to secure medical appointments as needed (94%
vs 53%) and to have their medical queries addressed on the same day (96% vs 50%). Participants
also noted a reduction in using the ED as their primary site of care (30% vs 70%), fewer barriers
to accessing care and increased confidence in coordinating their care and managing their medical
conditions independently. Overall satisfaction with patient navigation services was high among
participants.  Key features identified as most helpful included support with scheduling
appointments, receiving appointment reminders, follow-up calls and having someone available to
discuss their health. All participants expressed overall satisfaction with patient navigation, with
89.7 percent reporting being ‘very satistfied.” Additionally, 87.2 percent were very satisfied with the
waiting time for appointments and a majority 87.2 percent found it easier to adhere to treatment
recommendations post-navigation. Moreover, 76.9 percent reported improved ease of accessing
care and 84.6 percent perceived an overall improvement in their ability to obtain needed care

(Samuels et al., 2021).

In addition, Samuels et al. (2021) completed eleven interviews and four primary themes emerged
from the analysis: (1) Patient navigators were recognised as effective healthcare coordinators and
advocates, offering continuity and personalised support; (2) health-related social needs frequently
influenced healthcare utilisation, both driving and hindering access and often required assistance
from navigators; (3) utilisation of primary care was largely dependent on the accessibility of clinics
and the quality of interpersonal relationships with healthcare providers and staff; and (4)
participants described the ED as a convenient, comprehensive source of urgent care, often bridging

gaps in primary care access. While the evaluation study is not rated as high-quality evidence, it was
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grounded in a randomised controlled trial that demonstrated significant reductions in ED visits
and hospitalisations. These findings are encouraging, as they suggest that, alongside the tangible
benefits for healthcare systems, patients also experienced high levels of satisfaction with the patient
navigation programme. This dual impact highlights the potential of navigation programmes to not
only reduce healthcare utilisation but also improve patient experiences, reinforcing the value of

integrating such programmes into healthcare systems.

When exploring patient experiences in the literature, a qualitative study exploring patient
experiences in NZ was found. The study by Wilkinson et al. (2022) examined the perspectives of
individuals receiving health and social care navigation support for long-term conditions in a
metropolitan area. They recruited nine former clients (seven women and two men, aged 30-80),
who were interviewed individually in their homes by the service manager and navigators. An
overarching theme emerged: participants described a sense of restoration of their ‘essence’ or
‘being’ (wairua in Maori) and a sense of belonging (tarangawaewae), which was achieved through
a collaborative and regenerative approach between navigator and client. The researchers described
this renewal as being felt deeply, with participants expressing that the navigation experience helped
affirm their sense of personhood. While the findings reflect experiences from a single service, the
participants included some of NZ’s most potentially marginalised populations, offering valuable
insights into the benefits of navigation services for vulnerable groups. Such setvices were seen to
aid in the restoration of both personal identity and wellbeing, fostering self-determination and
improved health outcomes. Though not specific to ED settings, this study offers meaningful

insights into patient perspectives on navigation services in NZ (Wilkinson et al., 2022).

Patient navigation services have shown statistically significant effectiveness in reducing ED visits,
lowering hospitalisation rates, increasing primary care engagement and decreasing ED costs for

target populations. Moreover, patients consistently report high satisfaction with navigation
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programmes, including those implemented within NZ. This is particularly relevant to the current
research, which focuses on the NZ healthcare system and population. As healthcare continues to
evolve, the role of patient navigators will become increasingly critical. Future initiatives will aim to
optimise and expand these programmes, ensuring that all patients receive coordinated,
compassionate care. By prioritising patient needs and addressing social determinants of health,

patient navigators are instrumental in fostering a more equitable and efficient healthcare system.

2.15 Nurse practitioners within the ED setting

This research study examines the acute demand for ED services and explores innovative working
practices aimed at alleviating pressure on these departments while simultaneously enhancing patient
outcomes. As populations evolve, so too must healthcare services adapt to meet their changing
needs. An analysis of emerging roles within EDs globally reveals that Nurse Practitioners (NP)
have increasingly become integral members of emergency care teams. NPs are highly educated and
experienced nursing professionals who play a crucial role in improving health and addressing health
inequalities. They operate autonomously or collaboratively within multidisciplinary teams,
providing a comprehensive array of assessment and treatment interventions. This includes
ordering and interpreting diagnostic and laboratory tests, prescribing medications within their areas
of competence and managing patient admissions and discharges across various healthcare settings
(Nursing Council of New Zealand, 2017). They also utilise evidence-based practice to ensure

patients’ care is safe and effective.

The medical literature defines Evidence-Based Practice (EBP) as the conscientious and explicit use
of the best available evidence in making decisions about the care of individual patients. The nursing
literature has adapted this definition to include not only the best available evidence but also the
clinician’s expertise and the patient’s preferences (Craig & Dowding, 2020). NPs use EBP to guide

clinical decision-making, ensuring that the care they provide is based on the best available research,
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clinical expertise and patient preferences. EBP involves the systematic review of scientific studies,
clinical guidelines and patient outcomes to inform practice. NPs critically evaluate the most recent
evidence to ensure it aligns with the patient’s needs, thereby enhancing care quality and improving
health outcomes. This approach supports informed decisions in diagnosis, treatment and patient
education (Melnyk, 2019). In addition to EBP, NPs place a strong emphasis on patient-centred
care, which prioritises the individual needs, values and preferences of the patient. This approach
fosters active collaboration between the NP and the patient, ensuring that the care plan reflects the
patient’s perspective and goals. NPs devote time to listening to patients, building rapport and
nurturing a therapeutic relationship. By integrating EBP with patient-centred care, NPs provide
holistic and effective care that is not only scientifically grounded but also compassionate and

responsive to the unique needs of each patient (Defibaugh, 2018).

The interpretive study by Carryer et al. (2007) examined the core role of NPs in Australia and NZ,
drawing on various data sources, including published and grey literature as well as interviews with
15 nurse practitioners. The study highlighted that NPs possess a comprehensive understanding of
their patients and draw upon an extended body of knowledge to guide clinical decision-making,.
Three key domains were identified as shaping the core role of NPs: dynamic practice, professional
efficacy and clinical leadership. Dynamic practice is characterised by the application of advanced
clinical knowledge and skills across diverse settings. Professional efficacy refers to the enhanced
autonomy granted to NPs through legislated privileges, enabling them to deliver more effective
care. Clinical leadership underscores the responsibility of NPs to advocate for patients and the
profession at a systemic level within healthcare. These findings emphasise the evolving role of
NPs, particularly the growing importance of clinical leadership, which positions them as key
influencers within healthcare systems and policymaking while maintaining their focus on clinical

practice and advocacy (Carryer et al., 2007).
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The effectiveness of NPs has been widely documented across various healthcare settings, including
aged care, where their involvement has resulted in reductions in ED wvisits, acute hospital
admissions and potentially preventable hospitalisations. In NZ, the Ministry of Health and the
Nursing Council of New Zealand introduced the NP scope of practice in May 2001, with the first
NP registered by the end of that year (Nursing Council of New Zealand, 2017). Today, NPs are
employed in a wide range of emergency care settings, spanning diverse geographic locations and
serving varied patient populations and clinical conditions. Regardless of the setting, NP practice
adheres to nationally established scopes, standards and competencies. Research indicates that NP-
led emergency care delivery has a positive impact on patient satisfaction, resource utilisation, ED
length of stay, rates of return visits and overall patient and system outcomes (Wilbeck et al., 2023).
The holistic nature of nursing, combined with the ability of NPs to collaborate with patient
navigators, presents a promising approach to improving patient outcomes and addressing the

complex healthcare needs of diverse populations.

2.16 Intended outcomes of an optimal framework

In an ideal healthcare system, a comprehensive framework would effectively alleviate the pressure
on EDs by providing an alternative pathway for patients presenting with non-urgent concerns.
This study seeks to establish such a framework, prioritising patient and healthcare professional
safety. An optimally designed framework would achieve multiple goals: reducing ED demand,
enhancing patient outcomes and fostering a stronger engagement with primary care services.
Central to this framework is the ambition to decrease the number of patients experiencing
prolonged ED waiting times. This shift would be expected to result in improved patient
satisfaction by minimising unnecessary delays, as well as cost savings for both patients and the
healthcare system. By ensuring patient-centred care, the ideal model would be tailored to meet the
specific needs of patients while addressing broader issues of healthcare equity. In addition to

improving immediate care outcomes, an ideal pathway would promote health literacy and empower
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patients to engage proactively with primary care, potentially reducing their need to revisit the ED
for similar complaints and reduce ED reattendance. Additionally, the framework would reduce
instances of patients leaving the ED without receiving care, a consequence often associated with
extended wait times and dissatisfaction. Advancing towards this ideal, each component must be
addressed to ensure that the framework is both comprehensive and sustainable. These aspects of
care are pivotal in designing a robust, patient-centred approach that meets the needs of a diverse

patient population while improving the functionality of the ED and the broader healthcare system.

2.17 Exploring the gap in the literature

The review of current literature reveals ongoing discourse surrounding non-urgent presentations
within EDs. However, defining what constitutes a non-urgent presentation, alongside its
distinguishing characteristics, remains a complex challenge. Within NZ, limited research has
successfully identified non-urgent presentations and even fewer studies have sought to actively
reduce the prevalence of non-urgent ED usage. This highlights a clear need for further research
and evidence-based strategies aimed at effecting sustained change in ED attendance patterns,

specifically tailored to the healthcare landscape of NZ.

The proposed research aims to address this critical gap in understanding by focusing on the
identification and management of non-urgent presentations to an ED within NZ. While current
literature suggests the complexity of identifying non-urgent cases, mere classification is insufficient
for alleviating acute ED demand. There is a pressing need to investigate and develop innovative
interventions that can mitigate the impact of non-urgent ED presentations within the context of
NZ’s healthcare system. Such interventions should not only enhance health system efficiency but

also prioritise improved patient care and satisfaction as essential outcomes.
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2.18 Research aim and questions

This research aims to explore the characteristics of patients who present to the ED who do not
require emergency care, also known as non-urgent presentations. Further, the research seeks to
develop a new pathway that facilitates access to appropriate healthcare services for non-urgent
patients, thereby alleviating demand for the ED. In exploring the aims of this research, three

supporting research questions have been identified:
1. From the perspective of the Emergency Department healthcare stakeholder group, what
are the characteristics of patients attending the Emergency Department who could have

improved outcomes with alternative pathways?

i.  Among patients attending the Emergency Department, which group is prioritised by the

healthcare stakeholder group for requiring an alternative care pathway?

fii.  What alternative approach, informed by both evidence and views of the research

stakeholder group, could be implemented to improve the outcomes of this patient group?
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Chapter lll: Methodology

Let us not be content to wait and see what will happen but give us the determination to make the right
things bappen.

Horace Mann (1796 — 1859)

3.1 Introduction

Methodology can be defined as the systematic and theoretical framework which is used to conduct
research. It consists of a set of methods which are applied to interpret or solve problems within a
particular discipline (Polit & Beck, 2021). Methods are steps, procedures and strategies for
gathering and analysing data within a research study (Creswell, 2009). The methodology provides
a framework for new knowledge to be acquired and enables defensible conclusions to be drawn

from research.

This chapter explores the theoretical foundations of research methodologies pertinent to
addressing the research questions. A mixed methods approach has been adopted to address the
research questions and understand the management of patients arriving at the Emergency
Department (ED). A stage-gate process is followed to devise a new pathway aimed at improving

patient experiences and alleviating the demand for the ED.

3.2 Philosophical worldviews or paradigms

A philosophical framework which offers a general perspective on the world has been referred to
as a ‘paradigm’ by Guba and Lincoln (2005) and a ‘wotldview’ by others (Creswell, 2018).
Paradigms or worldviews influence a researcher’s choice of ontology (nature of reality),
epistemology (theory of knowledge) and methodology (approach) as each paradigm has its own

assumptions in relation to these concepts. By adopting a paradigm, researchers are supported to
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conceptualise their beliefs and select specific methods which will enable them to answer their
research questions (Allemang et al., 2022). There are four main paradigms used within research:
positivism/post-positivism, constructivism/interpretivism, advocacy/patticipatory (ctitical) and

pragmatism (Creswell, 2018).

The positivist paradigm was the prevailing method of inquiry in the 19th century and emphasises
the use of logical and scientific methods to study the objective reality of the world. This philosophy
is commonly known as the scientific method as it predominantly uses controlled quantitative
measurements to determine the causes for outcomes, establishing the absolute truth (Polit & Beck,
2021). The traditional notion of establishing the absolute truth in the positivist paradigm has been
challenged as it has been recognised that it is difficult to suggest that there is one truth relevant for
all, when studying the behaviour and actions of humans. This thinking has led to the postpositivist
paradigm, which represents the thinking after positivism. As the postpositivist paradigm recognises
the difficulty in finding the absolute truth when studying human behaviour, the focus of this
paradigm is on probabilistic evidence and learning what the state of a phenomenon is with a high
degree of likelihood (Creswell, 2018). Thus, the postpositivist paradigm is utilised in research to
explore the causes that influence outcomes, such as in experimental research and therefore is

closely aligned with quantitative research methods (Polit & Beck, 2021).

Contrastingly, the social constructivism paradigm (often combined with interpretivism) relies on
subjective findings to seek an understanding of the world. Social constructivists assume that
individuals seek understanding in the world in which they live and work (Creswell, 2018). This
paradigm is aligned with qualitative research methods as it focuses on describing and understanding
the lived views and experiences of individuals to gain an understanding of human reality.
Interviews and observations to gather information are commonly used within the social

constructivism paradigm as researchers intend to make sense of the subjective meanings individuals
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have about the world (Polit & Beck, 2021). In contrast to the postpositivist paradigm, social
constructivist avoid exerting any control or influence during data collection to ensure they capture
the meanings of experiences within the context of those living them. Constructivists develop a
theory or pattern of meaning from their research studies, rather than starting with a theory such as

in the postpositivist paradigm (Creswell, 2018).

The advocacy or participatory paradigm arose from individuals who were concerned that the
postpositivist assumptions imposed theories and laws that were unable to be used to suit all
individuals. Inquirers also felt that the social constructivist paradigm did not focus enough on
advocating for an action agenda to help marginalised people. The advocacy paradigm therefore
addresses social justice and focuses on marginalised individuals in society whilst intertwining
politics and political agendas. The aim of research within this paradigm is to develop an action
reform agenda that may change the lives of participants, institutions in which individuals work and
live and the researcher’s life. This paradigm addresses specific social issues such as empowerment,
inequality, oppression, domination, suppression and alienation. Qualitative research is normally
aligned with the advocacy paradigm, however this paradigm can be the foundation for quantitative

research as well (Creswell, 2018).

The pragmatic paradigm focuses on solving practical problems in the real world through inquiry.
Unlike the postpositivist paradigm which focuses on finding the truth, the pragmatic paradigm has
a goal to utilise human experiences to derive knowledge and create an understanding of the world
(Creswell, 2018). Pragmatism is the paradigm which influences this research study and is discussed

in more detail below.
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3.3 Pragmatism

Pragmatism was established in the late 19" and early 20™ centuries in the United States and can be
traced to John Dewey, Charles Sanders Peirce and William James who are known as the founding
philosophers of pragmatism. The theory of pragmatism rejects the notion of absolute truth and
instead focuses on the importance of experience, action and experimentation in guiding human
understanding and solving practical problems (Johnson & Onwuegbuzie, 2004). In other words,
pragmatists prioritise what works best in a given context, focusing on problem-solving and practical
outcomes rather than seeking absolute truths or abstract principles. Thus, research within the
pragmatic paradigm is situated in an action-oriented framework, where the researcher seeks to
address practical issues arising directly from communities by eliminating doubt and producing

action (Creswell, 2018).

Pragmatists view organisms as constantly changing to new situations and environments. They
suggest our thinking follows a dynamic homeostatic process of belief, doubt, inquiry, modified
belief, doubt, new inquiry and so on, in an infinite loop. The researcher in this loop constantly
tries to improve upon past understandings in a way that is relevant to the world in which they live
and operate. The present time in this loop is always a new starting point (Johnson & Onwuegbuzie,
2004). This view bodes well with the current research study which is concerned with healthcare
delivery — a concept that is constantly changing to meet the demands of its ever-changing
population. This study has also been influenced by the philosophical assumptions of the
pragmatism paradigm, being problem and solution centred and focused on real world practice

(Creswell, 2018).

Pragmatism as a paradigm offers distinct strengths and weaknesses within the context of healthcare
research. One notable strength lies in its emphasis on practical outcomes and real-world

applicability. In healthcare research, where the translation of research into practice is critical for
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improving patient care and outcomes, pragmatism's focus on practical outcomes aligns well with
the field's objectives. By prioritising the real-world applicability of research findings, pragmatism
facilitates the development of interventions and strategies that address pressing healthcare
challenges and contribute to the advancement of patient-centred care. Therefore, pragmatism
serves as a valuable paradigm for guiding healthcare research aimed at generating actionable

insights and informing evidence-based practice (Creswell, 2018).

However, a weakness of pragmatism is the potential for eclecticism, which is the tendency to select
elements from various methodologies or paradigms without ensuring their coherence or logical
consistency. This can lead to a lack of theoretical rigour and consistency in research design and
interpretation. Furthermore, the emphasis on practical outcomes may sometimes overshadow
broader philosophical considerations, limiting the depth of theoretical insights in research studies.
To address eclecticism, researchers can strive to maintain theoretical awareness, justify
methodological choices, integrate multiple perspectives, engage in reflexivity and seek peer review
and collaboration. By adopting these strategies, researchers can navigate the tension between
pragmatism and eclecticism, ensuring that their healthcare research remains both practically
relevant and theoretically grounded (Onwuegbuzie & Leech, 2005). Overall, pragmatism offers
valuable strengths in promoting relevance and flexibility in healthcare research, however
researchers must remain mindful of the need to balance practical considerations with theoretical

rigour to ensure the integrity and credibility of their findings.

As pragmatism is focused on gaining an understanding of real world problems, theorists within
this paradigm encourage researchers to select methodological mixes which aid them to better
answer their specific research questions, rather than focusing on one specific method as seen in
other paradigms (Creswell, 2018; Johnson & Onwuegbuzie, 2004; Tashakkori & Teddlie, 2010).

This notion has also been contended by Biesta (2010) and Onwuegbuzie and Leech (2005) who

72



Methodology

favour pragmatism as a way to provide tools to address problems and agree that utilising mixed
approaches to research allows researchers the best opportunities to address their research
questions. Hence, there is an alignhment between the pragmatic paradigm and a mixed methods
research approach (Johnson & Onwuegbuzie, 2004). This study aims to improve the management
of patients who present to the ED but do not require emergency care, by first understanding the
reasons patients present and then creating a pathway in which these patients can have their needs
met. Due to the nature of this research and the complexity of the issues, a mixed-methods

approach has been chosen and the reasons for this are explored and critiqued below.

3.4 A mixed methods research approach

Mixed methods research is when a researcher combines qualitative and quantitative research
techniques, methods and approaches into a single study (Johnson & Onwuegbuzie, 2004; Polit &
Beck, 2021; Tashakkori & Teddlie, 2010). Mixed methods research is increasingly being recognised
across disciplines as a credible and pragmatic approach (Creswell, 2018; Ivankova & Wingo, 2018)
however, it has not come without disputes. Disputes arose from the purist perceptions of
qualitative and quantitative methods and their related research paradigms and these disputes are
referred to as the ‘paradigm wars’ (Johnson & Onwuegbuzie, 2004; Tashakkori & Teddlie, 2010).
The purist perception believes the philosophical differences between qualitative and quantitative
methods and their related paradigms (positivism/post-positivism and constructivism) ate so vast
that they cannot be combined in a single research project (Creswell & Plano Clark, 2018; Johnson

& Onwuegbuzie, 2004) .

Quantitative purists are concerned with data that is objectively measured and believe only these
data can lead to scientific results. Due to this formal and objective approach, quantitative purists
align tightly with the positivism paradigm. In contrast, qualitative purists reject the positivist

paradigm and align with the constructivism perspective that the world is constructed by plural
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realities (Creswell, 2018; Creswell & Plano Clark, 2018). Thus, knowledge within qualitative
methods and the constructivism paradigm are obtained in a subjective manner (Creswell, 2018).
Purists believe that their own paradigm is the ideal research approach (Tashakkori & Teddlie, 2010).
However, research has developed and has become increasingly complex and dynamic. This has
led to the development of mixed methods studies as researchers aim to draw on the strengths of
both quantitative and qualitative methods. Mixed methods researchers integrate qualitative and
quantitative methods in order to offer the best opportunity to answer their research questions

(Johnson & Onwuegbuzie, 2004).

To understand the strengths of integrating qualitative and quantitative data as in mixed methods
research, it is important to understand the characteristics of both approaches. Qualitative research
aims to explore human perspectives and focuses on the subjective reality of individuals. This
approach is often classified as part of the social and behavioural sciences, with a focus on
understanding social settings holistically (Creswell & Plano Clark, 2018). The researcher is seen as
the primary instrument within qualitative research as the collection of data involves the
collaboration of the researcher and participants, which generally occurs in a natural environment.
This method allows the researcher to gain in-depth information from participants about their
experiences, thoughts and feelings which increases the quality of data collection. Researchers
commonly use interviews, observations and focus group sessions to gather qualitative data and the
researcher analyses data by inductively building the participants views into general themes (Klassen
et al., 2012). The researcher uses these themes to interpret the meanings of the data (Creswell,
2018; Johnson & Onwuegbuzie, 2004). Qualitative research is useful in a healthcare context as it
enables researchers to understand the feelings and lived experiences of individuals whom work or

receive care within the healthcare system.
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In contrast, quantitative research takes an objective approach to generate numerical data that can
be analysed using statistics (Creswell, 2018). This type of research is commonly used as a means
for testing objective theories and to examine the relationship between variables. Quantitative
methods are ideal for exploring associations of phenomena, including inferencing causality
(Klassen et al., 2012). Quantitative research includes experimental, quasi-experimental and non-
experimental research designs. Experimental research aims to reject (or fail to reject) a starting
hypothesis by utilising manipulation, control and randomisation within a study. When a researcher
is able to use manipulation and introduce controls over a research situation but is unable to
establish randomisation, this is known as a quasi-experimental design. There is also non-
experimental designs which explore the effects of potential cause without using manipulation. This
is done by utilising correlational designs to examine relationships between variables (Creswell,
2018). Quantitative non-experimental research designs are commonly used within healthcare
research due to its ethical safety of not using manipulation, which can cause dilemmas when
working with multiple human characteristics’ (Polit & Beck, 2021). In contrast to qualitative
research methods, where the researcher can more easily influence results with their idiosyncrasies,

quantitative results tend to be independent of the researcher (Johnson & Onwuegbuzie, 2004).

It can be seen these two research approaches have different perspectives to offer and by combining
the two the continuum of understanding a phenomenon is more diverse. Adopting a mixed
methods approach enables researchers to address complex research questions and reveal a fuller
picture of a problem in practice, which might be unable to be accomplished with a single
quantitative or qualitative approach (Johnson & Onwuegbuzie, 2004; Tashakkori & Teddlie, 2010).
Both quantitative and qualitative approaches have strengths and weaknesses, however, a mixed
methods design aims to draw on the strengths of both whilst minimising the weaknesses and biases
they have (Ivankova & Wingo, 2018). Other reasons for utilising a mixed methods approach are

to compare and validate results, to examine experiences along with outcomes, or to have one set
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of results build on another (Klassen et al., 2012). It is thought that if results from different
approaches such as quantitative and qualitative methods can be corroborated the researcher can
have a greater confidence in their conclusion. However, if the results conflict with one another
the researcher has still gained a greater knowledge of the research topic and can interpret their
findings appropriately. The goal of mixed methods research is not to search for corroboration but
instead to expand one’s understanding of the research phenomenon (Onwuegbuzie & Leech,

2005).

This research study will employ a mixed methods approach to investigate the challenges
encountered in managing patients who present to the ED. Initially, qualitative methods will be
employed to explore the perspectives of healthcare professionals, aiming to identify services they
provide that may not align with emergency medicine. These insights will then inform a quantitative
analysis of a patient database, providing a numerical context to the identified challenges. The
quantitative research findings will complement and deepen the understanding gained from
qualitative perspectives. By merging healthcare stakeholders’ viewpoints with patient statistics,
specific patient cohorts that could benefit from a new pathway will be identified. Subsequently,
the research will focus on developing a new pathway to address the healthcare concerns of these

identified patient groups.

A sequential mixed methods procedure will be followed, wherein the findings of one method
inform and enrich the insights gained from the other (Creswell, 2018). This is seen in each stage
of this study as qualitative findings are used to explore a concept (healthcare stakeholders
perspectives) and then quantitative data (patient data) is utilised to expand on the findings of the
qualitative data. This iterative process will allow for 