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INTRODUCTION

In many fields, research requires large scale population sampling and tests of statistical
significance. This type of research is seen as the “gold standard” and the highest value
research (Kirby, Schotland, Bacchetti, & Bero, 2002), mainly because of the ability to provide
a definitive answer that complies with a universal set of principles about its validity and
reliability. However, this set of standards about reliability and validity do not eliminate the
possibility of erroneous results. It merely provides readers with a level of possible error that
they can accept or reject. The perceived lack of standards and consistency in the collection
and analysis of qualitative research has persisted despite the improvement in technological
assistance and standardisation (Elliot, Fischer, & Rennie, 1999) of qualitative techniques.

This paper will use a case study of an investigation into patient decision making processes in
prehospital health emergencies, to demonstrate the progressive evolution of a dual qualitative
quantitative methodology. Within a mixed methodology design that incorporates both qualitative and
guantitative elements, methodology must be developed that maximises validity and allows for the
strengthening of the qualitative data (Elliot et al., 1999). Triangulation is the use of multiple methods,
researchers or data sources to strengthen qualitative research. Triangulation has many benefits within a
research design, the most salient being viewing rich qualitative data from several perspectives,
promoting meaningful comparisons of similarities and differences between data sources and collection
methods. Predominant theory promotes methodological triangulation with the aim and assumption that
using many methods to study the same concept will converge upon the truth (Mathison, 1988).
Although in some cases this may be true, an equally important outcome is the identification of
differences between the results gained via each methodology, and the subsequent investigation and
meaningful reasoning that results from identified differences.

This investigation has used methodological triangulation by employing focus groups,
questionnaires and in-depth interviewing as data collection techniques. It has also employed
data source triangulation by including participants from different areas of patient decision
making, including health professionals who manage emergency patients, and patient
participants recruited from both in hospital and general public/community based
advertisements. Data sources were additionally diversified through the use of three hospital
sources for patient and medical professional recruitment.

Background

The decisions made during a prehospital health emergency can directly affect the patient’s
chances of survival. When a health condition unexpectedly becomes life threatening, it is
often up to the patient or a bystander to recognize a health emergency, and decide whether to
seek medical help. The ability to recognize life threatening symptoms is a skill usually
associated with health professionals. However, in an unexpected life threatening health event,
these decisions often lie in the hands of untrained people.

In health emergencies, patients and their carers will seek medical assistance from a range of
sources such as a hospital emergency department (ED), their local general practitioner, or call
an ambulance (Kolbe, Vamos, James, Elkind, & Garrett, 1996). In recent years, the concept of
an “inappropriate” ED or ambulance user has arisen. This refers to the medical classification
of a patient as a non-emergency case who has used emergency health services such as an ED
or ambulance service. Reported inappropriate ED attendance varies internationally, and



ranges from 15%-41% of ED attendees (Murphy, 1998). Inappropriate use of emergency
medical resources is a significant public health issue, however to date, the reasons why
patients present inappropriately has been minimally researched.

At the opposite end of the spectrum of use of emergency health services, are patients who are
emergency cases who do not call ambulances and therefore delay accessing emergency health
services. Delay in seeking medical help for a cardiac arrest in Acute Myocardial Infarction
(AMI) patients is a well documented problem (Dracup, McKinley, & Moser, 1997). Patients
with a previous history of AMI delay seeking medical help longer in a subsequent
AMI.(Pattenden, Watt, Lewin, & Stanford, 2002). Asthma patients similarly manage asthma
poorly and delay appropriate medical help until symptoms become life threatening (Kolbe,
Vamos, Fergusson, Elkind, & Garrett, 1996; Olsson & Hansagi, 2001; Vamos & Kolbe,
1999). Even when patients with chronic asthma are educated in recognition of important
symptoms and actions to take in a health emergency, they fail to act appropriately in the event
(Douglass et al., 2002). This extensive evidence of delays in seeking medical help generates
many questions about patients’ recognition and understanding of a health emergency and the
actions they need to take at the time.

The aim of this investigation was to explore the decision making processes of patients in
prehospital health emergencies from the patients’ perspective, and attempt to identify some
factors that commonly affect patients’ decisions to seek medical help.

METHODOLOGY
Focus Groups

The focus groups each included 8-22 health professionals from three health facilities in
Adelaide Australia. The health professionals included ED physicians, general practitioners
(GP’s), ED staff, practice nurses, physiotherapists, domiciliary nurses, pharmacists, health
promotions staff and triage staff. Participation was voluntary.

All focus group discussions were tape recorded for analysis. The focus group format and
questions were developed using methods outlined by Bender and Ewbank (Bender & Ewbank,
1994). The conduct of the focus groups had three main aims. The first was to typify patterns
of health related patient behaviour, and investigate the language and knowledge of attendees.
Focus groups also explored the similarities and differences between participant experiences,
and the factors that affected patient decisions. The interaction was mainly between
participants, with a member of the research team proposing a question, which was then
discussed by the attendees. Questions asked about the decision making process, including
themes of symptom recognition, definition of an emergency, actions taken and seeking
medical help. The focus groups were conducted at the three health facilities to allow analysis
of potential hospital/health professional based biases.

Interviews

Fifteen in depth interviews were conducted with patients or carers of patients over 18 years of
age, who had experienced a health emergency within the past 12 months. Participation was
voluntary, and participants responded to advertisements. The aims of the interview were
similar to that of the focus groups, and the questions were open-ended and explored the
process of decision making from the patient’s perspective, including themes of symptom
recognition, definition of an emergency, actions taken and seeking medical help.

Questionnaire
Questionnaires were sent to 200 patients from Hospital X. The questionnaire participants were
selected to allow for two areas of comparative interest.
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1. Level of medical urgency, based on triage determinants as decided by the emergency
department medical staff using the Australasian Triage Scale. This analysis was designed to
provide information on patient perception and definition of a health emergency as compared
to their medical assessment.

2. Health service accessed, with ambulance users being compared to self transporting
emergency department attendees.

Therefore a stratified random sample of participants was selected from recent medical records
(December 2003 to March 2004) on the basis of triage level (Triage Category 1-5) and mode
of transport to the hospital. The stratified sample is represented in Table 1 below.

Table 1: Stratified sample for participant recruitment

Triage Category 1-2 Triage Category 3-5

(Emergency) (Low to No Emergency)
Came via Ambulance 50 patients (group 1) 50 patients (group 3)
Came via Own Transport 50 patients (group 2) 50 patients (group 4)

The questionnaire was designed to be minimally invasive to protect participants, whilst
allowing them to tell their story if they wished. It was therefore 98 questions long, which
included 2 self administered psychological tests. There were four sections; demographics,
recent emergency health experience, Multidimensional Health Locus of Control (Wallston &
Wallston, 1978) and Coping Responses Inventory (Moos, 1986).

The demographics section of the questionnaire contained 11 questions, including; age in
years, gender, country of birth, dominant language spoken at home, postcode, highest
completed education level and current occupation. These questions were in a mixture of
multiple choices and short answer formats. Several questions were also posed to determine
health related demographics, including whether participants possessed a health care card or
pension card, and whether they were subscribers to the ambulance service or to private health
insurance. These questions were all presented in a yes/no/unsure format.

The “Emergency Health Experience” section of the questionnaire collected both qualitative
and quantitative information about the patient’s recent health emergency experience including
time of symptom onset, time of arrival at the ED/time ambulance called, history of illness,
patients’ rating of urgency, and reasons for not calling an ambulance if not called. This
section also included 4 short answer questions asking participants about symptom recognition,
determination of perceived level of urgency, actions taken and what medical help was sought.

The complete questionnaire therefore contrasted areas of demographics, mode of transport to
the ED, triage category, decision making history and patient perception of the event, locus of
control and coping style in response to health emergencies.

RESULTS
In the interests of brevity, only participants’ responses relating to the ‘seeking medical help’
phase of decision making will be explored.

Focus Groups

The focus groups were analysed using “identification of themes” and “incidence density”
(Bender & Ewbank, 1994). This was based on analysis of the group rather than the individual.
Thematic analysis elicited two types of information: “sought information” (information the
questions aimed to specifically target) and “emergent themes” (unexpected but relevant
information). ldentification of themes involved transcription and examination of the focus
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group discussion to elicit themes, consistency and identify answers to target questions. A
gualitative data analysis program (QSR N6) processed words and phrases for thematic
analysis. This process assesses words within a context. For example, the word “ambulance”
may be consistently associated with “costs”, which may indicate a relationship. This process
also identifies words used as synonyms, such as doctor, GP, physician, allowing for
identification of layperson terminology. Minimal facilitator intervention and neutral questions
promoted validity. Analysis of transcribed responses using a qualitative software program
also supports the grounded theory approach by objectively searching for relationships
between identified terms. However, this program is directed by terms identified by the data
analyst, and is a tool to assist analysis rather than perform it completely.

The focus groups of health professionals identified several factors that they felt affected
patients decisions when seeking medical help.

All three groups of health professionals identified the role of the GP in patient management
and guidance in a health emergency.
o “I've seen a lot of people who don’t have GPs and just come straight here. It clogs up
the system a lot, and I think they need to find a primary source of care”
e “Or they say Twent to my GP last week and he didn’t help me so I though I'd better
just come here’”

It was also acknowledged by all 3 groups that personal and social reasons play a role in
patient’s decision when to go to ED or whether call an ambulance in a health emergency.
e “Alot of the people are for really practical reasons. Like ‘I was at work and I had to
wait till I finished work to see someone about it’, or ‘I run my own business, I was up
a ladder, I couldn’t just come down’.”
e “It’s Accessibility to0; | mean everyone knows a hospital is open 24 hours a day.

Everyone knows an emergency department is there. ”

Two of the three groups identified patients wanting someone else to make the decision for
them as to whether they should call an ambulance or go to hospital.

o “they know they should call an ambulance and they know that they have got chest
pain, and are most likely to ring in cause they are hoping you will say “ves, call an
ambulance: and they say “OK, I will”.

e “They ring emergency or they ring a GP and try and get some guidance or a decision
over the phone, which is very almost impossible to do, and in fact sometimes they
don'’t like being told that we cant make that decision for you, they want us to say that

you're OK, stay at home, or you need to come it and they say really? How long is the
wait?”

It was suggested by two of the groups that patients attend the ED because they want a ‘one
stop shop’ where they can get all their tests and treatment at the same place and no cost.
e “If they go to a GP, they need an x-ray, they need a blood test or they need to go to the
pharmacy, you know there’s costs, there’s cost associated with each of those things”
e “But they also want a one-stop shop. They want to go to one place where they can get
their bloods, their x-rays, not wait three days for their Troponin levels to come back”

Two of the health professionals’ groups also believed that a patient’s sense of urgency about
getting treatment makes them bypass the GP and go straight to the ED.
e “A lot of people come in and say I couldn’t get an appointment at the doctors
yesterday and I tried again today so that’s why I'm here now. They 've been forced to
come to ED”’
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o “Some people actually think that if they present in an ambulance that means they’ll
get seen quicker and/or that must mean that they are really sick ”

Deliberate misuse of the ED or ambulance was only mentioned by one group.
o “There’s probably a group of repeat offenders that have learnt that the ambulance is
a free service on their card, and you don’t go via triage, you come straight into the
department. So I think that they use and abuse the system as well. ”

The health professionals’ focus groups all mentioned the role of GP’s in patients’ continuity
of care, and believed that poor GP accessibility resulted in increased ED attendance. Two of
the three groups reported that patients often seek advice as to whether they are appropriate or
not for ambulance and ED attendance, and when they go to ED it is for a fast and
comprehensive medical assessment that is low cost and all a the one location. Deliberate
misuse was if only mentioned by one group; however, this may have been in the interests of
focus group attendees appearing empathic towards patients in front of colleagues.

Questionnaires

The survey was posted to 200 randomly selected patients from Hospital ED records from the
preceding 3 months. Fifteen were returned to sender unopened due to change of address, 8
responses stated that patients were unable to participate, and 4 that patients were deceased
were received. Of the remaining 173 patients who received a survey, 36 responded, giving an
adjusted response rate of 21%. With a low response rate and a small sample, statistical
analysis was not suitable for this data set.

Short answer elements of the questionnaire were analysed using the same techniques as the
focus groups, and using QSR N6 software. The shot answer section revealed that when asked
about what medical help they sought the health emergency, a high proportion of participants
phoned the GP, ED or ‘000 for advice on which health service to access. This was supported
by the multiple choice options chosen by survey respondents, which showed calling “000” as
a first and only contact with health services was reported by 21% of respondents. Overall,
34% reported calling a GP, “000” or ED for medical help as the first thing they did.
Respondents reported calling family and friends as the first thing they did in 53% of cases.

DISCUSSION

Comparison of the opinions of the health professionals and the patients show several areas of
agreement. The most salient was that patients seek advice from both medical and social
sources on which health service to access. The concept of ‘asking permission’ which was
mentioned by the health professionals was supported by the statements made by patients.
Patient’s first reaction to call family and friends in a health emergency showed the nature of
the reality of non medical decision making in health emergencies, and demonstrated the role
in decision making played by family and friends. The role of GPs in management and care of
illnesses and health emergencies was illustrated by comments from both health professionals
and patients, and was one think that everyone seemed to agree upon. Some factors which
health professionals identified as affecting patient decision making were not supported by
patients reported experience. Although patients were always deemed appropriate based on
their retrospective diagnosis, when deciding what health service to access, they consistently
report a sense of urgency- they believe that the symptoms they are experiencing constitute an
emergency, and it is this that compels them to seek help, rather than a deliberate attempt to get
free health care for a non urgent condition.

These outcomes show that further qualitative investigation of opinions of patients and health
care workers meant the outcomes identified were the reality faced by health care providers,
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filling the gaps in the quantitative data and allowing a better exploration of the issues
identified. The use of different patient groups and health professionals allowed a unique
contrast between health care providers and health care seekers, allowing exploration of the
real life situations of patients. The outcomes suggest that patients attend ED and call
ambulances with the beleif and understanding that what they are experiencing is a health
emergency. Therefore until a source of guidance on emergency health is provided to them to
assist them in their emergency decision making such as a health advice phone line, health
services will have to accept that there will be a rate of error in patient’s decision making.

The outcomes of this research have identified a need for qualitative research, even in an
empirically driven environment such as the health system. The barriers to provision of
optimal health care could not have been identified through the quantitative data available, and
it is important to therefore acknowledge the role of qualitative methodologies in all research
fields. The combination of quantitative and qualitative methodologies increased reliability and
validity as well as context and gives the research a “human” feel, and help to identify the
reality of patients having to decide what health care patients should access and when.
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INTRODUCTION
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significance. This type of research is seen as the ““gold standard™> and the highest value
research (Kirby, Schotland, Bacchetti, & Bero, 2002), mainly because of the ability to provide
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a definitive answer that complies with a universal set of principles about its validity and
reliability. However, this set of standards about reliability and validity do not eliminate the
possibility of erroneous results. It merely provides readers with a level of possible error that
they can accept or reject. The perceived lack of standards and consistency in the collection

and analysis of qualitative research has persisted, despite the improvement in technological
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h’his\ paper will use a case study of an investigation into patient decision making processes in
prehospital health emergencies, to demonstrate the progressive evolution of a dual qualitative
quantitative methodology. Within a mixed methodology design that incorporates both qualitative and
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guantitative elements, methodology must be developed that maximises validity and allows for the
strengthening of the qualitative data (Elliot et al., 1999). Triangulation is the use of multiple methods,
researchers or data sources to strengthen qualitative research. Triangulation has many benefits within a
research design, the most salient being viewing rich qualitative data from several perspectives,
promoting meaningful comparisons of similarities and differences between data sources and collection
methods. Predominant theory promotes methodological triangulation with the aim and assumption that
using many methods to study the same concept will converge upon the truth (Mathison, 1988).
Although in some cases this may be true, an equally important outcome is the identification of
differences between the results gained via each methodology, and the subsequent investigation and
meaningful reasoning that results from identified differences.

This investigation has used methodological triangulation by employing focus groups,
questionnaires and in-depth interviewing as data collection techniques. It has also employed
data source triangulation by including participants from different areas of patient decision
making, including health professionals who manage emergency patients, and patient
participants recruited from both in hospital and general public/community based
advertisements. Data sources were additionally diversified through the use of three hospital
sources for patient and medical professional recruitment.

Background

The decisions made during a prehospital health emergency can directly affect the patient’s
chances of survival. When a health condition unexpectedly becomes life threatening, it is
often up to the patient or a bystander to recognize a health emergency, and decide whether to
seek medical help. The ability to recognize life threatening symptoms is a skill usually
associated with health professionals. However, in an unexpected life threatening health event,
these decisions often lie in the hands of untrained people.

In health emergencies, patients and their carers will seek medical assistance from a range of
sources such as a hospital emergency department (ED), their local general practitioner, or call
an ambulance (Kolbe, Vamos, James, Elkind, & Garrett, 1996). In recent years, the concept of
an “inappropriate>’ ED or ambulance user has arisen. This refers to the medical classification
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of a patient as a non-emergency case who has used emergency health services such as an ED
or ambulance service. Reported inappropriate ED attendance varies internationally, and
ranges from 15%-41% of ED attendees (Murphy, 1998). Inappropriate use of emergency
medical resources is a significant public health issue, however to date, the reasons why
patients present inappropriately has been minimally researched.

At the opposite end of the spectrum of use of emergency health services, are patients who are
emergency cases who do not call ambulances and therefore delay accessing emergency health
services. Delay in seeking medical help for a cardiac arrest in Acute Myocardial Infarction
(AMI) patients is a well documented problem (Dracup, McKinley, & Moser, 1997). Patients
with a previous history of AMI delay seeking medical help longer in a subsequent AMI-
(Pattenden, Watt, Lewin, & Stanford, 2002). Asthma patients similarly manage asthma poorly
and delay appropriate medical help until symptoms become life threatening (Kolbe, Vamos,
Fergusson, Elkind, & Garrett, 1996; Olsson & Hansagi, 2001; Vamos & Kolbe, 1999). Even
when patients with chronic asthma are educated in recognition of important symptoms and
actions to take in a health emergency, they fail to act appropriately in the event (Douglass et
al., 2002). This extensive evidence of delays in seeking medical help generates many
questions about patients’ recognition and understanding of a health emergency and the actions
they need to take at the time.

The aim of this investigation was to explore the decision making processes of patients in
prehospital health emergencies from the patients’ perspective, and attempt to identify some
factors that commonly affect patients’ decisions to seek medical help.

METHODOLOGY
Focus Groups

The focus groups each included 8-22 health professionals from three health facilities in
Adelaide Australia. The health professionals included ED physicians, general practitioners
(GP’s), ED staff, practice nurses, physiotherapists, domiciliary nurses, pharmacists, health
promotions staff and triage staff. Participation was voluntary.

All focus group discussions were tape recorded for analysis. The focus group format and
questions were developed using methods outlined by Bender and Ewbank (Bender & Ewbank,
1994). The conduct of the focus groups had three main aims. The first was to typify patterns
of health related patient behaviour, and investigate the language and knowledge of attendees.
Focus groups also explored the similarities and differences between participant experiences,
and the factors that affected patient decisions. The interaction was mainly between
participants, with a member of the research team proposing a question, which was then
discussed by the attendees. Questions asked about the decision making process, including
themes of symptom recognition, definition of an emergency, actions taken and seeking
medical help. The focus groups were conducted at the three health facilities to allow analysis
of potential hospital or /health professional based biases.

Interviews
Fifteen in depth interviews were conducted with patients or carers of patients over 18 years of
age, who had experienced a health emergency within the past [L2twelve months. Participation

was voluntary, and participants responded to advertisements. The aims of the interview were
similar to that of the focus groups, and the questions were open-ended and explored the
process of decision making from the patient’s perspective, including themes of symptom
recognition, definition of an emergency, actions taken and seeking medical help.

Questionnaire
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Questionnaires were sent to 200 patients from Hospital X. The questionnaire participants were
selected to allow for two areas of comparative interest.
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Therefore a stratified random sample of participants was selected from recent medical records
(December 2003 to March 2004) on the basis of triage level (Friage-ATS Category 1-5) and
mode of transport to the hospital. The stratified sample is represented in Table 2 below.

lo1: Steatifi o - :

Triage Category 1-2 Triage Category 3-5
(Emergency) (Low to No Emergency)
Came via Ambulance 50 patients (Ggroup 1) 50 patients (Ggroup 3)
Came via Own Transport 50 patients (Ggroup 2) 50 patients (Ggroup 4)
Table 1: Stratified sample for participant fecruitment] Comment [t6]: APA format requires

table captions to be under the corresponding
table

The questionnaire was designed to be minimally invasive to protect participants, whilst
allowing them to tell their story if they wished. It was therefore 98 questions long, which
included two?2 self administered psychological tests. There were four sections; demographics,
recent emergency health experience, Multidimensional Health Locus of Control (Wallston &
Wallston, 1978) and Coping Responses Inventory (Moos, 1986).

The demographics section of the questionnaire contained 41-eleven questions, including; age
in years, gender, country of birth, dominant language spoken at home, postcode, highest
completed education level and current occupation. These questions were in-a mixture of
multiple choices and short answer formats. Several questions were also posed to determine
health related demographics, including whether participants possessed a health care card or
pension card, and whether they were subscribers to the ambulance service or to private health
insurance. These questions were all presented in a yes/no/unsure format.

The ‘““Emergency Health Experience’2 section of the questionnaire collected both qualitative
and quantitative information about the patient’s recent health emergency experience including
time of symptom onset, time of arrival at the ED/time ambulance called, history of illness,
patients’ rating of urgency, and reasons for not calling an ambulance if not called. This
section also included four4 short answer questions asking participants about symptom
recognition, determination of perceived level of urgency, actions taken and what medical help
was sought.

The complete questionnaire therefore contrasted areas of demographics, mode of transport to
the ED, triage category, decision making history and patient perception of the event, locus of
control and coping style in response to health emergencies.

RESULTS
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| In the interests of brevity, only participants> responses relating to the ‘seeking medical help’
phase of decision making will be explored.

Focus Groups

The focus groups were analysed using <’Iidentification of themes” and ‘“incidence density’>
(Bender & Ewbank, 1994). This was—is based on analysis of the group rather than the
individual. Thematic analysis elicited two types of information: ‘““sought information>’
(information the questions aimed to specifically target) and ‘“emergent themes’> (unexpected
but relevant information). Identification of themes involved transcription and examination of
the focus group discussion to elicit themes, consistency and identify answers to target
questions. A qualitative data analysis program (QSR N6) processed words and phrases for
thematic analysis. This process assesses words within a context. For example, the word
““ambulance”” may be consistently associated with ‘“costs’”, which may indicate a
relationship. This process also identifies words used as synonyms, such as doctor, GP,
physician, allowing for identification of layperson terminology. Minimal facilitator
intervention and neutral questions promoted validity. Analysis of transcribed responses using
a qualitative software program also supports the grounded theory approach by objectively
searching for relationships between identified terms. However, this program is directed by
terms identified by the data analyst, and is a tool to assist analysis rather than perform it
completely.

The focus groups of health professionals identified several factors that they felt affected
patients decisions when seeking medical help.

All three groups of health professionals identified the role of the GP in patient management
| and guidance in a health emergency.

o ““I’ve seen a lot of people who don’t have GPs and just come straight here. It clogs
up the system a lot, and I think they need to find a primary source of care>’
e ““Or they say ““I went to my GP last week and he didn’t help me so I though I'd better

just come here”’

It was also acknowledged by all three3 groups that personal and social reasons play a role in
patient’s decision when to go to ED or whether call an ambulance in a health emergency.

e ““Alot of the people are for really practical reasons. Like ““I was at work and | had
to wait till I finished work to see someone about it -, or ““I run my own business, |
was up a ladder, | couldn 't just come down .=’

e ““It’s Accessibility too; I mean everyone knows a hospital is open 24 hours a day.
Everyone knows an emergency department is there. =

Two of the three groups identified patients wanting someone else to make the decision for
| them as to whether they should call an ambulance or go to hospital.

e “Tthey know they should call an ambulance and they know that they have got chest
pain, and are most likely to ring in cause they are hoping you will say ““Yyes, call an
ambulance ”: and they say “OK, I will”’.

e ““They ring emergency or they ring a GP and try and get some guidance or a decision
over the phone, which is very-almost impossible to do, and in fact sometimes they
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don’t like being told that we cant make that decision for you, they want us to say that
you're OK, stay at home, or you need to come it and they say “‘R¥eally? How long is
the wait? "’

[ Formatted: Font: 12 pt

It was suggested by two of the groups that patients attend the ED because they want a ‘one
stop shop” where they can get all their tests and treatment at the same place and no cost.

e ““If they go to a GP, they need an x-ray, they need a blood test or they need to go to
the pharmacy, you know there’s costs, there’s cost associated with each of those
things >

e ““But they also want a one-stop shop. They want to go to one place where they can
get their bloods, their x-rays, not wait three days for their Troponin levels to come
back =

Two of the health professionals’ groups also believed that a patient’s sense of urgency about
getting treatment makes them bypass the GP and go straight to the ED.

e ““A lot of people come in and say ‘I couldn’t get an appointment at the doctors
yesterday and I tried again today so that’s why I'm here now”. They ve been forced
to come to ED

o “’Some people actually think that if they present in an ambulance that means they’ll
get seen quicker and/or that must mean that they are really sick

)

Deliberate misuse of the ED or ambulance was only mentioned by one group.

o “There’s probably a group of repeat offenders that have learnt that the ambulance is

a free service on their card, and you don’t go via triage, you come straight into the
department. So I think that they use and abuse the system as well. =

The health professionals’ focus groups all mentioned the role of GP’s in patients’ continuity
of care, and believed that poor GP accessibility resulted in increased ED attendance. All
groups also agreed that patients decide on what health care to access and when based on
personal, social and convenience factors. Two of the three groups reported that patients often
seek advice as to whether they are appropriate or not for ambulance and ED attendance, and
when they go to ED it is for a fast and comprehensive medical assessment that is low cost and
all at the-one location. Deliberate misuse was #-only mentioned by one group; however, this
may have been in the interests of focus group attendees appearing empathic towards patients
in front of colleagues.

Questionnaires

The survey was posted to 200 randomly selected patients from Hospital ED records from the
preceding three3 months. Fifteen surveys were returned to sender unopened due to change of
address, eight8 responses stated that patients were unable to participate, and four4 that
patients were deceased were received. Of the remaining 173 patients who received a survey,
36 responded, giving an adjusted response rate of 21%. With a low response rate and a small
sample, statistical analysis was not suitable for this data set.
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Short answer elements of the questionnaire were analysed using the same techniques as the
focus groups, and-using QSR N6 software. The short answer section revealed that when asked
about what medical help they sought the health emergency, a high proportion of participants
phoned the GP, ED or ‘000’ for advice on which health service to access. This was supported
by the multiple choice options chosen by survey respondents, which showed calling “000” as
a first and only contact with health services was reported by 21% of respondents. Overall,
34% reported calling a GP, ‘“000’2 or ED for medical help as the first thing they did.
Respondents reported calling family and friends as the first thing they did in 53% of cases.

DISCUSSION

Comparison of the opinions of the health professionals and the patients show several areas of
agreement. The most salient was that patients seek advice from both medical and social
sources on which health service to access. The concept of ‘asking permission’ which was
mentioned by the health professionals was supported by the statements made by patients.
Patient’s first reaction to call family and friends in a health emergency showed the nature of
the-reality-ef non medical decision making in health emergencies, and demonstrated the role
in decision making played by family and friends. The role of GP’s in management and care of
illnesses and health emergencies was illustrated by comments from both health professionals
and patients, and was one thingk that everyone seemed to agree upon. Some factors which
health professionals identified as affecting patient decision making were not supported by
patients reported experience. Although patients were always deemed appropriate based on
their retrospective diagnosis, when deciding what health service to access, they consistently
reported a sense of urgency;- they believe that the symptoms they are experiencing constitute
an emergency, and it is this that compels them to seek help, rather than a deliberate attempt to
get free health care for a non urgent condition.

These outcomes show that further qualitative investigation of opinions of patients and health
care workers meant the outcomes identified were the reality faced by health care providers,
filling the gaps in the quantitative data and allowing a better exploration of the issues
identified. The use of different patient groups and health professionals allowed a unique
contrast between health care providers and health care seekers, allowing exploration of the
real life situations of patients. The outcomes suggest that patients attend ED and call
ambulances with the beleifbelief and understanding that what they are experiencing is a health
emergency. Therefore until a source of guidance on emergency health is provided to them to
assist them in their emergency decision making, such as a health advice phone line, health
services will have to accept that there will be a rate of error in patient’s decision making.

The outcomes of this research have identified a need for qualitative research, even in an
empirically driven environment such as the health system. The barriers to provision of
optimal health care could not have been identified through the quantitative data available, and
it is important to therefore acknowledge the role of qualitative methodologies in all research
fields. The combination of quantitative and qualitative methodologies increased reliability and
validity as well as context and gives the research a “’human?’ feel, and help to identify the
reality of patients having to decide what health care patients should access and when.
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Throughout the Paper: Examiner/Peer Reviewer’s Perspective

Paper summary:

This paper uses a case study of data collected about patient decision making in prehospital
emergency health situations to demonstrate the benefits of triangulated methodology. A
comparison of quantitative and qualitative data collection demonstrates how the
combination of methods is used to optimise research outcomes.

Comments from Readers Perspective:

e There is a combination of left aligned and justified blocks of text. Suggest selecting all
and select either justified or left aligned for consistency.

e ‘Survey’ and 'Questionnaire’ are used interchangeably — suggest select one and
conduct a find and replace for consistency

e Check the style conventions required by the journal you intend to submit this paper
to ensure your referencing style is correct

e The paper discusses a triangulated methodology using focus groups, survey and
interviews, but no data from interviews are presented.

e Although you mention the survey sample is too small to conduct statistical analysis,
perhaps a short summary of the descriptive statistics would be of value?

e There are apparent spelling errors in the reference list — however these are the
actual paper title/journal title and therefore the spelling should remain uncorrected.

References used to guide the proofreading of this document:
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PhD theses in Australia [1-3]. All changes suggested are for the author to consider, and at their
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